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ADDRESSES AND ORIGIN AL ARTICLES 


‘THE AERIAL SPREAD 
OF STREPTOCOCCAL INFECTIONS 


By R. CRUICKSHANK, M.D. Aberd., D.P.H. 
AND 
G. E. GODBER, B.M. Oxfd, M.R.C.P., D.P.H. 


(From the London County Council Group Laboratory 
and North-Western Hospital, Hampstead, London) 


MEDICAL opinion on the mode of spread of infectious 
diseases has changed considerably since the beginning 
of the present century. In particular, the recognition 
of the human carrier as a reservoir of infection has 
helped to explain many anomalies and to dispel 
old notions about the dangers of miasmas, sewer- 
gases, and the like. As regards the diseases in which 
the causal organism has its entry and exit by the 
respiratory tract, belief in a widespread aerial trans- 
mission of the materies morbi, of which Power (1880-81) 
from his smallpox studies at the Fulham Hospital 
was such a strong advocate, has given place to some- 
thing requiring much more intimate contact between 
the infective person, whether clinical case or carrier, 
and the susceptible individual. The studies of Flügge 
(1897, 1899) and his pupils! were in great part 
responsible for this volte-face; these workers, 
although they confirmed the fact that micro-organisms 
were transported considerable distances in dust by 
fine air-currents and proved that bacteria artificially 
introduced into the mouth could be recovered four 
to nine metres from the individual after coughing or 
sneezing, failed in experiments with infective tuber- 
culous patients to demonstrate the pathogens in any 
numbers at a distance of more than one metre from 
the coughing patient. The additional finding that 
guineapigs could be infected by direct exposure to 
a tuberculous patient but much less easily by inhaling 
dried sputum gave further support to Fliigge’s 
opinion that infections of the respiratory tract were 
principally spread by what he called the. “‘ spray ”’ 
or ‘‘ droplet ” method. 

This doctrine was gradually put to the test of 
practical experience. Medical superintendents who, 
following the French pioneers, had proved the effec- 
tiveness of cell or cubicle for preventing the spread of 
most infections now began to try other less tangible 
(and less expensive) methods of controlling cross- 
infection, particularly in fever hospitals. About 
1908 Biernacki at the Plaistow Hospital introduced 
“ barrier ” nursing, which means the isolation of a 
patient in a ward by a visible (screens) or invisible 
barrier, involving precautionary measures by a 
trained nursing staff to prevent the spreading or 
carrying of infective material from the isolated patient 
to his neighbours. Crookshank (1910) at the Barnes 
Hospital, ‘Mortlake, was the first to practise a modified 
‘system of ‘“ bed-isolation,’ a system which was 
considerably, and independently, extended and 
popularised by Rundle and his assistants at the 
Fazakerley Hospital, Liverpool. Bed-isolation is 
simply the application of barrier nursing with or 
without screens to every patient in the ward, so that 
a variety of infectious diseases may be nursed side 
by side with little risk of cross-infection. In their 


1. Winslow and Robinson (1910) give a useful summary, and 
many corroborative experiments, of the early work on 
aerial and droplet spread of bacteria. 
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original experiment Rundle and Burton ? (1912) 
placed in two small wards, each containing 12-13 
beds, cases of puerperal fever, erysipelas, pertussis, 
chickenpox, rubella, doubtful scarlet fever and 
diphtheria, and convalescent measles, and during a 
period of two years with a turnover of 473 patients 
there were only two secondary cases of scarlet fever. 
Despite the fact, now generally admitted, that 
patients in the early stage of measles or chickenpox 
cannot be nursed in barrier or bed-isolation wards 
without the risk of secondary cases, the success of 
these methods was, and still is, a strong argument 
in favour of the limited droplet spread of infections 
of the respiratory tract. This view was fully endorsed 
by Chapin (1910, 1912), who marshalled all the 
arguments in favour of contact and droplet infection 
and against the aerial spread of pathogens, whether 
of respiratory or intestinal origin. On the surgical 
side, too, there has been a gradual change from 
Lister’s carbolic sprays to prevent contamination 
from the air through a more localised antiseptic 
technique to the present ‘‘ aseptic” methods, indi- 
cating an absence of fear of wound-infection from 
aerial sources. 


Previous Evidence of Air-borne Infection 


Interest in the possibility of the aerial spread of 
pathogenic bacteria was apparently reawakened after 
one of us (Cruickshank 1935) showed that most 
third-degree burns became infected with the hæmo- 
lytic streptococcus after admission of the patient to 
hospital, and that both the dust and the air of the 
ward contained numerous hemolytic streptococci and 
were thus a possible means of conveying infection 
from patient to patient. This possibility was made 
the more probable when Dr. V. D. Allison, to whom 
cultures were sent for typing, found that strains 
isolated from eight patients in one ward over a 
period of three weeks were all of one serological type 
(type 4), and in another instance a culture recovered 
from the air of the ward belonged to the same rather 
rare type (type 23) as a strain isolated from the 
infected burn of a man in the ward at the time. 

The finding of living pathogens in dust, particularly 
if protected from sunlight, is no new thing; Wash- 
bourn’and Eyre in 1902 recovered the rather delicate 
pneumococcus from the dust of ward and laboratory, 
and even Chapin admitted that the germs of typhoid, 
dysentery, diphtheria, tuberculosis, and suppuration 
could, if their resistance to drying were a guide, be 
spread by dust. Apart from viability, we know of 
no direct evidence that the virulence of bacteria is, 
as is sometimes stated, diminished by drying in the 
air or dust; drying in vacuo is now the most reliable 
method for maintaining both viability and virulence. 
Recently L. Colebrook (see White 1936) has shown 
that hemolytic streptococci will remain viable in 
dust for at least 10 weeks and their mouse-virulence 
persist undiminished for 25 days. That these dust- 
borne organisms may be derived from infective dis- 
charges as well as from the respiratory tract was 
confirmed by White (1936), who found hemolytic 
streptococci in varying numbers in the dust of single 
rooms where patients with streptococcal puerperal 
infection were being nursed; the streptococcus 
isolated from the dust was usually of the same sero- 
logical type as the patient’s strain. She quoted an 


2. This publication was followed by a lively and cn igutening 
discussion in the correspondence columns of THE LANCET, 
in which Biernacki, Crookshank, Thomson, and Burton 
were engaged. 
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instance of infection borne by dust or air: a person 
contracted a streptococcal pharyngitis after sweeping 
out the room vacated five days previously by a 
puerperal patient with whom she had had no direct 
contact; the two infecting strains were identical 
in type. ` 

In the following year Brown and Alison (1937) 
reported an investigation on the isolation of hæmo- 
lytic streptococci from the air of scarlet-fever wards. 
Their results proved that streptococci of the types 
commonly associated with scarlet fever were plentiful 
in the air of these wards, and, where throat swabs 
from the patients were simultaneously examined, 
the strains isolated from the two sources (patients 
and air) were very similar both in serological type and 
in the relative proportions of the various types. They 
found, as White and we have done, that disturbance 
of the air by dusting and sweeping increases consider- 
ably the number of organisms recoverable from the 
air by the method commonly used—namely, the 
exposure of blood-agar plates for a limited period 
two or three feet from the ground. Such a finding 
does not necessarily mean that the air is free from 
pathogens when none are found on the exposed plates 
(vide infra) but shows that some of the infected dust 
particles after being disturbed and circulated in the 
air by dusting or sweeping settle on the exposed 
plates. 

In the light of these recent bacteriological findings 
much of the earlier epidemiological work—e.g., the 
data given by Dudley (1926)—could be explained 
as well on the basis of the aerial spread of pathogens 
as on a combination of droplet infection and carriers. 
It may be mentioned in passing that, on the surgical 
side, the recent investigations of Hart (1937) and 
Cowan (1938) have attested to the risk of air-borne 
infection in the theatre during the performance of 
protracted operations, such as modern surgery of the 
chest or of the brain involves. 


Although Fliigge’s views on the limited spread of 
infective material from the respiratory tract have been 
generally accepted, the epidemiologist has usually 
found some difficulty in explaining on this view the 
almost inevitable spread of measles and chickenpox 
in a ward of susceptible children after the intro- 
duction of a case in the early stage of the disease. 
Thomson (1916), after two and a half years’ experience 
with a barrier ward, concluded that these infections 
must be air-borne, and there is some recent support 
for his belief in Colvin’s (1932) experiments with 
another virus, bacteriophage, which after being 
atomised could be recovered some 53 metres distant. 
Harries (1935),.on the other hand, is inclined to 
the view that these infections are spread by the 
contaminated hands of the attendants, and he has 
adduced much evidence in favour of the manual 
transference of infections generally. 


The work of Wells and his associates (see Wells and 
Wells 1936), begun in Boston and now being continued 
in a special unit at the University of Pennsylvania, 
Philadelphia, has shown that the aerial spread of 
bacteria and viruses is at least a theoretical possibility. 
Wells’s view, based on much experimental work, 
is that all droplets expelled from the respiratory tract 
by coughing or sneezing do not necessarily fall to the 
ground like rain within a few feet of the individual. 
The droplets become smaller by evaporation, the 
ratio of surface to weight increases as the size 
diminishes, and the particles fall more and more 
slowly. Wells estimated that droplets of 0-1 mm. 
diameter will, by the time they drop the height of 
a man, become so small that they remain suspended 


in the air like particles of smoke. Droplets which 
do settle may by evaporation become so small as 
to be lifted into the air again. The rôle of these 
“ droplet nuclei” in spreading infection will depend 
largely on the viability and concentration of the 
organisms they contain. Using a special chamber 
in which suspensions of bacteria could be atomised, 
Wells found that certain organisms present in the 
respiratory tract—e.g., pneumococcus type I, hæmo- 
lytic streptococcus, and Streptococcus viridans— 
remained viable for two days (B. influenze was 
very short-lived), whereas intestinal bacteria (B. coli, 
B. typhosus, B. paratyphosus A, and B. dysenteriae Y) 
did not survive eight hours. Since these droplet 
nuclei do not tend to settle like larger droplets or dust 
particles, exposed plates of culture media do not give 
an accurate count of their numbers in the atmosphere, 
and Wells (1933) therefore devised an air centrifuge 
for this purpose. He suggested that Str. viridans, 
an organism ordinarily present in the upper respiratory 
tract, might be used as an index of air pollution, as 
B. cols is used for water. This is not entirely a new 
idea, for, apart from Pasteur’s classical experiments, 
Gordon (1902-03) made a similar suggestion and 
showed that mouth bacteria could be recovered 
from the air in any part of a room in which people 
were talking; he made a simple type of air-suction 
apparatus for estimating the degree of bacterial air- | 
pollution. Wells’s experiments have demonstrated 
how the aerial suspension of bacteria comes about, 
and his work has obviously an important bearing 
on the problem of the spread of infectious diseases. 


Present Evidence of Air-borne Infection 


Our own studies were begun in the winter of 1936 
and consist mainly of combined clinical, bacteriological, 
and epidemiological investigations into (1) two small 
outbreaks of puerperal sepsis and (2) streptococcal 
infections in wards of children admitted with diph- 
theria. An example of each will be given in some 
detail and brief reference made to some of the others. 
The serological typing of hemolytic streptococci 
(see Griffith 1934, Neisser 1939) isolated from clinical 
case, carrier, air, or dust has been an integral part 
of the work, since only thus could we hope to trace 
the sourcé and mode of spread of the infecting or 
“ epidemic ” streptococcus, for the mere discovery 
of a hemolytic streptococcus does not help either to 
incriminate or to exculpate the source unless the 
group and serological type are known. During the 
past two years other outbreaks have been studied 
in which the evidence did not suggest an aerial spread. 


AIR-BORNE PUERPERAL INFECTION 


The outbreak to be described occurred in the 
maternity ward of a general hospital and concerns 
six patients, three of whom developed local uterine 
sepsis and three others became streptococcus cervical 
carriers or at most suffered from very mild genital- 
tract infections. The first patient discovered to have 
a puerperal infection with the hemolytic strepto- 
coccus was A. B., who was admitted and delivered 
on Aug. 21; her temperature, which was raised on 
admission, did not settle, and on Aug. 23 culture 
of a cervical swab gave a practically pure growth of 
type 25 Str. pyogenes. [The name Str. pyogenes 
is reserved for hsemolytic streptococci belonging to 
group A (Lancefield).] On the same day the patient 
was isolated in a separate ward and transferred next 
day to an isolation hospital. Since none of the 
attendants of this patient was found to be carrying 
hemolytic streptococci in the nose or throat, and 
since she was febrile on admission with membranes 
ruptured, it is possible that the infecting organism 
was introduced to the unit by her. It is important 
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to note that she lay in the main maternity ward for 
36 hours after delivery. The next two patients to 
be infected were C. D. and E. F., admitted to the 
maternity ward on Aug. 18 and 22 and delivered in 
different labour wards and by different nurses on 
Aug. 23 and 24 respectively. These patients became 
febrile—and were isolated—on the 25th, and cervical 
swabs on that date gave practically pure cultures 
of type 25 Str. pyogenes. They were transferred to 
the isolation hospital next day. C. D. and three other 
patients with raised temperatures had been moved 
into a small four-bedded ward on the 25th. Vaginal 
swabs of the latter three patients, taken on that day, 
were negative, but two days later in a general 
reswabbing hemolytic streptococci (type 25) were 
recovered from two of them. neither of whom showed 
any clinical signs of infection. A patient in the 
main ward was similarly found to be a vaginal carrier 
of the epidemic type. These three patients, although 
afebrile and therefore not notified, continued to 
carry hemolytic streptococci in the genital tract 
during their stay in hospital. They were, of course, 
kept in isolation. 


As the same serological type of hæmolytic strepto- 
coccus was present in all cases, obviously the infecting 
organism must have been carried by some means from 
patient to patient. The more obvious routes by 
which such infection may spread are (1) by human 
throat or nose carrier, (2) by infected instruments 
or gloves during the ritual of nursing, and (3) by 
the dust and atmosphere of the ward. 


(1) The noses and throats of the nursing staff of 
the main maternity ward were swabbed on Aug. 24, 
the medical staff on the 25th, and the nurses in the 
small ward on the 25th and 3lst. None of the 
medical and nursing staff who attended the infected 
patients was found to be carrying group A (Lance- 
field) hemolytic streptococcus ; there was no common 
attendant responsible for the confinements of these 
cases, 

(2) The transference of infection by the hands 
(gloved or ungloved) of attendant nurses or by 
instruments or bedpans has probably often played 
its part in the spread of puerperal infection, but the 
aseptic and antiseptic precautions taken by the 
doctor, sister, and staff of the maternity unit make 
such a method of spread practically impossible in 
this outbreak. Besides, the originally infected 
patient was removed from the ward before the others 
were confined, and infection rarely occurs before 
confinement. 

(3) As regards air-borne infection, blood-agar 
plates were exposed in the two labour wards on 
Aug. 26 with negative results. Plates were not 
exposed in the large and small maternity wards until 
Sept. 1, by which time the main ward had been 
disinfected. The plates from that ward were negative, 
but hemolytic streptococci of the epidemic type were 
present on the plates exposed in the small ward. 
It will be remembered that the patient C. D. was 
removed from this ward on Aug. 26, and that the 
eervical swabs of two other contact cases were 
negative on the 25th and positive on the 27th; 
hence the latter two cases may have “‘ picked up ” the 
infecting streptococcus on the day after C. D. was 
removed—i.e., they probably became infected not 
by direct transference from another patient but 
from the dust or atmosphere of the ward. The 
evidence in favour of this mode of spread is even 
stronger in the case of the patients in the main 
ward, who, although in contact with A. B., the 
original case, for periods of a few hours to two days 
before their delivery, almost certainly became infected 
in the main ward after confinement. If so, there 
was no chance of direct transference of the infecting 
organism, since A. B. was removed from the ward 
before any of the other infected women were delivered, 
and presumably, therefore, infection was derived 
from an atmosphere already contaminated with 
hemolytic streptococci through the presence in the 
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ward for two days of the originally infected patient. 
The genital tract immediately after delivery presents 
a large abraded surface which, as has been shown in 
burns, is particularly susceptible to attack by the 
hemolytic streptococcus. Infection from the atmo- 
sphere may be direct, or the organism may lodge in 
the anterior nares after inhalation and be transferred 
to the genital tract by the patient’s fingers. 


The points of special epidemiological interest in 
this small outbreak are (a) serological typing of the 
hemolytic streptococci showed that all the patients 
were infected by one epidemic strain which was not 
discovered in the upper respiratory tract of any of 
the attendants on these patients; (b) the air and 
dust of the wards in which the patients lay was 
probably the means by which the infecting organism 
was spread; and (c) a number of patients were 
vaginal carriers of the hemolytic streptococcus 
during the puerperium without showing any evidence 
of clinical infection, which justifies a bacteriological 
examination of the genital tract of all patient-contacts 
in any institutional outbreak of puerperal sepsis. 


Another small epidemic in which the evidence 
pointed to the air or dust as the vehicle of infection 
occurred in a well-administered maternity home 
with a resident medical officer. The outbreak, 
which included three cases of puerperal infection 
and three of tonsillitis, was originated by nurse A, 
who after a sore throat was allowed back on duty 
on the strength of one negative throat swab. A 
fortnight later she delivered Mrs. X, who became 
febrile two days after confinement and was trans- 
ferred to an isolation hospital with a streptococcal 
uterine sepsis. 

Within ten days of her removal two more cases of 
puerperal infection occurred in two different wards. 
(The wards in this home each contained four to six 
beds.) These two patients were delivered in separate 
labour rooms, and neither of them was attended at 
confinement or at any time in the puerperium by 
nurse A, who like the rest of the staff always wore a 
mask when on duty. 

Although nurse A was suspected of being the source 
of the first case she continued doing certain ward 
duties, because several throat swabs had been reported 
negative. However, when reswabbed by one of us, 
she was found to be a streptococcal carrier and was 
taken off duty. Four days later the matron and 
linen-maid developed streptococcal tonsillitis. 

All the strains of hemolytic streptococcus isolated 
from these cases belonged to one serological type 
(type 25). The whole nursing staff was swabbed 
after the first case of puerperal infection and again 
on the day that the two cases of tonsillitis occurred ; 
no carrier of the epidemic streptococcus—other than 
nurse A—was discovered. Blood-agar plates, exposed 
in the labour rooms and various. wards after they 
had been disinfected, did not detect any hzmolytic 
streptococci in the atmosphere. | 


If these observations are pieced together, it may be 
claimed that, apart from the first case, the infecting 
organism could not have been transferred directly 
from carrier to patient or from patient to patient. 
The nursing technique was of a high standard, and 
every precautionary measure was being taken to 
prevent the spread of infection by mediate means. 
Further, the occurrence of two clinical cases of infection 
some days after the only carrier of the epidemic 
streptococcus was taken off duty pointed to some 
other reservoir for the infecting organism ; that this 
was probably the infected dust or air of the wards is 
supported by the fact that these were infections of 
the upper respiratory tract. Direct evidence of 
an aerial source could not be obtained because the 
wards were disinfected before the atmosphere was 
bacteriologically examined, 

N 2 
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STREPTOCOCCAL INFECTION IN A DIPHTHERIA 
WARD 


The ward had been open for three months for the 
accommodation of mild or moderately severe cases 
of diphtheria, mostly in young children. During 
this period none of the patients had had otitis media 
or any other streptococcal complication. Chicken- 
pox was introduced, and the ward was in quarantine 
up to Dec. 16. It was then rapidly filled. 

On the 18th a child was admitted to a corner bed 
with a condition clinically quinsy and subsequently 
proved not to be diphtheria; Str. pyogenes type 12 
was isolated in culture from his throat. Within the 
next ten days three children in nearby beds developed 
otorrhoea, and from each of them Str. pyogenes type 12 
was recovered. Another child had tonsillitis, but 
cultures were not taken. 

After this brief outbreak admissions to the ward 
ceased because of a fresh case of chickenpox, which 
was removed to a cubicle and returned to the ward 
on Jan. 14. This was a signal for a new and more 
extensive wave ofinfection. The child on readmission 
had a raised temperature and was noted to be develop- 
ing tonsillitis. He had a severe attack with marked 
adenitis, and Str. pyogenes type 6 was isolated from 
his throat. 

During the next week two patients developed 
otorrhceaa and one tonsillitis, and from each case 
the same serological type of streptococcus (type 6) 
was obtained. One of the cases of otorrhcea was the 
boy who had originally introduced the type 12 infec- 
tion, and he went on to a severe mastoiditis. 

At this point swabs were taken from nose and 
throat of each child in the ward. Of seventeen 
patients, thirteen had hemolytic streptococci in 
nose, throat, or both, and in eight of them the nose 
culture was positive. It may have been mere 
coincidence that the four negative cases were the 
only four Dick-negative children. Nose and throat 
swabs of the nursing staff of the ward yielded only 
one scanty positive throat culture (3 colonies) which 
could not be typed. 

At the same time blood-agar plates were exposed 
in two batches of four—the first batch from 8 P.M. 
to 7 A.M. and the second from 7 to 9 A.M. The plates 
were placed on lockers 9 in. above the bed heads and 
out of the patients’ reach. The batch exposed from 
8 P.M. to 7 A.M. grew 23 colonies of hemolytic strepto- 
coccus, and those exposed from 7 to 9 A.M. grew 49. 
Thus there were twice as many colonies on the plates 
exposed for two hours in the morning during the 
sweeping and dusting as there were during eleven 
hours throughout the night; two-thirds of the 
colonies were on the four plates at the end of the 
ward where most of the infection had occurred. 
Random subcultures from these plates, when examined 
serologically, were all type 6. 

Quarantine for chickenpox ended on Jan. 21, and 
there was an influx of new patients. One of these 
had a recent otorrhcea, which was shown to be due 
to Str. pyogenes type 28, and during the ensuing 
week another child had otorrhoea due to type 28. 
New patients continued to be admitted to the ward, 
and among them after admission there occurred four 
cases of tonsillitis, three of otorrhcea, and one of 
vaginitis; all were streptococcal infections. In 
three the infecting streptococcus was type 6 and in 
two type 12; the others were not typed. The 
child with vaginitis had type 6 in throat and vagina 
but no clinical signs in the throat. 

On Feb. 10 plates were again exposed in the ward 
and nose and throat swabs were taken as before. 
Of fifteen patients, only two were negative, twelve 
had hemolytic streptococci in the faucial and eight 
in the nasal swab. On the eight plates exposed 
224 colonies of haemolytic streptococcus were found, 


90 being on one plate. Random pickings gave cultures | 
of Str. pyogenes type 12. For comparison, eight. 


plates were exposed in a whooping-cough ward under 
similar conditions, and no hemolytic streptococci 


were grown; nose and throat swabs in this ward 
yielded one doubtful positive. 

After Feb. 25 no new patients were admitted, 
and the numbers were reduced by discharges; but 
one patient developed tonsillitis, one otorrhoea, and 
two others otitis media without discharge; in each 
case type 6 was the infecting streptococcus. Finally, 
the child who six weeks earlier had a vaginitis due to 
Sir. pyogenes type 6 developed scarlet fever, and 
again cultures from her throat yielded type 6. The 
ward was closed at the end of March. 


This outbreak of streptococcal infection shows two 
epidemic waves coinciding with the introduction of 
the two infecting streptococcal types by patients with 
faucial infection. The first with type 12 was brief 
and quickly died down, possibly because the ward 
was in quarantine and its population unchanged. On 
the introduction of the second infecting type there 
was another wave, principally affecting those who 
had escaped the first attack. Afterwards newly 
admitted patients sustained the bulk of the infection, 
a state of affairs very similar to experimental epidemic 
infections in mice, in which the epidemic is maintained 
by the regular addition of susceptible animals. 

Direct droplet infection from patient to patient 
may be ruled out, since all the children were in bed and 
the beds were adequately spaced. Similarly, droplet 
spread from nurse to patient could not occur as none 
of the staff was a carrier of the epidemic types. 
Manual transference by nurses or spread by fomites 
cannot be altogether excluded (there was a communal 
toy-box), but there was no routine case-to-case 
hygiene of the nose and swabbing of ears was confined 
to those children with otorrhea. It should be 
remembered that these are infections of the respiratory 
tract—even in the ear infections the organism presum- 
ably gains entrance by this route—and of the two 
possibilities infected air is surely a more likely source 
than toys or the contaminated hands of nursing staff. 
Incidentally, the healthy skin is definitely bactericidal. 

An aerial source is suggested by the fact that 
hemolytic streptococci belonging to the two epidemic 
types were present on plates exposed to the air 
of the ward and were most numerous where the 
brunt of the infection occurred and after the dust 
of the ward had been stirred up. There was also 
an apparent increase in the degree of streptococcal 
air-pollution as the epidemic continued—72 colonies 
of hemolytic streptococci on the first exposure and 
224 a month later. On two occasions 76 per cent. and 
86 per cent. of the children in the ward had hemo- 
lytic streptococci in nose or throat or both. In 
more than half the cases the organism was numerously 
present in the nasal culture, a rare finding in the 
absence of nasal discharge, which strongly suggests 
that the streptococcus got there by inhalation of the 
contaminated air and dust. Allison (1938) on the 
basis of figures (of the number of streptococcal colonies 
on exposed plates) similar to our own has calculated 
that the air of such an infected ward must contain 
an astronomical number of hemolytic streptococci, 
and, when it is remembered that each child is inhaling 
some 13 cubic feet of air per hour, “it does not need - 
much stretch of the imagination to accept the view 
that infection by particles in the air is no chimera.” 

Cross-infection with scarlet fever is not uncommon 
in diphtheria wards. Three cases occurred in a 
particular ward within a period of three days; eight 
days after the first case nose and throat swabs were 
taken from all the children and staff in the ward, 
and six blood-agar plates were exposed for two hours 
on-the following morning. 

Apart from the patients with scarlet fever, two of 
whom were infected with Str. pyogenes type 3 (the 
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third was not typed), seven of the fifteen children 
in the ward were found to be streptococcal carriers ; 
in six the streptococcus was recovered in practically 
pure culture from the nasal swab. When serologically 
typed. three of these carrier-strains belonged to 
type 3 and three to type 24; the seventh could not 
be typed. Two of the nurses were carrying hemo- 
lytic streptococci: one type 13, the other ‘‘ ? type 13.” 
The six exposed plates grew a total of 48 colonies 
of hemolytic streptococcus, and random pickings 
showed equal numbers (five each) of types 3 and 24. 
These findings are a repetition on a smaller scale 
of those already quoted and besides showing how 
quickly the infecting organisms are disseminated 
indicate that the air was the vehicle of spread. 


It may be argued that these manifest or latent 
infections would not have happened in a bed-isolation 
ward, which is designed mainly to prevent the spread 
of infection manually or by fomites. We have no 
desire to belittle the value of bed-isolation methods, 
but we believe that part of their success is due to the 
fact that a bed-isolation ward usually contains a 
variety of infectious diseases which help to dilute 
each other. Medical superintendents have admitted 
that, if such a ward is overloaded with infections due 
to a particular organism—e.¢., the streptococcus— 
the barrier is apt to break down. An example of 
this kind may be quoted. 

In a bed-isolation ward cases of streptococcal 
infection—mostly tonsillitis and otorrhoa—pre- 
dominated ; one at least of these patients was infected 
with Str. pyogenes type 1 and one with type 6. A 
child some days after admission to the ward developed 
suppurative otitis media, which was found to be due 
to Str. pyogenes type 1, present in both throat and 
ear-discharge. The whole staff was swabbed, and 
six blood-agar plates were exposed in the ward for 
three hours. Three streptococcal carriers were 
discovered among the nurses, the serological types 
being type 27 twice and type 14. There were 28 
colonies of hemolytic streptococcus on the exposed 
plates, and out of eight of these examined serologically 
seven were type l and one type 6. Thus the infecting 
strain was numerously present in the air but not in 
the nose or throat of possible carriers ; hence, if the 
bed-isolation ritual was being efficiently performed, 
aerial spread seems the only way in which cross- 
infection could have occurred. 


Prevention of Air-borne Streptococcal Infection 


The records and experiences of the past indicate 
that attempts to control institutional outbreaks of 
streptococcal infection by orthodox methods have 
not always been successful. MacGregor (1930) 
described an outbreak which necessitated the closing 
of the wards—no mention is made of disinfection— 
and which flared up again when the building was 
reopened with a new stait despite the enforcement of 
the strictest precautionary measures. Ashe says, “it 
is clear that the technique employed was still an 
ineffectual barrier against the spread of infection.” 
We know of other similar happenings, and one lesson 
of the present outbreaks is the insufficiency of nursing 
methods which would preclude spread of infection 

by the accepted channels. Okell and Elliott (1936), 
after describing outbreaks of streptococcal infection 
in ear, nose, and throat wards, considered that the 
best methods of prevention were isolation of the 
infected patients on the balconies and behind screens 
plus the thorough cleansing of cubicles and wards 
after infection. As for similar infections in a general 
hospital, Keevil and Camps (1937), who recovered 
the infecting streptococcal types from the dust of 
the wards, found that the practice of all the accepted 
preventive measures did not check the spread 
of infection and finally adopted the procedure of 
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transferring the streptococcal cases to the isolation 
hospital. Hart (1937) has recorded the difficulties 
in eliminating pathogenic bacteria from operating- 
theatres, short of sterilising the air. 

These failures to control institutional outbreaks 
of streptococcal infection by orthodox methods point 
to some unconsidered factor which from the 
accumulated evidence we believe to be the infected 
dust and atmosphere. Bacterial pollution of the 
air may come about either by the aerial suspension 
of Wells’s “ droplet nuclei” expelled from the respira- 
tory tract of the infective patient or by the stirring 
up of infected dust particles. Obviously, then, to 
counteract the aerial spread of bacteria, the air must 
be cleansed and the dust got rid of or rendered harm- 
less. Two simple expedients are at hand. To clean 
the polluted air free ventilation is the easiest and 
probably most effective measure; it is particularly 
necessary in the winter months, when the risks of 
epidemic spread are greatest and the inclination to 
ventilate wards least. Its value in minimising 
cross-infection in bed-isolation and other wards was 
recently emphasised by McGarrity (1938). Damp 
dusting and sweeping and a more liberal use of soap 
and water are the best methods of dealing with dust, 
although their usage has gone out of fashion since 
the polished floor and polished furniture became 
popular in hospital wards. Their efficacy has been 
demonstrated in our experience by the negative 
findings on exposed blood-agar plates in the main 
puerperal ward at the North-Western Hospital. 
Probably not more effective and certainly more 
troublesome and expensive is the sterilisation of the 
air and dust by disinfectants—the latest of these 
are the spraying of the air and surfaces with aerosols 
and the use of ultraviolet ight. 

Other common-sense measures for preventing the 
spread of infection must not be neglected. The 
clinical case and persistent carrier must be isolated, 
and it should not be forgotten that the patient with 
an infective discharge is as likely to be a source 
for streptococcal air-pollution as the patient with an 
infection of the respiratory tract. Bed-isolation 
wards should not be overloaded with one kind of 
infection, and there must be a strict observance of the 
technique—e.g., the communal use of toys, books, 
and pencils, a not uncommon practice in children’s 
wards, must be prohibited. Again, after diphtheria 
and measles (Allison 1938) children are particularly 
susceptible to streptococcal infection, probably 
because of their age and lowered resistance ; hence 
in wards where such children are being nursed a 
careful supervision of new cases is required to prevent 
the admission of patients with tonsillitis or otitis 
media. If such infection does gain a foothold, the 
infected patients should be removed and the ward 
put in quarantine until the spread has been controlled. 

Another important factor in the aerial spread of 
infection is the viability of the materies morbi in dust 
or atmosphere; for example, the meningococcus 
has presumably a low viability, since adequate bed- 
spacing is sufficient to reduce both the carrier-rate 
of the organism and the ineidence of cerebrospinal 
fever. Or, again, the much greater likelihood of 
secondary infection in a ward after the introduction 
of measles as compared with pertussis is possibly 
associated with a greater viability of the measles 
virus, since the susceptibility of the child-population 
to the two diseases is very similar. If such is the 
case, the measles virus can be aerially spread, whereas 
the pertussis germ, although more forcibly expelled, 
would have a hmited or droplet range of infectivity, 
which seems to fit the facts. Further work along 


{46 THE LANCET] 


the lines initiated by Wells will help to solve this and 
allied problems. 


Conclusions 


Bacteriological and epidemiological observations on 
institutional outbreaks of puerperal sepsis and on 
streptococcal infections among children in diphtheria 
wards have convinced us that the aerial carriage of 
pathogenic bacteria can be an important factor in 
the spread of infection. Cleansing of the polluted 
air by free ventilation and the removal of infected 
dust by damp sweeping and dusting are two simple 
and probably effective measures for the prevention 
of air-borne streptococcal infection. The following 
points also arise out of our studies :— 


PUERPERAL SEPSIS 


(1) Patient-contacts may become vaginal or cervical 
carriers of the epidemic streptococcus and if not 
sought out may act as foci for the maintenance 
and spread of the infection. 

(2) Just as a streptococcal sore-throat may be the 
source of an outbreak, so secondary cases of tonsillitis 
may occur concurrently with the infections of the 
genital tract. 

(3) Great care in the taking of nose and throat 
swabs and provision for their proper bacteriological 
examination are required if potentially dangerous 
carriers are not to be missed. 


STREPTOCOCCAL INFECTION IN CHILDREN’S WARDS 


(1) After such infections as diphtheria and measles 
children seem to be very susceptible to the strepto- 
coccus ; in these wards special precautions, indicated 
in the text, are required to prevent the admission, 
or control the spread, of streptococcal infection. 

(2) In the search for carriers nose as well as throat 
swabs should be taken, for more than half the contacts 
may be found to be nasal carriers. 

(3) Even when the air and dust of the ward are 
laden with streptococci, nurse-carriers of the epidemic 
strains are not common, owing, perhaps, to their 
greater resistance and the intermittency of their stay 
in the ward. 


We are indebted to Dr. H. Neisser for help with the 
serological typing of the streptococci and to a number 
of clinical colleagues for facilities and help in collecting 
the material on which our observations are based. 


REFERENCES 
Allison, V. D. (1938) Tonca, 1 1067. 
Brown, W. A., , V. D. (1937) J. Hyg., Camb. 37, 1. 
Chapin, ©. V.’ (1910, 1912) Boars: and Modes of Infection, 
ew 
Colvin, M. G. (1932) Amer. J y- Hug. 15, 247. 
Cowan, S. T. rea TSW Te 
Orookshank, k 10) fbi, 1, 477. 
Cruickshank 11988) Path. "Bact. 41, 367. 
Dudley, S. b (19 26) Spec. Rep. Ser. med. Res. Coun., Lond. 
O 
Flügge, C. (1897) Z PAAA InfektKr. 25, 179. 
— (1899) Ibid, 107. 
Gordon, M. H. (1 boa ous ep med. Offr loc. Govt Bd, 32, 421. 
Griffith, F. ea) ee neat: mb. 5 
Harries, E R. (19 0 Samet, 2, 233. 
Hart, D. (1 937) Arch. org. Chicago, 34,8 
Keevil, N. n , and Camps, 937), Lanei: 2, 207. 
McGarrity, J ” (1938) reported Tba. 


84 
MacGregor, A. S. M. oe ADi, iI Infection in Maternity 
J. Path. Boe 48, 


Neisser, H. (1939) 55. 

Okel, oN: C., and Elliott, (1936) Lancet, 2, 

Power, H H. å {l aoti S “Rep med. Offr ‘loc. Sut Bd, 10, 
supp 

Rundle, C and tone) ton ee (1212 y Lanoe, 1, 720. 

TEOR, F. H 16) toi, 1 


Washbourn zo we ata H (1902) Ibid, 2, 1439. 
Wells, W. F. 5 (1933) Anes J PON "Hlth, 58. 
nd | ells, M. W. (1936) J. 


805 
White E 11928) Lancet, 1 , 941 
Winslow, C.-E. A., and Robinson, E. A. (1910) J. infect. Dis. 


ne med. Ass. 107, 


MR, WAKELEY & MR, MULVANY : THE RAMSAY HUNT SYNDROME 


[APR 1, 1939 


A RARE FEATURE OF 
THE RAMSAY HUNT SYNDROME 


WITH SOME OBSERVATIONS ON THE SENSORY SYSTEM 
OF THE SEVENTH NERVE 


By CercrL P. G. WaAKELEY, D.Sc. Lond., F.R.C.S., 
F.A.C.S., Hon. F.R.A.C.8., F.R.S.E. 


SENIOR SURGEON TO KING’S COLLEGE HOSPITAL AND TO THE 
WEST END HOSPITAL FOR NERVOUS DISEASES, LONDON ; AND 


JOHN H. MULVANY, F.R.C.S., F.R.F.P.S.G., 
M.R.C.P., D.P.M. 


SURGICAL REGISTRAR AT KING’S COLLEGE HOSPITAL, LONDON 


It is some thirty years since Ramsay Hunt (1906) 
first described in detail the syndrome which bears his 
name. Before that date several observers, including 
Griiber as early as 1875, had published accounts 
of herpes of the auricle arising alone or in association 
with the facial palsy. But Ramsay Hunt was the 
first to correlate these clinical findings in a codrdinated 
manner and with such completeness and accuracy 
that his original statements have undergone little 
alteration. A few minor adjustments have since 
been made, mostly by the same author, but their 
appearance has been spread over rather a lengthy 
period. It may, therefore, be of interest to give a 
brief résumé of the subject. . 


HUNT’S CLASSIFICATION 


In his original description, Ramsay Hunt classified 
bis findings as follows :— 


THE SYNDROME AND ITS CLASSICAL TYPES 


(a) Herpes oticus. 

(b) Herpes oticus with facial palsy. 

(c) Herpes oticus with facial palsy and hypo-acousis. 

(d) Herpes oticus with facial palsy and  Meniòre’ 8 
complex. 

SUB-GROUPS OF THE SYNDROME 

(e) Herpes facialis (trigeminal herpes) with facial palsy 
and auditory symptoms. 

(f) Herpes occipitocollaris (herpes of 2nd, 3rd, and 
4th cervical roots), with facial palsy and acoustic symptoms, 

(g) Herpes zoster of the cephalic extremity (this means 
herpes facialis and/or herpes occipitocollaris) with auditory 
nerve complications. - 


He also drew attention to the possibility of multiple 
involvement of ganglia, both inside and outside 
the cranium, and in particular to the association of 
trigeminal, pharyngeal, and vagal zona with geniculate 
herpes. But the connexion of the chorda tympani 
or of the petrosal nerve had not at that time been 
fully appreciated, for no mention was made of them. 
However, in a later communication (Hunt 1909) 
he remedied this omission. 

“. . . Supported by these facts,” he wrote, “I 
would regard the sensory system of the facial nerve 
to be as follows :—to the tympanic cavity and its 
prolongation into the mastoid and eustachian tube 
by the petrosal nerves ; a vestigial innervation to the 
tongue and tonsillar region through the chorda 
tympani and lingual branches, and a cutaneous 
innervation in the interior of the auricle by fibres 
which pass out with the posterior trunk, some of 
which probably reach their destination, the posterior 
auricular branch of the seventh.”’ 


He described the zoster zone of the geniculate 
ganglion as being represented by a cone-shaped area 
which occupied the tympanic membrane, the walls 
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of the auditory canal, the external auditory meatus, 
concha, tragus, antitragus, and antihelix. Shortly 
afterwards the connexion of the auricular branch 
of the vagus was recognised and the idea of the 
posterior auricular branch of the facial nerve supply- 
ing cutaneous branches to the ear was dropped. 

Ramsay Hunt’s views were generally accepted 
and the syndrome remained unaltered for nearly 
ten years. During the interval, however, cases were 
published in which vesicles were present in areas 
outside the zone depicted above, although the other 
features of the condition remained unchanged. This 
led Hunt to revise his views on the anatomical 
distribution of the seventh nerve, and in a later 
article on the subject (Hunt 1915) he recapitulated 
most of his former findings and drew attention to 
three minor adjustments. These modifications 
referred to the occurrence of vesicles on the back of 
the ear and very occasionally on the anterior two- 
thirds of the tongue and the region of the soft palate 
adjacent to the tonsillar fossa. 


“ .. . In addition to the typical geniculate eruption 
_in this area (i.e. the ear), herpetic vesicles were also 
present in the cleft between the post-mesial surface 
of the ear and the adjacent mastoid ... Another point 
of interest is that in two of the cases (Closier 1911, 
Palmer 1911) in conjunction with typical herpes in 
the geniculate area in the ear, there was associated 
an unilateral eruption of vesicles within the oral 
cavity, on the palate just in front of the anterior 
pillar of the fauces, which confirms the existence 
of a visceral remnant of geniculate innervation within 
the buccal cavity, indicated in my previous com- 
munication.” | 


He then suggested that the postauricular eruption 
came within the province of the auricular branch 
of the vagus, and put forward the view that the 
palatal vesicles were accounted for by the lingual 


branch of the seventh nerve which innervates the . 


styloglossus and the palatoglossus muscles and 
afterwards terminates as small filaments to the 
mucous membrane of the anterior pillar of the fauces 
and the adjacent tongue. There is little doubt that 
both these views are correct. 

With reference to the presence of vesicles on the 
anterior two-thirds of the tongue, Hunt mentioned 
that he had seen one case of this nature, but that 
there were others on record (Eichhorst 1897, Seigheim 
1895, Remak 1885, Bernack 1888) and pointed to the 
chorda tympani as the obvious explanation; but 
that is a point which may require modification and 
certainly will bear further discussion. 


INVOLVEMENT OF AURICULOTEMPORAL AREA 


About the same time, however, attention was 
drawn to another new feature by the late Dan 
McKenzie (1915). This writer described a case in 
which the seventh, eighth, ninth, and tenth nerves 
on one side were involved. Apart from a multiple 
nerve involvement, this case was also remarkable 
in that the recurrent laryngeal nerve was affected, 
but the writer added that: ‘“ ... the point of fresh 
interest in connexion with the seventh nerve was the 
appearance in the scalp above the ear of three clusters 
of vesicles placed in a semi-circle about two inches 
above and behind the ear.” Another case of temporal 
vesication in connexion with herpes of the geniculate 
ganglion has also been published by Guthrie (1926). 

The area concerned lies within the province of 
the auriculotemporal nerve and it would be natural 
to suppose that the geniculate fibres reached their 
destination through the communication which exists 
in the parotid region between the upper division of 


the facial nerve and the auriculotemporal nerve. 
But this supposition, although feasible, is not com- 
pletely satisfactory, because the rarity of vesicles in 
this area would lead one to doubt the presence of 
geniculate sensory fibres in the communication, 
which is both large and constant. 


The anatomists commonly refer to the communica- 
tion as one which is passing from the auriculo- 
temporal nerve to the facial nerve and we would 
imagine that the rarity of vesicles in the temporal 
area would tend to confirm this point. It should also 
be remembered that the facial nerve communicates 
with the sensory supply of the posterior half of the 
scalp and the upper part of the neck and yet sporadic 
vesicles are very seldom seen in these areas. 

We are not referring to the associated syndrome 
of herpes occipitocervicalis, which is considered 
to be a separate item, but in which it is possible 
that the occipitocervical anastomosis of the seventh 
nerve may play a part. This anastomosis ordinarily 
exists in a direct fashion between the facial nerve 
and the great auricular nerve, and less directly 
between the posterior auricular and the lesser occipital 
nerves, and in the neck between the cervical branch 
of the seventh and the anterior cervical nerves. 


In the three cases of herpes occipitocollaris 
reviewed by Ramsay Hunt (1910) a facial palsy was 
present in each, but there were apparently no 
associated vesicles on the ear, palate, or tongue. 
If, therefore, the facial palsy in these cases was the 
outcome of a herpes of the geniculate ganglion, 
an anomaly was present which might well have 
depended upon an abnormal disposal of sensory 
fibres from the seventh nerve, in that they were 
diverted to the occipitocervical anastomosis from 
their normal destination. In this way the second and 
third cervical root zones would be amply covered 
and a satisfactory anatomical explanation afforded 
for many cases of herpes occipitocollaris. 

The fourth cervical root zone would not be explained 
on this basis, although in those cases with a fourth 
cervical root ganglionitis the multiple involvement 
of ganglia would be reduced from four to two; but 
perhaps it is better to say that in these cases the 
explanation is not entirely satisfactory. To return 
to our original point, however, concerning the appear- 
ance of vesicles in the auriculotemporal area, it is 
possible and not improbable that some of the sensory 
fibres which pass along the great superficial petrosal 
nerve to the otic ganglion continue in the communicat- 
ing branch of the latter to the auriculotemporal 
nerve (see diagram). 

Since then no fresh items have been added to the 
symptomatology. It may be of interest, therefore, 
to record two cases of herpes of the geniculate 
ganglion in which a vesicular eruption appeared in 
an area supplied by the great superficial petrosal 
nerve—namely, in the nose and on the hard and soft 
palates. Hunt (1910), in reviewing those cases with 
a lingual eruption, mentions that there was an 
eruption on the hard palate in two of them (Seigheim 
1895, Eichhorst 1897), but at that time the part 
played by the great superficial petrosal nerve in the 
production of a palatal rash had not been recognised, 
and no further attention has since been drawn to this 
association nor a case of that nature recorded. 


CASE-RECORDS 


CASE 1.—A woman aged 52 developed acute pain 
in the left ear, the cause of which was not apparent 
on physical examination. Two days later a number 
of vesicles appeared on the external surface of the 
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ear and were confluent by the next day. The whole 
ear became greatly swollen and by the sixth day 
had the appearance of a cellulitic infection. There 
was a large amount of purulent exudate which dried 
quickly giving the ear a very septic appearance. The 
external auditory meatus was closed and it was 
not possible to see the drum. The whole organ was 
very tender and pain was a prominent feature. On 
the eighth day a well-developed facial palsy appeared 
and the patient complained of sore-throat. There was 
a unilateral vesicular eruption on the hard and soft 
palates. The vesicles were small and discrete and 
were surrounded by a ring of hyperemia. There 
were seven vesicles on the hard palate and two on 
the soft palate, which was swollen to about twice its 
normal size. The whole area was hyperesthetic. 
There was a slight serosanguineous discharge from 
the left nostril and an inspection of the nasal chambers 
revealed two more vesicles situated anteriorly on 
the lateral aspect. It was possible that more were 
present posteriorly. There was also a mild conjunc- 
tivitis in the left eye. The tongue appeared normal 
to inspection but there was a definite blunting of 
gustatory sensibility as tested with salt and sugar. 
There was no coincident weakness of the soft palate, 
which moved well on phonation. The Wassermann 
reaction was negative. The case proceeded in the 
usual fashion and the palsy had recovered four months 
later. 


CASE 2.—A man of 48 was knocked down by a 
motor-car in December, 1930, and sustained a fracture 
of the base of the skull which caused a discharge of 
blood and cerebrospinal fiuid from the left ear. He 
was treated in a nursing-home for six weeks and 
returned to his home for two months, after which 
he resumed his work in the city. He had no complica- 
tions from the cranial injury and was annoyed at 
being kept in bed for nearly six weeks following the 
accident. A year later he appeared to be in good 
health and was working hard. In February, 1932, 
just over two years after the accident, he developed 
pain in the left ear and, thinking that it might be 
connected with his original injury, he consulted one 
of us (C. P. G. W.). The external auditory meatus was 
swollen and painful and the patient was admitted to 
a nursing-home. The following day some small 
vesicles became evident on the cedematous floor of 
the meatus. The vesicles broke down and discharged 
profusely fora week. About the same time vesicles were 
noticed on the hard and soft palates, limited to the 
left side. On examination of the nose three definite 
vesicles were seen just inside the left nostril. Nine days 
after the first appearance of the pain a definite 
facial paralysis was discovered. The Wassermann 
reaction was negative. The tongue appeared a little 
swollen, especially on the left side. The patient 
was kept in bed for a week. The discharge from the 
ear cleared up and the cedema disappeared so that 
it was possible to examine the drum, which was very 
inflamed, The facial paralysis gradually cleared up 
after three and a half months. When seen a year 
later the patient appeared to be in good health. 


GREAT SUPERFICIAL PETROSAL NERVE 


The great superficial petrosal nerve, on which the 
unusual characteristics of the rash depend, deserves 
more importance than has hitherto been accorded 
it. Originally thought to be motor in character, 
it is now known to be a mixed nerve containing two 
systems of fibres—namely, a sensory set originating 
in the cells of the geniculate ganglion and a para- 
sympathetic set comprising autonomic connector 
fibres which arise in the facial nucleus and relay in 
the sphenopalatine ganglion. Both portions of the 
nerve are distributed ultimately with the branches 
of the sphenopalatine ganglion, and it may be asked 
why such a large and constant branch of the geniculate 
ganglion should so seldom provide a vesicular eruption 
in a herpes zoster of that ganglion. 


As we have mentioned, there appear to be only 
two other records of a rash on the hard palate ; this 
rarity is curious and difficult to explain. It may be 
due partly to the distribution being concerned with 
areas which subjectively do not draw attention as 
do the swollen ear and the palsy and objectively 
are likely to be overlooked unless the observer makes 
a point of examining them. Or it is possible that the 
anatomical disposition of the nerve on or near the 
periphery of the ganglion may render it less likely 
to be involved in a disturbance of the ganglion, in 
which presumably the greatest force of the trouble 
occurs in the centre. Neither explanation is com- 
pletely satisfying, but the issue is not of great moment. 
Of more practical importance, however, is the destina- 
tion and function of two branches (or communica- 
tions) of the great superficial petrosal nerve which 
are given off before it finally merges in the vidian 
nerve. These two branches are respectively one 
to the tympanic plexus and the other to the otic 
ganglion. 

For some years it has been known that pain arising 
in affections of the posterior ethmoidal and sphenoidal 
air sinuses may be referred to the ear; and it may 
safely be assumed that this is accomplished through 
the great superficial petrosal nerve and its com- 
municating branch to the tympanic plexus (see 
diagram). Indeed, the whole of the sphenopalatine 
distribution.may be referred in this manner, and it 
therefore follows that pain arising in the soft palate 
may be referred to the tympanic plexus by this 
branch as well as by the tympanic branch of the glosso- 
pharyngeal nerve—a point not commonly appreciated. 
With reference to the communicating branch to the 
otic ganglion, it has already been suggested that this 
branch may constitute a pathway for those fibres 
which are responsible for the appearance of vesicles 
in the auriculotemporal area. A point of further 
importance is that it may also form a mode of con- 
veyance of taste fibres from the geniculate ganglion 
to the chorda tympani via the otic ganglion (see 
diagram). 


DISTRIBUTION OF TASTE FIBRES 


Ever since the effects of the operation of gasserian- 
ectomy were analysed, there has been speculation 
as to the connexion of the fifth nerve with the 
gustatory mechanism. Gowers (1902) described the 
effects of this operation in five cases (four by Horsley, 
one by Ballance), and stated that in all of them taste 
was lost over the anterior two-thirds of the tongue 
and in two over the whole organ. He therefore gave 
it as his decided opinion that the transmission of 
taste impulses, not only from the chorda territory 
but also from the glossopharyngeal territory, was via 
the trigeminal nerve. On the other hand, Cushing 
(1903), in a larger series of cases, reports that in his 
experience taste is never completely or permanently 
lost in the anterior two-thirds of the tongue, although 
it may be abolished or lessened temporarily 

Undoubtedly these latter results completely negative 
the possibility of the gustatory pathway passing 
through the fifth nerve, but Gowers’s statement 
shows equally clearly that this pathway passes 
in close proximity to the gasserian ganglion. 
Differences in surgical technique would account for 
the divergence of results if one assumed that the 
taste fibres travelled underneath the ganglion instead 
of through it. This assumption, however, leads to 
another, equally patent and important—namely, 
that the fact that Gowers’s cases all showed loss of 
taste can only reasonably be accounted for on the 
grounds of a high incidence of taste fibres in the 
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petrosal route. It would be straining the law of 
chance too widely to suppose otherwise. 

Woollard (1933), in reviewing his experiences on 
the results of the injection treatment for trigeminal 
neuralgia, states that he found taste affected in 
about half the cases after operation on the gasserian 
ganglion (Carmichael and Woollard 1933). As it is 
highly improbable that the petrosal nerves would be 
injured in every case of this nature, it is reasonable 
to suppose that the approximate incidence of taste 
fibres present in that route is still higher, so that 
50 per cent. would be on the conservative side. 

We are not familiar with the original experiments 
which resulted in the chorda tympani being identified 
as the pathway for taste; but, as the results were 
uniform, it is ; 


fairly certain that zo aan TEENE 


this experimental 
section, possibly 
for the sake of 
accuracy or sim- 
plicity, was 
carried out close 
to the lingual 
nerve. If the 
section of the 
chorda tympani 
had been carried 
out proximal to 
its junction with 
the communicat- 
ing branch from 
the otic ganglion, 
the results would 
certainly have 
been quite diğer- 
ent (see diagram). 

Thus it appears 
that a dual path- 
way exists for the 
conduction of 
taste impulses to 
the anterior two- 
thirds of the 
tongue and it is 
probable that the fibres avail themselves of the two 
routes at the same time, although they usually pre- 
ponderate in one or other so that this constitutes the 
major pathway. When section of one route fails to 
produce any loss of taste, it does not follow that no 
taste fibres were cut, but merely that they were present 
in the alternative pathway. Conversely, when ageusia 
is noticed after the section of a nerve, it does not 
necessarily follow that all taste fibres are absent from 
the alternate pathway for two reasons. In the first 
place, taste is a sense that requires for its perception 
both time and cultivation, and after section of the 
major pathway the remaining taste fibres can hardly 
be expected to take over straight away the trans- 
mission of gustatory impulses as skilfully as their 
predecessors; but, given time and perseverance, 
they will sometimes respond, as some of Cushing’s 
cases show. Secondly, taste fibres have a relatively 
high threshold to stimulation and consequently may 
fail to respond unless there is adequate representation 
in number. In other words, the extent and intensity 
of gustatory stimulation are reduced to a subliminal 
level through the meagreness of the receptive 
mechanism. Even normal people with a full comple- 
ment of taste fibres often find difficulty in appreciat- 
ing a variety of tastes; hence it is not surprising 
that when the taste mechanism is reduced suddenly 
by half or three-quarters nothing is tasted at all. 


A.T.N.: Auriculotemporal nerve. 

DESC. PAL. N.: Descending palatine 
nerves. 

G.D.P.N.: Great deep petrosal nerve. 

G.S.P.N.: Great superficial petrosal 
nerve. 

GASS. G.: Gasscrian ganglion. 

Jao. N.: Jacobsen’s nerve. 

LAC. GLAND: Lacrimal gland. 

LING. N.: Lingual nerve. 
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Gowers’s statement concerning the loss of taste in 
the posterior third of the tongue may be answered 
though not explained. It is impossible to account 
morphologically for the presence of glossopharyngeal 
fibres in the vicinity of the gasserian ganglion with 
the function that Gowers ascribed to them; and 
the complete absence of any records of similar 
ageusia is perhaps the best explanation of the failure 
of attempts to account for it. 

Vesicles on the tongue in herpes of the geniculate 
ganglion are regarded by some authorities as not 
uncommon. In a recent textbook, Brain and 
Strauss (1934) state that “‘ geniculate zoster is normally 
associated with typical zoster vesicles in the auricle 
and less often on the tongue.” Hill (1936) wrote that 
“vesicles are 
often seen on the 
anterior two- 
thirds of the 
tongue.’’ In 
Hunt’s own cases 
there were several 
instances of gus- 
tatory disturb- 
' ance, but only 
; one of lingual 
| ‘Vesication, and he 

had collected four 

others from the 
literature, as has 
already been 
mentioned. We 
have been able to 
find one other 

(McDonald and 

Taylor 1931). It 

is doubtful there- 


n LAC. GLAND A 


L.S.P.N.: Lesser superficial petrosal 
nerve. fore whether 
oT. G.: Otic ganglion. vesicles on the 


P.AUR. VII: Posterior auricular branch 
of facial nervo. 

S.D.P.N. : Small deep petrosal nerve. 

SPHEN. G.: Sphenopalatine ganglion. 

TYMP. PLEX.: Tympanic plexus. 

V.N.: Vidian nerve. 


tongue are really 
common—their 
incidence is prob- 
ably under 5 per 
cent.—although 
their appearance 
there is not so rare as on the palate. As Hunt pointed 
out, their occurrence depends on an abnormal 
presence of ordinary sensory nerve-fibres in the 
gustatory pathway. 


SUMMARY 


A résumé is given of the Ramsay Hunt syndrome 
and two cases described in which a vesicular rash 
was present on the hard and soft palates and in 
the nose, in addition to the usual auricular eruption 
and facial palsy. 

Attention is directed to the wide field which may 
be the seat of a vesicular eruption, which depends 
upon the frequent association of the seventh nerve 
sensory fibres with the sensory branches of neighbour- 
ing nerves. Certain cases of herpes occipitocollaris 
which are limited to the second and third cervical 
root zones may depend on the intimate anastomosis 
which is known to exist between the seventh nerve 
and the second and third cervical nerves, rather than 
on a ganglionitis of those roots. 

The importance of the great superficial petrosal 
nerve as a sensory vehicle is emphasised. In this 
respect it probably has four distinct properties : 
(a) By means of its tympanic branch, it is responsible 
for all pain referred to the tympanic plexus from 
areas situated within the sphenopalatine nerve- 
distribution with the exception of the soft palate, 
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‘which it serves jointly with the glossopharyngeal 


nerve. (b) It may provide, via the otic ganglion, a 
major pathway for the passage of gustatory fibres 
to the anterior two-thirds of the tongue, and it is 
suggested that this route is chosen in at least half 
the cases. Some of the autonomic secretory fibres 
to the chorda territory may also be conveyed in this 
manner, relaying in the otic ganglion. (c) It may 
be responsible for the passage of sensory fibres to 
the auriculotemporal area via the otic ganglion and 
its communicating branch to the auriculotemporal 
nerve. (d) Its distribution comprises the whole of 
the sphenopalatine territory, in which the whole area 
of the hard palate should be included. 

The rarity of vesicles on the anterior two-thirds 
of the tongue is commented upon. 
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THE SHIPWAY MACHINE AND 
CLOSED-CIRCUIT ANAESTHESIA 


By F. BARNETT MALLINSON, M.R.C.S., D.A. 


HON. ANAISTHETIST, NATIONAL DENTAL HOSPITAL, WOOLWICH WAR 
MEMORIAL HOSPITAL, AND PRINCESS BEATRICE HOSPITAL 


Ir is not my intention to embark upon a detailed 
description of the carbon-dioxide absorption tech- 
nique in general anesthesia or of the various apparatus 
designed for its use, but rather to bring to the notice 
of those interested in closed-circuit methods one 
particular machine which, in my hands at any rate, 
has proved during nearly two years’ use to be very 
efficient, extremely practical, and productive of very 
satisfactory results with various types of general 
anesthetics. 

At the same time it may be of interest rapidly to 
review the recent history and development of the 
carbon-dioxide absorption technique in this country 
and briefly to outline the rationale and advantages 
thereof. This is necessary for a proper appreciation 
of the machine under consideration. 


HISTORY 


Hewer used an early form of closed circuit 
in 1925 when working with ethylene. This was of 
the single-phase type, the gases passing to and fro 
en the patient and the re-breathing bag through 

a single wide-bore tube. The agent for absorbing 
the CO, was interposed and thus was encountered 
by the gases twice during each cycle of respiration. 
Evans (1932) described an improved circuit in which 
the gases, by means of non-return valves, circulated 
continuously through the apparatus and the patient 
by two tubes, one for inspiration and one for expira- 
. tion. Thus the difficulty of dead space was over- 
come. Both tubes, however, passed through the 
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absorbing agent, which was thus again ‘encountered 


twice per respiration. 

In 1933 Harris gave an account of a greatly 
improved machine which was the forerunner of the 
modern biphasic or continuous-circulation types, 
in which the gases passed through the absorbing 
agent only once on their way round. Further work 
on the subject in this country was done by Primrose 
(1934), Halton (1935), and Harris (1935). In 1935 
Sir Francis Shipway designed the machine which 
is later to be described and he took it to America 
with him in June of that year. In 1936 interest in 
carbon-dioxide absorption was further stimulated by 
Dr. Ralph Waters’s visit to this country from America, | 
when he demonstrated his own methods, the outcome 
of his work on the subject there. Since then several 
machines have been designed for the method and the 
necessary parts devised to convert existing types of 
machine, such as the Boyle and McKesson’s. A 
typical example of a machine designed specifically 
for the carbon-dioxide absorption technique is that of 
Nosworthy (1935) and Hewer (1937). As in most 
fields of endeavour, the machine designed primarily 
for the purpose in view has proved itself to be by far 
the better instrument. 


GENERAL CONSIDERATIONS 


The method consists essentially in administering 
to the patient definitely known and measured 
quantities of inhalation anesthetic drugs together 
with only enough oxygen to meet his metabolic 
needs. The anesthetic drugs are exhaled unchanged, 
less the oxygen administered, but with its place 
taken by the carbon dioxide produced by the body. 
The latter gas is removed chemically, fresh oxygen 
in the necessary amounts is added, and the 
“refreshed ” anzsthetic gases are returned to the 
patient. The cycle is repeated indefinitely. By this 
technique anesthesia is induced and maintained 
with the minimal quantity of drugs and with known 
amounts of them, and the patient re-breathes his 
own warmed and humid vapours throughout the 
anesthesia. The loss of fluid and heat normally 
taking place in the “continuous-flow” or ‘“ inter- 
mittent-flow ” methods and the waste of anzsthetic 
drugs are therefore reduced to a minimum, which is 
limited by the sum of diffusion through the patient’s 
skin and the rubber of the re-breathing bag plus any 
leaks in the machine and the joint between it and the 
patient. 

In practice the anesthesia is started as a “ con- 
tinuous-flow ’? administration and the circuit closed 
completely after a minute or two (by shutting the 
expiratory valve) when as much as possible of the 
inert gases—e.g., nitrogen—present in the patient’s 
tissues and in the machine have been expelled by his 
expirations. The state of affairs then is that the 
patient’s tissues are saturated with the maximal 
concentration of anesthetic gas compatible with just 
sufficient oxygen to maintain a healthy colour and 
function. The supply of gas is shut off at the same 
time as the circuit is closed and the oxygen regulated 
according to needs, usually about. 200—500 c.cm. 
per minute. Ether or other volatiles can be added 
as required either by allowing them to be carried over 
with the oxygen supply or by allowing the circulating 
gases to pass through or over the liquid drugs in 
suitable vaporisers or by drip-feeds placed in series 
in the circuit. Ethylene or cyclopropane may be 
used instead of nitrous oxide, provided the machine 
is fitted with the necessary flow-meters designed to 
measure the flow of these gases. In fact, owing to 
the high cost of cyclopropane the carbon-dioxide 
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absorption technique is the only practical way of 
using it. i 

Two main methods of applying these principles 
may be described : the monophasic and the biphasic. 
In the former the absorbing agent is interposed 
between the face-piece and the re-breathing bag 
(Hewer 1925) of an ordinary gas-oxygen-ether 
machine, and to-and-fro respiration takes place. 
In the latter, by means of valves, a true circuit is 
formed, the gases passing continuously round and 
through the various parts of the system and the 
patient in one direction only. In the most efficient 
machines ether is added by means of a vapor- 
iser or a drip-feed in the main circuit. The 
biphasic method, though entailing slightly more 
cumbersome and complicated apparatus, has definite 
advantages, for it overcomes the problem of “ dead 
space,” and the internal resistance set up by the 
absorbing apparatus is only encountered once per 
respiration. This is quite enough to absorb the 
CO, efficiently. 

The principal agents that have been tried for the 
purpose of absorbing the carbon dioxide are soda- 
lime and caustic soda. Although caustic soda is a 
more efficient absorber and has twice as long a life, 
the formation of “ carbonate mud ”’ which it causes 
in the machine is a nuisance. Further, the handling 
of a strong caustic solution in a portable apparatus 
presents so much difficulty that the method must be 
regarded as almost impracticable. 
in granular form is now chiefly used. 

The advantages of closed-circuit technique may be 
summarised briefly as follows :— 

(1) Conservation of the patient’s body-heat and 
body-fluids in so far as they are exhaled by the 


Bead ea ory system. 
(2) Conservation of muscular energy owing to the 
quiet respiration which results from the absorption 
of the CO.. 

(3) The absence of ‘exhaust gases ” permeating 
the theatre and making life unpleasant for the staff. 

(4) Minimisation of the risk of explosion. 

(5) Ability to build up high concentrations of 
anesthetic substances with small quantities thereof. 

(6) Complete control (by cutting the absorber in 
and out as required) of the CO, content of the patient. 

(7) Very considerable reduction of post-anzsthetic 
vomiting. 

(8) Administration of minimal amounts of the 
more toxic agents, such as ether. 

(9) Extreme flexibility in all directions. 

(10) Extraordinary economy in the use of both 
gases and volatiles. 


THE SHIPWAY MACHINE 


The Shipway apparatus is of the biphasic type, 
uses soda-lime as its absorbing agent, and has been 
built primarily for closed-circuit anesthesia. It 
was designed by Sir Francis Shipway and originally 
constructed for him by A. Charles King Ltd. in 
1935. It was used extensively by him in private 
practice as well as at Guy’s Hospital and St. Peter’s 
Hospital. It was at the latter hospital that I was 
first privileged to see it in action. 


The machine is intended for use either with nitrous 
oxide or cyclopropane and to this end is fitted with 
three dry flow-meters calibrated for these two gases 
and for oxygen. Any other anzsthetic gas may be 
equally well used, because the machine is so con- 
structed that any of the flow-meters can be changed 
in a couple of minutes with ease. These flow- 
meters are grouped centrally on the body of the 
apparatus (see figure, A, A,, As) and controlled 
by small finger-wheels capable of very fine adjust- 
ment. The gases pass from the flow-meters to 
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a common passage which enters the main circuit 
just before it reaches the ether vaporiser (O). The 
latter is of glass and is of the wick type. The 
flow of gases through or by-passing it is controlled 
by a valve formed of a hollow cone revolving in a 
cone-shaped socket (H), and operated by a lever. 
Apertures in the cone and socket are arranged so as 
to ensure that any desired percentage of the gases 
may be deflected through the vaporiser. In the 
machine as it was originally constructed the gases 


passed direct from there to the delivery end of the 


arenes a 


Shipway machine. Ai, Ag, Aş, flow-meters; B, soda-lime 
canister ; 0, ether vaporiser ; C,, bubble-through bottle 
for ether; D, manometer; E, drip-feed; EV, expiratory 
valve of Magill type; rF, by-pass tap for oxygen; 
G, re-breathing bag; H,, valve controlling supply to 
ether vaporiser; H,, valve controlling supply to soda- 
lime canister; K, K,, Siebe Gorman valves; L, tap 
controlling supply of oxygen to bubble through 
ether bottle; m, stop-cock to cut off whole unit from 
main circuit. 


apparatus through a special wide-diameter Siebe 
o n non-return valve (K,) and wide-bore rubber 
ose. 

The figure shows the machine as modified by me 
and in use now, with a drip-feed (E) of Goldman 
type (Goldman 1937) for vinyl ether interposed in the 
main circuit between the ether vaporiser and the 
outlet, and a bubble-through bottle for ether (C,) 
coming into the circuit at the outlet end of the 
machine. The latter works from a supply of oxygen 
bubbled through it from a by-pass from the main 
supply and is controlled by a tap (L). The whole 
unit can be cut off from the main circuit and, if 
desired, removed in toto by using a stop-cock (M) 
at its point of entry. The object of this additional 
ether bottle is to provide a high concentration of 
ether if it is desired to use the method of pharyngeal 
insufflation. The re-breathing bag and absorber 
have to be cut out of the circuit at the same time. 
It was found in practice that the wick vaporiser could 
not be relied on to produce a sufficiently high con- 
centration for this purpose, though for closed-circuit 
technique its capabilities are ample and the superior 
delicacy of control which it provides is much 
appreciated. 

At the delivery end of the apparatus there is an 
expiratory valve of Magill type (EV), and provision 
is made for the fitting of a McKesson face-piece or 
endotracheal connexion. Further, the whole machine 
can be cut off from the patient and the outside air 
by a special valve incorporated in the body of the 
expiratory valve and operated by giving the whole 
valve assembly about a quarter of a turn. The 
object of this is to eee the constitution of the 
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anzsthetic atmosphere in the machine to be preserved 
while the latter is temporarily disconnected from the 
patient for the purpose of intubation or other 
manipulation. A return length of hose passes the 
gases back to the soda-lime canister (B) through 
another Siebe Gorman valve (K). Entry for 
the gases to the canister is controlled by another 
cone-and-socket valve (H,) identical with that 
operating the ether vaporiser. The canister com- 
municates with the body of the machine close to the 
flow-meters on the side opposite to the ether vaporiser. 
The re-breathing bag (G) is attached at right angles 
to the main circuit just before it enters the soda-lime 
canister. The circuit is thus completed by the arrival 
of the gases from the soda-lime canister, minus their 
carbon-dioxide content, back in the body of the 
apparatus just above the flow-meters. Here they 
pick up fresh oxygen, and the whole cycle is repeated. 
A manometer (D) is fitted in the body of the machine 
above and behind the flow-meters. A rubber tube 
from the source of supply of oxygen leads direct 
into the main circuit on the outlet side of the apparatus, 
by-passing the oxygen flow-meter and the body of 
the machine and controlled by a tap (F). This 
allows a full flow and provides for emergency oxygen 
under pressure. 


THE MACHINE IN USE 


The machine can be used in many and diverse 
ways: 
for gas-oxygen-ether, with the soda-lime canister 
out of circuit and the expiratory valve open; (2) for 
pharyngeal insufflation after an ordinary induction, 
with the expiratory valve closed, the re-breathing 
bag and soda-lime canister out of circuit, and the 
bubble-through ether-bottle in action; (3) for 
carbon-dioxide absorption technique. 


For this purpose the induction is carried out as a 
continuous-flow anesthesia, if nitrous oxide is the 
gaseous agent to be used. As soon as all the nitrogen 
possible has been eliminated, the flow of gas is oppet 
the expiratory valve closed, ‘and the oxygen regulate 
as required. Ether is added as may be da 
by passing some or all of the gases through the wick 
vaporiser. This vaporiser is capable of very fine 
adjustment, and truly minimal quantities of ether 
ean be added. For example, a light but consistent 
depth of anesthesia, sufficient for extra-abdominal 
work, has been maintained for 14 hours with as little 
as 1 oz. of ether. 

The soda-lime canister can be cut in and out of the 
circuit very simply by its valve and complete control 
of the carbon-dioxide content achieved. Small 
additions of gas may be needed from time to time 
to compensate for diffusion through the patient’s skin 
and the rubber of the machine and for loss through 
any leaks. The better the joint between patient and 
machine the less gas (and ether) will need to be added. 
Positive pressure is readily produced by adding 
excess of gas or oxygen and is easily controlled by 
watching the manometer. This useful adjunct 
also gives a very good idea of the volume, rhythm, 
and type of the respiration (and thus of the depth of 
aneesthesia) by the swing of the needle. Approaching 
exhaustion of the soda-lime is indicated by a rising 
pressure and an exaggerated hyperpnosic swinging. 
Positive pressure does not appear appreciably to 
affect the depth of nitrous-oxide anesthesia ; ; but if 
ether is used considerable increase in depth is rapidly 
produced by it. 


(4) For open or closed-circuit gas-oxygen-vinyl- 
ether sequence; alternatively vinyl ether may be 
added to any administration. 

(5) For cyclopropane anesthesia, when induction 
is initiated with the circuit closed by one of the many 
minor variations in the induction technique of the 
gas, or again cyclopropane may be added to a gas- 
oxygen anesthetic. 
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(1) As a simple continuous-flow apparatus 
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(6) By attaching a nasal inhaler to the delivery end 
of the apparatus instead of a face-piece or endotracheal 
connexion, very successful dental anesthetics may 
be given, for ample pressure is available, the nitrous 
oxide flow-meter being calibrated to 20 litres per minute 
and allowing a flow considerably in excess of this if 
really needed. In this type of work it is very helpful 
to have the vinyl-ether drip-feed also in action. A 
few cubic centimetres of vinyl ether sometimes makes 
all the difference to the success of a dental anesthetic 
administered to a robust patient, averting an imminent 
bloodstained battle with a plum-coloured patient and 
producing in its stead a tranquil performance on a 
well-oxygenated subject. The recovery and after- 
condition of the patient are not affected in the least 
by the small amount of vinyl ether needed. 

It can thus be seen that this machine is wellnigh 
universal in its application. 


ADVANTAGES 


In addition to its great adaptability the following 
advantages are claimed for the modified Shipway 
machine :— 

(1) It is small and compact, measuring (without 
drip-feed attached) about 12 x 12 x 5in. ° 

(2) It is easily mounted: (a) on its own plinth 
for use on a table or trolley, by a short vertical rod 
based on the plinth and passing through a ring and 
socket attached centrally on the body of the machine 
(see figure); or (b) on the rod of a cylinder stand or 
anesthetic trolley in a similar manner. 

(3) Being made to a great extent of aluminium 
alloys it is very light. 

(4) Its lightness and compactness make it very 
easily portable. 

(5) It can be taken completely to pieces easily and 
quickly and can be cleaned simply and with dispatch— 
an important point in a closed-circuit apparatus. 

(6) It is economical, using only 3-4 gallons of 
nitrous oxide per case and about 1-2 oz. of ether per 
hour on an average when used for general anesthesias. 
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POSTOPERATIVE THROMBOSIS AND 
EMBOLISM 

REPORT OF A TRIAL OF EPHEDRINE AND ATROPINE AS 
A PROPHYLACTIC 


By Ros PILCHER, M.S. Lond., F.R.C.S., M.R.C.P. 


PROFESSOR OF SURGERY IN THE UNIVERSITY OF LONDON, AND 
DIRECTOR OF THB SURGICAL UNIT, UNIVERSITY 
COLLEGE HOSPITAL 


INJECTIONS of ephedrine and atropine have been 
recommended by various authors (1938) as a prophy- 
lactic against thrombosis and embolism. Bankoff 
(1934), using Ephetonin and atropine, claimed that 
not one patient treated by this method had developed 
complications. A trial of this remedy was under- 
taken at University College Hospital by Mr. Gwynne 
Williams, using ephedrine and atropine injected on 
the 5th, 7th, and 9th days after operation, as suggested 
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by Bankoff. This report is an analysis of this trial 
over a period of two years. 


SELECTION 


The treated series consists only of those patients 
operated on by Mr. Gwynne Williams or admitted 
under his care for the treatment of injuries. Patients 
admitted to his beds but operated on by deputies 
are excluded. Patients not treated by operation— 
for example, those admitted for investigation or 
observation—are also excluded. Every case there- 
fore was one of trauma either operative or accidental. 
As a control series J have taken the cases for the 
preceding five years selected in the same way. 

Cases of thrombosis and embolism are divided into 
four groups: (1) thrombosis only; (2) thrombosis 
and non-fatal pulmonary embolism; (3) non-fatal 
pulmonary embolism without recognised thrombosis ; 
and (4) fatal pulmonary embolism with or without 
recognised thrombosis. All fatal cases were verified 
by post-mortem examination. The only cases of 
thrombosis diagnosed were those in which the veins 
of the lower limbs were affected. No thromboses of 
the pelvic and hypogastric veins, as described by 
Ducuing (1929), have been diagnosed. 


PROPHYLACTIC TREATMENT 


The prophylactic treatment consisted of the hypo- 
dermic injection of atropine sulphate gr. 1/100 and 
ephedrine hydrochloride gr. } on the 5th, 7th, and 9th 
days after operation. These injections were given to 
all adults in the treated series but not to children. The 
youngest age at which thrombosis was observed in this 
series is 27. Children have been included in the report so 
that the age-distribution of cases in the control and 
treated series might be compared. The treatment 
-has been in the hands of house-surgeons and ward 
sisters and with changes in these appointments it 
has occasionally been forgotten. Usually, but not 
always, the injections were recorded on the tempera- 
ture chart. In two of the ten cases of thrombosis and 
embolism there is no record of the injections having 
been given, and they may have been omitted. 
In the other eight the injections are recorded. In 
the group of injuries not treated by open operations 
the injections do not appear to have been regularly 
given, but in the treated series there are only 16 
cases in this group. 


RESULTS 


The gross incidence of thrombosis and embolism — 


in the two series is shown in table I. The difference 
in the percentage incidence is not significant, being 
less than twice the standard error of the difference. 
These figures show that the injection of ephedrine 
and atropine on the 5th, 7th, and 9th days does not 
prevent postoperative thrombosis and embolism. 
The extent to which the control and treated series are 
comparable is shown in tables II, III, IV, and V. In 
the treated series there is an increase in the pro- 
portion of females and of patients over 60, It is 
to be expected that, other things being equal, these 
factors would be associated with an increase in 
thrombosis and embolism. In the “limbs” group 
in table V the contribution of fractures of the neck 
of the femur treated by operation calls for special 
comment. In the control series 5 out of 10 developed 
thrombosis and embolism, in the treated series 
only 1 out of 13. It had been realised that this 
operation had a high incidence of thrombosis and 
embolism, and other steps were taken to prevent these 
complications, chiefly in the direction of minimising 
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TABLE I—GROSS INCIDENCE OF THROMBOSIS AND 
EMBOLISM IN CONTROL AND TREATED SERIES 


Thrombosis and 


embolism 
= — a Ss Oo om Q 
wm 8a Os | PAS 
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a jê fa | 6 
Control | 1265| 15 6 4 8 33 | 2°61 — —- 
Treated | 406 7 — 1 2 10 | 2-46 0°15 | 0:089 
immobilisation. It is doubtful therefore whether 


any credit is due to ephedrine and atropine for the 
diminished incidence in this group. If this group is 
excluded in the calculation of the gross incidence, 
the treated series shows a higher incidence than does 
the control. The exclusion of this group, moreover, 


TABLE JI—sEX RATIOS OF WHOLE SERIES AND OF 
THROMBOSIS AND EMBOLISM 


Cases of 
Series Sex Cases in thrombosis 
series and embolism 

Males 641 16 
Control .. 

Females 624 17 

rateg if Males 194 3 
reated .. 

{ Females 212 7 


Pi 


reduces the difference in age-distribution and sex- 
incidence in the two series; hence the remainders 
are more strictly comparable. In view of the 
differences in age-distribution and sex-incidence of 
the two series and the doubt about injections in two 
of the cases in the treated series it is not possible 
to conclude from these figures that ephedrine and 


-atropine have no influence on thrombosisand embolism, 


TABLE II[—AGE-DISTRIBUTION OF CONTROL AND 
TREATED SERIES 
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but there is no evidence from this trial that they have 
any beneficial effect. 

Any scheme of prophylaxis against thrombosis 
and embolism that is not started until the 5th day 


TABLE IV—AGE-DISTRIBUTION OF CASES OF 
THROMBOSIS AND EMBOLISM . 


Controls Treated 
i Thrombosis Thrombosis 
Age Caseg | 20d embolism | Oases andjem bolism 
in in 
series N on: Fatal series N on; tatai 
~on | a o | o | 27 | o | o 
15-29 303 1 0 79 0 0 
30~44 267 5 1 82 0 0 
45-59 339 8 3 108 4 0 
60-74 211 10 3 91 3 1 
75-89 26 1 1 15 1 1 
Not 8 0 0 4 0 0 
recorded 
Total |1265 | 25 | 8 | 40 | 8 |2 


after trauma is inadequate. In a series of 440 cases 
of fatal pulmonary embolism following injuries and 
operations which I have collected, 78 occurred within 
the first five days after trauma (Pilcher 1937), There 
can be little doubt that in some the causal 
thrombosis formed before operation, and it would 


TABLE V—INCIDENCE OF THROMBOSIS AND EMBOLISM 
IN SIX GROUPS OF CASES 


Total 
Operation Non- as per- 
group centagel fatal | Fatal) Total ae 
ofgroup 
Abdo- 4 Controls | 16 3 | 19 4-19 
minal \ Treated 5 — 5 3'11 
Genito- Controls 2 1 3 3:23 
urinary Treated 1 — 1 526 
es Controls 2 1 3 2°13 
Trunk 4 Treated 1/— | 1 | 303 
Headand fControls — — — 0:00 
neck Treated — 1 1 1°45 
; Controls 5 2 7 2-42 
Limbs { Treated — | 1 |1 | 0-93 
Controls — 1 1 1:04 
[ Injuries 4 Treated 1 | en) eg | 6-25 


| seem to be a mistake to limit prophylactic measures 
to the postoperative period. 


SUMMARY 


A series of 406 cases of accidental trauma and 
' operation were treated with hypodermic injections 
of ephedrine and atropine as a prophylactic against 
thrombosis and pulmonary embolism, the injections 
being given on the 5th, 7th, and 9th days after accident 
or operation. The incidence of thrombosis and 
embolism was approximately the same as in a control 
series of 1265 cases, 
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PNEUMOCOCCAL MENINGITIS TREATED 
WITH M. & B. 693 


By Doucrias McALPINE, M.D. Glasg., F.R.C.P. 


PHYSIOIAN, DEPARTMENT OF NERVOUS DISEASES, MIDDLESEX 
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G. CREWDSON THOMAS, M.D. Edin., M.R.C.P.E. 


CONSULTANT PHYSICIAN TO THE MARGARET STREET HOSPITAL 
FOR DISEASES OF THE CHEST, LONDON 


SINCE very few reports of pneumococcal meningitis 
treated with M. & B. 693 have been published, the 
following case is recorded in the hope that it will 
encourage others to try this drug in the treatment 
of this as well as the other pyogenic forms of 
meningitis. 

CASE-RECORD 

A male, aged 24, felt unwell and had a “ cold in 
the head ” on Feb. 21, 1939. He continued at work 
until the 24th, when he stayed at home. He felt 
better on the following two days, and on the 26th 
he dined out and later danced. On the 27th he 
awoke with a headache and did not feel well enough 
to go to work; he could not eat. In the evening, 
not feeling so well, he took his temperature and 
found that it has risen to 103:0° F. He collapsed 
at 7 P.M. and remembers little of what passed during 
the next twelve hours. He was seen by one of us 
(G. C. T.) at 8 P.M. His temperature was 103-0° F. 
He had vomited and complained of generalised pains 
and headache. There were no physical signs. 

On the 28th his temperature was 100-0° F. and his 
pulse-rate 78. He had vomited once but otherwise 
had had a fair night. He complained of severe 
headache and was confused in his speech. He was 
removed to a nursing-home where, later, an enema 
was given with a good result. 

On March 1 his temperature was 99:8° F. and his ' 
pulse-rate 70. He was less stuporose but had stiffness 
of the neck, rigidity of the abdomen, and a positive 
Kernig’s sign. A diagnosis of meningitis was made. 

When he was seen in consultation the same evening 
his temperature was 102-0° F. and his pulse-rate 92. 
He was conscious and complained of severe head- 
ache (frontal and occipital) and of double vision. 
He could not move his head, trunk, or legs without 
exciting pain. The head was slightly retracted, 
there was rigidity of the posterior neck muscles, and 
Kernig’s sign was positive. The pupils were slightly 
dilated and reacted normally. There was almost 
complete paralysis of the right external rectus muscle. 
The fundi and remaining cranial nerves were normal, 
and nothing else abnormal was found on examina- 
tion of the central nervous system, except a depression 
of the arm reflexes. The skin was moist and showed 
no eruption. There was no cough, and the lungs 
were clear. There was no discharge from the ears 
or nose. Meningitis, due to one of the pyogenic 
organisms, seemed highly probable. M. & B. 693 
l g. was given at 9 P.M., and a further 0:5 g. was 
ordered for the morning. 

At 9.30 a.m. on the 2nd his temperature was 101:0° F. 
and his pulse-rate 76. He had slept some hours as a 
result of an injection of heroin gr. $. No further 
vomiting had occurred. The signs of meningitis 
had not altered. Lumbar puncture showed a slightly 
turbid fluid under moderate pressure containing 
2800 polymorphs, 160 lymphocytes, 0-04 per cent. 
protein, pneumococci on film and culture, and a 
trace of M. & B. 693. A further 4 g. of the dru 
was ordered to be given by 10 P.M. 

9.15 AM. on the 3rd his temperature was 
98-6° F. and his pulse-rate 70. He had slept better 
and had sweated profusely. His headache was less. 
He had taken plenty of nourishment on the previous 
day. Neck rigidity and Kernig’s sign were less 
evident, and he could move his head better. The 
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cerebrospinal fluid was clearer and contained 200 
polymorphs, 50 lymphocytes, 0:04 per cent. protein, 
no pneumococci on film or culture, and 3 mg. of 
M. & B. 693 per 100 c.cm. The patient had had 
6-5 g. of the drug at this stage. A further 4 g. was 
ordered for that day and 5 g. for the following one, 
but instructions were given that he should not be 
disturbed at night, if he was sleeping. 

On the 4th his temperature was 99:0° F. and his 
pulse-rate 72. Headache was now slight, and a 
further improvement in his condition was noted. 

On the 6th his morning temperature had not risen 
above 99-0° F. for the past forty-eight hours; at 
night there was a rise to 99:2° F. The headache 
had disappeared except for a muzzy feeling, which 
we attributed to the effects of the drug. The paresis 
of the right external rectus had entirely cleared up, 
and no signs of meningitis remained except a mild 
Kernig’s sign on the right side. His appetite had 
returned, and for the previous twenty-four hours he 
had been taking a normal diet. The cerebrospinal 
fluid contained 95 polymorphs, 55 lymphocytes, 
0-085 per cent. protein, and 2:5 mg. of M. & B. 693 
per 100 c.cm. He had now received 19 g. of this 
drug, and the daily dose had now been dropped to 


On the 8th his morning temperature was normal ; 
on the two previous evenings it had risen to 99-0° F. 
Sweating was now much less. Apart from the muzzy 
feeling in his head he felt quite well. He had now 
received 25:5 g. of M. & B. 693 in all, and it was 
decided to stop the drug. 

On the 10th his temperature had remained normal 
for the past twenty-four hours. The muzzy feeling 
in the head had disappeared. <A pustular eruption 
on the upper chest and back and on the neck had 
appeared on the previous day. The cerebrospinal 
fluid was now clear and contained 4 polymorphs, 
6 lymphocytes, 0-03 per cent. protein, and no trace 
of M. & B. 693. No abnormal signs were detected 
on examination of the nervous system. 

Convalescence has been uneventful. 


COMMENT 


As in mariy pneumococcal cases, the onset of the 
meningitis was abrupt. Treatment with M. & B. 693 
was begun on the third day. At the end of thirty-six 
hours the temperature had fallen to normal in the 
morning and remained so, apart from a slight evening 
rise, for the next three days. The signs of meningitis 
rapidly cleared up and finally disappeared on the 
fifth day of treatment after 19 g. of the drug had been 
given. The changes in the cerebrospinal fluid are 
shown in the accompanying table, which includes 
the total amount of M. & B. 693 given before each 
lumbar puncture. The total amount of M. & B. 693 


CHANGES IN THE CEREBROSPINAL FLUID IN PNEUMOCOCCAL 
MENINGITIS TREATED WITH M. & B. 693 


payor dose ot Poly- |Lympho- Eo Pneumo- Bo 
nent Š ne .' morphs) cytes cent. cocci a o 
Ist : 15g. | 2800 | 160 0-045 | Present Trace 
2nd ! 65g 200 50 0-04 Absent | 3'0 mg. 
sth | 190g. | 95 © 55 | 0035 | Absent | 2-5 mg. 
7th | 255g. | Drug stopped 
9th | — | 4 ' 6 0-03 


| Absent | No trace 
} | 


civen was 25:5 g. spread over seven days. The 
highest concentration of the drug in the cerebro- 
spinal fluid was 3 mg. per 100 c.cm. 

We can trace only three published cases in this 
country of pneumococcal meningitis treated with 
M. & B. 693. 
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In Cunningham’s (1938) case, that of a woman, 
aged 47, who developed meningitis secondary to a 
frontal sinusitis and was in coma when treatment 
was begun, 11 g. of the drug was given in the first 
twenty-four hours. The concentration of the drug 
in the cerebrospinal fluid reached the high figure of 
8:5 mg. per 100 c.cm. The total amount given was 
50 g. in seven and a half days. No toxic symptoms 
were observed. 

Reid and Dyke (1938) reported the case of a child, 
aged 7, to whom 22-5 g. of the drug was given during 
ten days. 

Robertson’s (1938) case was that of a boy, aged 
14, who was given the large amount of 27 g. in the 
first seventy-two hours. Neither the total dosage 
nor the subsequent duration of treatment is given, but 
the patient developed hematuria, which the author 
attributed to the toxic effect of the drug. 

In a series of six cases of meningococcal meningitis 
treated with M. & B. 693, Hobson and MacQuaide 
(1938) used doses varying from 25 g. in six days to 
90 g. in two months, the latter dose being in a child 
aged eightmonths. The daily maximal dose in no case 
exceeded 6 g. These authors suggest that there may 
be a considerable individual variation in the capacity 
to absorb the drug, and that possibly this variation 
is influenced by gastro-intestinal factors. In their 
cases the concentration of the drug in the cerebro- 
spinal fluid varied considerably, even though a fairly 
uniform daily dose of 5-6 g. was given in all cases. 
In two cases a concentration of not more than 3 mg. 
per 100 c.cm. provided an effective bacteriostasis. 


From the experience gained in our case and from 
deductions made from the above-mentioned reports, 
we believe that in an adult of average weight and 
height large doses of the drug are unnecessary, and 
that further experience may show that the optimal 
daily dose is 5-6 g. for the first forty-eight hours, 
the drug being given four-hourly. It should not be 
necessary to give the drug at night if the patient 
is sleeping. This dosage should give a concentration 
in the cerebrospinal fluid of 3-8 mg. per 100 c.cm. ; 
effective bacteriostasis seems possible with the 
lower figure. Treatment should be continued for 
three or four days after the temperature drops, the 
dose being gradually decreased. A total amount 
of 20-30 g. should suffice in the average case. ; 

Before the introduction of M. & B. 693 the mortality 
from pneumococcal meningitis was about 100 per 
cent. The introduction of this drug has entirely 
altered the outlook in this type of meningitis, just 
as sulphanilamide has done in meningococcal and 
streptococcal infections (Banks 1938). Further 
experience will probably show that, as in meningo- 
coccal meningitis, the effect of the drug is greatest 
during the early stages of the disease, and that 
failures will be met with when the diagnosis has not 
been made early enough or the administration of the 
drug has been delayed. In the cases so far treated 
successfully with this drug the shortest period between 
the onset of the illness and the first dose of M. & B. 693. 
was forty-eight hours, and the longest period seventy- 
two hours. It is therefore essential that, to keep. 
the mortality low, practitioners should recognise 
the earliest signs of meningitis. In a suspected case 
treatment should not be delayed until the results 
of the examination of the cerebrospinal fluid are 
available. M. & B. 693 has been shown to be etiective 
against the meningococcus,_ streptococcus, and 
pneumococcus (Whitby 1938), and these are the 
causal organisms in over 90 per cent. of cases of 
pyogenic meningitis. Hobson and MacQuaide (1938) 
have had good clinical results with M. & B. 693 
in meningococcal meningitis. The empirical use of 
M. & B. 693 in all forms of acute meningitis is there- 
fore justifiable, but a bacteriological examination 
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of the spinal fluid at the earliest opportunity is 
important for rational treatment and for prognosis, 

One of the advantages foreshadowed by chemo- 
therapy of the pyogenic forms of meningitis is the 
avoidance of daily lumbar puncture and drainage 
of cerebrospinal fluid (Banks 1938). In the present 
case it was performed on only four occasions, and no 
attempt was made to draw off large amounts of fluid. 
It seems desirable to avoid drainage, because the 
presence of the drug in the fluid enables it to exert 
a bacteriostatic effect on the organisms in the 
meninges, choroid plexuses, and cerebrospinal fluid. 
In children it is possible that repeated lumbar puncture 
and drainage of cerebrospinal fluid may be factors 
in promoting adhesions round the lower brain- 
stem and subsequent chronic hydrocephalus. Lumbar 
puncture should therefore be performed only initially 
to establish the diagnosis and subsequently at intervals 
of two or three days to ascertain the effect of the 
drug on the organism and cell count and, when 
possible, the estimation of the amount of M. & B. 693 
excreted into the cerebrospinal fluid. 

We wish to thank Dr. L. E. H. Whitby for kindly 
performing the pathological investigations and for 
advice concerning dosage. 
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STAPHYLOCOCCAL SEPTICAMIA 
TREATED WITH M. & B. 693 
REPORT OF A CASE 
By Henry J. Wape, M.D., B.Sc. Manc., M.R.C.P. 


CHIEF ASSISTANT TO A MEDICAL UNIT, ROYAL INFIRMARY, 
MANCHESTER 


IN view of the lack of positive evidence as to the 
efficacy of M. & B. 693 in staphylococcal infections, 
_ the following case seems worthy of record. 


A man of 34, a cotton operative, was admitted to 
the Manchester Royal Infirmary under Dr. T. H. 
Oliver on Jan. 12, 1939. In November, 1938, he 
had an attack of pleurisy with cough, from which 
he made a good recovery. In December he developed 
a boil on his right buttock, which was fomented 
and incised by his doctor, the wound healing within 
a week, but he began to complain of weakness and 
general malaise, loss of appetite and frequent attacks 
of sweating about this time. These attacks became 
worse and were accompanied by progressive pallor, 
insomnia and loss of weight, and he was admitted 
to the infirmary as an urgent case. There was 
nothing of note in his previous medical history. 

On admission he was pale and toxic, with a dry, 
coated tongue. His pulse was 136 and regular, his 
temperature 102° F., and respira- 
tion 24. His urine was acid and 
contained albumin. The abdomen 
moved well on respiration, and 
there was some general fullness with 
generalised voluntary resistance to 
palpation but no actual tenderness 
or rigidity. The spleen was enlarged 
to two finger-breadths below the 
left costal margin. The liver and 
kidneys were not palpable, and 
there was no tenderness or resist- 
ance in either renal angle. Rectal 
examination revealed no abnor- 
mality. There was a firm, well- 
healed, recent scar on the right 
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buttock, which was neither tender nor inflamed. 
The heart was not enlarged, and there were no 
murmurs. His blood-pressure was 140/90. Chest 
movement was equal and good, but there was 
diminished air-entry at the right base, with generalised 
medium-pitched rhonchi and rales. Examination 
of the central nervous system was negative. 

A diagnosis of septicemia was made, and the follow- 
ing investigations performed. Blood-count: red 
cells, 4,670,000 ; Hb., 82 per cent.; colour-index, 
0-87 ; white cells, 12,200 (polymorphs 83:5 per cent.). 
Agglutination reactions: no agglutination in dilution 
of 1 in 20 with B. typhosus (H and O); B. para- 
typhosus A and B (H); B. aertrycke (O); Br. abortus ; 
Flexner’s bacillus V, W, X, Y and Z; or Sonne’s 
bacillus. Feces culture yielded a growth of the 
normal fecal fiora. Sputum: cultures yielded a 
growth of mixed organisms with predominance of 
Streptococcus viridans; no tubercle bacilli seen ; 
sputum was non-purulent in type. Urine: centri- 
fuged deposit contained some epithelial cells and 
pus cells; films showed a few gram-positive cocci ; 
cultures yielded a slight growth of Staphylococcus 
albus (coagulase negative). Blood-culture: growth 
of Staph. pyogenes (approximately 20 per c.cm.), 
coagulase positive, occurred after two days’ incubation. 

Progress.—The diagnosis was thus established, and 
1 g. Uleron (Bayer) t.d.s. was given by mouth on 
Jan. 19 and for four days, without any response. 
The patient’s general condition deteriorated, and his 
temperature rose on one occasion to 104° F. Blood- 
culture was repeated and returned positive on Jan. 22. 
The albuminuria greatly increased, and owing to his 
very poor condition a blood-transfusion of 500 c.cm. 
was given on Jan. 26 with some slight improvement. 
Three days afterwards his temperature began to rise 
again; fever was intermittent, with profuse sweating 
and a maximum of 104° F. (see chart), M. & B. 693, 
1 g. four times a day, was begun on Jan. 27. His 
temperature rapidly fell and remained normal for 
seven days. The drug was tolerated very well apart 
from a little vomiting during the first three days. 
M. & B. 693 was continued until Feb. 3, during which 
time repeated blood-culture was negative. His 
general condition improved considerably but gradually 
became worse during the seventy-two hours after 
the drug was stopped, witha rise of temperature to 
103° F. on Feb. 7. M. & B. 693 was recommenced on 
Feb. 7, using a dosage of 1 g. t.d.s., and was finally 
discontinued on Feb. 18. The last blood-culture, 
taken on Feb. 22, was returned negative after seven 
days’ incubation, and he has madea complete recovery. 
The last blood-count, done on Feb. 10, showed: 
red cells, 4,260,000 ; Hb.,75 per cent. ; colour-index, 
0:87; white cells, 8400 (polymorphs 67:5 per cent., 
lymphocytes 28-5 per cent.). He is receiving full 
doses of ferrous sulphate by mouth to bring the 
hemoglobin up to normal. The spleen is no longer 
palpable, and at no time was there evidence of any 
gross septic focus, such as a perinephric abscess, 
He looks and feels perfectly well. 

I am indebted to Dr. Oliver for permission to 
publish this case, and to Dr. R. W. Fairbrother and 
the staff of the clinical laboratory of the Manchester 
Royal Infirmary for their coöperation. 
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Chart showing fall of temperature during administration of M, & B. 693. 
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CLINICAL AND LABORATORY NOTES 


A SIMPLE METHOD OF APPLYING 
EXTENSION TO THE ELBOW 


By T. A. BUTCHER, M.D. Camb. 


In cases of fracture of the humerus with injury to 
the skin of the lower part of the arm and elbow 
difficulty may be experienced in applying extension 
because of the impossibility of fixing adhesive 
strapping to the skin, or the inadvisability of using a 
transfixing pin or wire 
when there is local 
sepsis. The following 
method overcomes this 
difficulty effectively. 

The arm is put up in 
the usual way on a 
Böhler abduction splint 
made of metal or 
plaster-of-paris. An 
ordinary spat, intended 
for the foot of the same 
side as the fracture, is 
then put on the elbow 
in exactly the same 
way as it would be on 

the ankle (see dia- 
gram). If the spat will not quite encircle the limb, 
as is likely to happen when thick dressings are 
required, it can be done up effectually by thread- 
ing a bootlace or string through the button-holes and 
round the buttons. Extension is applied to the 
strap which ordinarily passes under the shoe. In 
some cases this strap may need lengthening. When 
the wound is being dressed extension may be main- 
tained by an assistant holding the forearm. 


This method may appear rather rough and ready, 
but I have found it entirely satisfactory in practice. 


= EXTENSION 


ACUTE TRANS-DIAPHRAGMATIC 
PROLAPSE OF VISCERA 
By J. A. MAXWELL CAMERON, M.D. Man., 
F.R.C.S.E. 


LATE SENIOR HOUSE-SURGEON, CUMBERLAND INFIRMARY, 
CARLISLE 


THE following notes epitomise the clinical features 
of acute strangulated diaphragmatic hernia. 


CASE-RECORD 


A multipara, aged 68, was admitted to the 
Cumberland Infirmary on Dec. 29, 1935. She was 
a moderately plump woman of fairly good colour 
and sat up in bed, breathing with some distress, 
with a respiration-rate of 36—50, a pulse-rate of 120, 
and a temperature of 99° F. 

Fifty hours before admission she was straining at 
stool, when suddenly she developed severe cramps 
about the navel and breathlessness. Retching ensued 
rapidly and had been continuous ; the pains radiated 
up the sternum from the abdomen. Attempts at 
vomiting produced rhythmic pains below the left 
costal margin. Flatus and stools had not been passed. 
and any fluid taken by mouth was returned unchanged 
within a minute or two. Thirst was distressing. Pain 
in the tip of the left shoulder had been present for 
about twenty-four hours. There was a short recurrent 
cough, not troublesome. Morphine had been given 


in bed. 


by the patient’s doctor for the past two nights and 
allowed some respite from distress. Ten hours before 
admission an enema was given but produced no 
fecal or gaseous result. 

Forty-five years previously, at the age of 23, the 
patient had been crushed by a marble slab, which 
fell across the upper abdomen. Since then she 
had complained of “windy indigestion.” There 
had been 
no ill- : 
nesses and |. 
no opera- 
tions. 

Bedside 
examina- 
tion indi- 
cated that 
stomach 
and prob- 
ably part 
of the 
large 
bowel 
were in- 
side the 
left hemi- 
thorax. 
Breathing 
wasnotice- 
ably rapid 
but short 
of actual 
dyspnæœa, 
which al- 
lowed the 
patient to 
be fair- 
ly pink 
though it 
forced her 
to sit up 


The clean Fic. 1—Lateral radiogram of diaphragmatic 


moist hernia. 
tongue S 
suggested that vomiting Outline of Stomach 


had not’ been copious. 
The apex-beat was dis- 
placed medially, being 
seen and felt just below 
the xiphisternum. There 
was hyper-resonance ' 
on percussing the left 
chest, together with 
absent vocal resonance 
and absent breath- 
sounds ; these are the 
signs of pneumothorax. 
Only the pulmonary 
apices conducted 
breath-sounds; the 
lung bases were level 
on percussion. The 
abdomen was not dis- 
tended but was tender 
above the navel. 

Radiography. —The 
patient was radio- 
graphed after swallowing a few mouthfuls of dilute 
barium emulsion. Figs. l and 2 illustrate the findings. 
The trachea, mediastinum, and heart were displaced to 
the right by the enormously inflated stomach, which 
occupied the lower three-quarters of the left pleural 
cavity. The right dome of the diaphragm moved well on 
respiration. The œsophagus was kinked and partially 
occluded at its lower end. The left costophrenic angle 
was clear; a large gas bubble below the normal level 
of the left dome of the diaphragm indicated large 
bowel, possibly obstructed there. 


Koy to Fig. 1. 
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Operation took one hour. The cesophagus was 
washed clear of residual barium; then intratracheal 
ether was delivered by a positive-pressure apparatus. 
With the patient in the right lateral position, the 
eighth rib was subperiosteally resected from angle 
to costal cartilage ; when the pleura was opened a 
small quantity of clear fluid escaped and the bulging 
stomach presented. The hand could not be introduced 
into the chest because of the tension, so a small 
trocar and cannula was inserted into the stomach and 
its contents evacuated. Over a pint of fluid escaped 


Fig. 2—Anteroposterior radiogram of diaphragmatic 
hernia. 


in jets synchronous 
with the heart-beats. 
This made it possible 
to examine the inside 
of the chest and to 
palpate a hole in the 


Oesophagus 


Lit NS 
Outline of 


diaphragm, whose 
ME Stomach edges were well 
` organised, white, 


and smooth. The 
aperture was 
situated halfway 
between the mid- 
axillary and nipple 
lines, with its outer 
edge about 1 in. 
from the chest wall. 
Since it was not 
tightly filled with 
herniating stomach, 
three fingers could 
be passed down into 
the abdomen. 
Besides the stomach 
a large loop of collapsed transverse colon and some 
omentum could be seen above the diaphragm. 

On replacing the contents in the abdomen, two 
omental adhesions presented, one to the edge of the 
diaphragmatic hole and one, a thin ‘slip of fatty 
omentum, to the pericardial aspect of the pleura. 
They were both well organised and bled from both 
ends when torn across. 

The gap in the diaphragm was closed without 
tension, with two rows of catgut sutures. The chest 
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wall was closed in layers after an unsuccessful attempt 
to expand the lung. 

The patient withstood operation well and was 
more comfortable next day, and there was no vomiting. 
Her improvement, however, did not continue; she 
became worse on the second and died on the third 
day after operation. 

Post-mortem examination showed that the left lung 
had re-expanded and filled up three-quarters of the 
left chest. There was no pleurisy. The hole in the 
diaphragm was closed, and adhesions had begun to 
form. No peritonitis was evident. The pancreas 
showed acute hzemorrhagic necrosis. There was no 
evidence of calculi in the biliary tract. The cause of 
the pancreatitis must have been the trauma of the 
operation. 


The history of the old injury cannot be neglected ; 
despite the long latent period it was undoubtedly 
the predisposing factor. The omental adhesions 
bear witness to the temporary patching of a tear in 
the diaphragm. However, a sudden rise in intra- 
abdominal pressure forty-five years later produced 
a diaphragmatic hernia. 


SUMMARY 


(1) A case is described in which the left dome of 
the diaphragm was ruptured and then repaired 
spontaneously. (2) After a latent period of forty-five 
years the old wound gave way, producing an acute 
diaphragmatic hernia. (3) Death from acute hæmor- 
rhagic pancreatitis took place on the third day after 
operation. 


I am indebted to Mr. A. J. Caird for permission 
and guidance in preparing this report; to Dr. J. S. 
Faulds for the post-mortem report; and to Dr. R. 
Connell for the radiographic findings. 
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March 30, 1839, p. 50. 
From a leading article, 


Speculative researches,°and isolated facts are prosecuted 
most successfully by individuals. The discoverer sees 
a truth that others cannot see; and as it is impossible 
for a Government to decide whether the imagined new 
principle is a vague, baseless vision, before it is brought 
within the range of demonstration, no good ever results 
from the bestowal of public money on projectors, inventors, 
or presumed discoverers. When successful they should 
be rewarded, but no government has a right to grant them 
public money, either to undertake, carry out, or complete 
inventions, as 99 in 100 new projects prove to be moon- 
shine, and the real discoverer is too confident, too ardent, 
and too much enamoured of Truth, not to follow her, in 
the midst of difficulties and obstacles, to the end of the 
world. NEWTON would never have applied to the 
minister for a sum of money to enable him to demonstrate 
the universality of the law of gravitation; and if he 
had applied, probably he would not have been successful, 
because the minister might have doubted of the existence 
of the law of gravitation, or of its importance, or of 
NEWTON’s powers of realising the ideas with which he 
was impressed, which may not have been remarkably 
intelligible in their crude state to the mind of a Prime 
Minister. 

There are, however, several departments of inquiry, of 
decided and acknowledged utility, which private individuals 
have it rarely in their power to pursue. This is the case 
in natural history, where specimens have to be collected 
at great expense, in different parts of the globe. 
ARISTOTLE would not have succeeded so admirably in his 
zoology, if he had not received assistance from 
ALEXANDER. . . . Statistics, again, can only be 
cultivated to a limited extent by individuals; a fortune 
would scarcely enable a statist to obtain a census of the 
population, nor would the country submit to the experi- 
ment, or consent to make the returns, although all are 
equally interested in knowing whether the resources and 
population are decaying or increasing. 
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MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTION OF EPIDEMIOLOGY 


AT a meeting of this section held on March 24 
the chair was taken by Dr. J. D. ROLLESTON, vice- 
president, and Dr. E. R. CULLINAN read a paper on the 


Epidemiology of Jaundice 


The two forms of infective jaundice seen in this 
country, he said, were Weil’s disease and common 
infective jaundice. The former had been defined by 
Weil in 1886 and was still relatively uncommon. Less 
than 200 cases had been reported in Great Britain. 
Human cases could almost always be traced to rats 
and the organism entered through cuts and sodden 
skin, and perhaps conjunctive and the upper 
respiratory tract. Early diagnosis was essential as 
the antiserum was most valuable in the first stage. 
There were mild infections without jaundice, with 
fever and malaise, and the condition should be 
suspected if the occupation brought the patient into 
contact with rats. 

Common infective, or catarrhal, jaundice was wide- 
spread; apparently sporadic cases were seen, Its 
cause was unknown. In the last twelve years there 
had been 1707 reported outbreaks, widely scattered 
over the country. The disease was not confined to 
rural areas, but was more easily seen and traced in 
villages. Infectivity was low and incubation long. 
Children of 6-10 years were peculiarly susceptible. 
About one-fifth of the cases in most epidemics were 
in adults, but they seemed to have more immunity 
than children though their symptoms were more 
severe. If there was any doubt, Weil’s disease 
should be excluded. There was often a prodromal 
period of lassitude and malaise and a sharp febrile 
onset—usually described as “a chill ’—without rigor. 
Early headache, loss of appetite, abdominal pain 
and nausea were common, and vomiting often severe 
and intractable. Jaundice appeared in anything up 
to twelve days after the onset, first in the conjunctive 
and then in the face and neck. Its appearance usually 
heralded the beginning of convalescence. In severe 
cases it might last three weeks or longer. In adults 
the liver might be three finger-breadths below the 
costal margin. The gall-bladder had been said to be 
palpable in some cases. The urine might be dark 
with bile pigments one or two days before the onset 
of jaundice. If 0-1 mg. of histamine was injected 
and a piece of glass pressed firmly over the resulting 
weal, one van den Bergh unit (or more) of bilirubin 
in the blood would be revealed by a yellow colour in 
the centre of the weal. The eye could not detect 
less than four units, There might be acetonuria and 
urticaria. There was relative or absolute increase in 
lymphocytes or monocytes, or both, but no leuco- 
cytosis. The stools were usually clay-coloured at 
some time, but often contained bile during the 
period of jaundice. Sore-throat was rare and inci- 
dental. Convalescence lasted from one to three 
weeks, The disease was usually mild, especially among 
children. Occasionally it recurred. Complications 
were very rare: parotitis and odphoritis had been 
recorded. 

The disease spread from person to person, and not 
by water, milk, or food. The family and dormitory 
spread suggested droplet infection. The infectivity 
was only high when contact was close. The period 
of incubation was difficult to assess, but approxi- 
mated to 21-35 days. Some believed there were two 


forms of the disease, with different incubation periods. 
People were infectious before they were jaundiced 
but the period of infectiousness was short. Children 
could go to school after two weeks and adults might 
be admitted to general wards when jaundice had 
appeared, Atypical missed cases, carrier-spread, and 
low infectivity accounted for apparent sporadic 
and endemic cases. The pathological process was 
probably necrosis of liver cells, but fatal cases were 
very rare. Some maintained that two different 
clinical pictures were often seen .in epidemics: a 
primary hepatic necrosis type and an obstruction 
type. There did not seem enough evidence to justify 
this subdivision. Epidemic jaundice in Sweden 
seemed to have taken the form of acute necrosis of 
the liver. Subacute necrosis unassociated with any 
drug or toxin was by no means unknown in this 
country. The bile epithelium was seldom destroyed 
and there was no evidence of obstruction or inflamma- 
tion of the bile-ducts. The similarity between these 
cases and common infective jaundice suggested a 
common cause, Jaundice cases observed in a diabetic 
chnic resembled common infective jaundice, except 
that the jaundice persisted for 31-90 days. Syphilis 
and arsenical preparations rendered the liver more 
susceptible to damage. Many of the cases in syphi- 
litics occurred in epidemics irrespective of the dose 
and method of administering the drug. Common 
infective jaundice had also followed the injection of 
normal human serum; possibly a hepatotoxic agent 
was introduced and predisposed to, but did not cause, 
a subsequent attack of the disease, 

The CHAIRMAN said he was particularly interested in 
the spirochstal jaundice found increasingly in sewer- 
workers, fish-curers, and miners, which might assume 
many different forms. Holland had suffered much 
from the disease, infection having taken place in 
swimming-baths, The question arose whether active 
prophylaxis should not be instituted on a large scale. 
Fatal jaundice following injection of convalescent 
serum had caused public-health authorities much 
anxiety. 

Dr. J. L. NEwMAN spoke of the recent West Sussex 
epidemic which had spread widely in quite uncon- 
nected places since an endemic focus had been dis- 
covered in Arundel in July, 1937. Some 360 cases 
had been traced. There had been peaks in 
November and January.. One epidemic had been 
confined to a row of council houses a little way 
outside a village; another had been almost con- 
fined to school-children. The school spread had 
been over-stressed. Thirty-nine schools had been 
involved in Sussex and twenty of them had had 
3 cases or less, In only four had there been more 
than 20 cases. The child population was more sus- 
ceptible than the adult population. Often direct 
contact had not -been established. The . clinical 
features had varied enormously. In three schools 
absences for bilious attacks had been abnormally 
frequent before the epidemic of jaundice. 

Major H. C. Brown reported absolute failure to 
find any leptospiral infection in the Northampton- 
shire and Oxford outbreaks. In the former, conjunc- 
tivitis had been extremely common. He had never 
felt satisfied with the subdivision into two types. 
The jaundice following use of measles serum showed 
none of the pathological features of Weil's disease in 
the case he had examined ; moreover, this child had 
shown 60 per cent. of mononuclears. Villages in 
Northampton infected one vear seemed to escape in 
the following year. Florid cases showed all the 


760 THE LANCET] 


ROYAL SOCIETY OF MEDICINE : DISEASE IN CHILDREN 


[APRIL 1, 1939 


symptoms of Weil’s disease and were clinically indis- 
tinguishable, except by the intense muscular pain of 
Weil’s disease, 

Dr. J. ALISON GLOVER described three school 
epidemics. The first one had shown a mass outbreak 
which could only be due to droplet infection. The 
explosive picture presented was that of a short 
incubation period. There was also a type of long- 
period infective jaundice. The chart of the Post 
Office outbreak looked like a low-grade droplet 
infection with quite a short incubation period. Ton- 
sillitis or sore-throat occurred in nearly all cases in 
‘some epidemics and were almost completely absent 
in others. Jaundice was a complication of scarlet 
fever; in four cases in one epidemic the hands had 
peeled. One American outbreak had been associated 
with salmonella gastro-enteritis and seemed to have 
been due to water. In one case there had been a 
serious intestinal hemorrhage. 

Dr. J. M. ALSTON, speaking of prophylaxis of 
Weil’s disease, said that inoculation did not seem 
` very successful, There were severe reactions, and it 
did not seem to produce many antibodies. The 
incidence of Weil’s disease in London sewer-workers 
was 1 per cent. per annum ; so it did not seem worth 
inoculating them. The fish-curing type could probably 
be prevented by keeping the houses cleaner and so 
free from rats. 

Dr. W. N. PICKLES expressed his complete accord 
with Dr. Cullinan. Cases of hepatic necrosis appeared 
in mild epidemics and seemed to have a common 
setiology and incubation period. Close contact—e.g., 
sharing a bed—seemed to be necessary in the 
majority of cases. He asked if permanent damage 
were done to the liver. 

Dr. G. M. FINDLAY thought the infective agent 
was a virus. At one time, working on yellow fever, 
95 cases of jaundice had been traced in 3100 persons 
inoculated by tissue-culture methods. The hepatitis 
had been completely cut out by changing the strain 
of yellow-fever virus, although another 3000 persons 
had been inoculated. The infective agent had shown 
all the characteristics of a filtrable virus. When a 
virus was inoculated by an unusual route, the 
incubation period was often prolonged. Jaundice after 
measles inoculation was very like that after yellow- 
fever inoculation and the disease could be passed on to 
non-inoculated children. No laboratory animal had 
hitherto been found susceptible, but there was now a 
hope that rhesus monkeys would take it, by inocula- 
tion directly into the stomach. 

Dr. J. W. HEALY spoke of epidemic jaundice 
among L.C.C. school-children. From November, 
1937, to February, 1939, 193 cases had been notified 
but some of the data were secondhand and retrospec- 
tive. Many mild cases must have been missed. The 
most obvious grouping was by schools, the largest 
group being 24 cases in a Millwall school. The 
commonest early symptoms had been drowsiness, 
headache, and vomiting. In 90 per cent. of cases 
jaundice appeared between one and eight days after 
the onset of symptoms. The period of absence from 
school varied from one week to three months. 


Dr. CULLINAN, in reply, said he had been unable 
to obtain any striking reports of recurrences, but the 
second attack seemed to be worse than the first. 
On the whole, very few cases of tonsillitis had been 
described. He very much doubted whether in the 
ordinary case any permanent damage was done to the 
liver, but if subacute necrosis were a related con- 
dition, and if it recurred, the liver might get 
damaged, 


SECTION OF DISEASE IN CHILDREN 


AT a meeting of this section held on March 24, 
with Dr, E. A. COCKAYNE, the president, in the chair, 
Prof. ROBERT DEBRE of Paris gave an address on 


Familial Hepatitis and Chronic Jaundice 


Prof. Debré said that the customary search for inflam- 
mations and intoxications, such as syphilis, tubercu- 
losis, or alcohol, covld not account for cases in the 
first month of life, and when successive members of a 
family were attacked, the suggestion arose of a 
hereditary origin. He described a family of six 
children, of whom three had died of hepatic cirrhosis, 

a fourth though affected still surviving. The first 
and the fifth child were normal. The second, a boy, 
died at 8 months of cirrhosis. The third, a girl, was 
first seen at the age of 4 when she had hard enlarge- 

ment of liver and spleen, clubbed fingers, slight deaf- 
ness, and chronic jaundice with bile retention. When 
she was 9 her growth was so retarded that she 
looked only 6. At this time she had hæmorrhage 
from the gums and died of pneumonia. The fourth 
child, a girl, when first seen aged 1 year, had been 
jaundiced for two weeks at 2 months, and from 
the age of 6 months passed pale stools and dark 
urine. Theliver was hard and smooth and extended to 
the iliac spine. She died of hemorrhage at 10. The 
sixth, a boy, had spontaneous epistaxis, dark urine 
and pruritus when he was 3, and since then a large 
liver and spleen. Jaundice persisted in varying 
intensity for 5 years. There was no ascites. These 
were undoubted cases of biliary cirrhosis of familial 
type. Some thirty families were on record, many in 
the French, most in the British literature. In more 
than half there were 2 cases in a family, in some 
3 or 4. In one family 2 mongols were affected. 
In three families 2 generations were involved. In 
each case in a family the history of onset of symptoms 
was strikingly similar. The disease was rare in 
France and Germany, less so in Britain and the 
United States, known in Spain and Italy, and 
commonest in India and Mexico. Cases could be 
grouped into three divisions: (1) those of the type 
of Laennec’s cirrhosis, with a large abdomen, large 
liver, and evidence of portal obstruction ; (2) those 
with large liver and spleen, and hemorrhage, but with- 
out ascites or icterus, reminiscent of Banti’s disease ; 
(3) the commonest type, those with biliary cirrhosis, 
pronounced jaundice, increased bile pigments and 
salts in blood and urine, colourless stools as a rule, 
large, firm and smooth liver and spleen, and at a 
late stage ascites and hemorrhage. Retardation of 
growth in weight and height were constant, and 
sexual development delayed, while mental progress 
was slow. The course of the disease could be slow or 
rapid, the onset early in life or late. It was possible 
that some cases of hepatic cirrhosis in adults were of 
hereditary origin. Pathological studies, which were 
rare, showed that the normal structure of the liver 
was completely destroyed, the lobules being separated 
by masses of fibrous tissue, the bile-ducts remaining 
normal; the staining power of the nuclei of the 
hepatic cells was lost. Certain other liver diseases 
had to be differentiated from this condition. The 
dyslipoidic conditions of Niemann-Pick, Gaucher, 
and Tay-Sachs had their own special features. In 
Gaucher’s disease the spleen was relatively more 
enlarged than the liver, hæmorrhages were common, 
there were bone and lymph-node changes, and the 
colour was due to pigmentation of the type of hæmo- 
chromatosis. In familial hemolytic jaundice the 
clinical course and the large spleen with relatively 
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small liver made distinction easy. Another familial 
group with large abdomen, largeliver, and dwarfism, but 
without splenomegaly, ascites, icterus or hsemorrhage 
was that described by von Gierke. Here glycogen 
and lipoid metabolism was markedly disturbed ; the 
disease belonged to the polycoric cirrhoses, a term 
coined by Prof. Debré to describe pathological 
accumulation of substances in the liver. Hepatic 
cirrhosis with bone and corneal changes had been 
reported. One curious type, subacute hepatic necrosis, 
was said to follow epidemic catarrhal jaundice, a 
possibility Prof. Debré was reluctant to accept. 
Other hereditary and familial diseases were asso- 
ciated with hepatic cirrhosis. Congenital deformity of 
the extrahepatic ‘biliary system was found in some 
cases of neonatal obstructive cirrhosis. Vitamin-lack, 
excessive carbohydrate or spices, congenital syphilis, 
and some congenital factor had been invoked to 
explain the cases of familial hepatic cirrhosis in 
Indians and Mexicans. In the hepatolenticular 
degeneration of Wilson, liver, brain and cornea were 
involved. Osler and others had suggested that this 
degeneration might well be closely associated with 
familial hepatitis. One form of Laennec’s cirrhosis 
was associated with telangiectasis and hemangio- 
matosis. In conclusion Prof. Debré noted analogies 
between familial hepatitis and renal dwarfism, where 
æ progressive fibrosis was found, sometimes with 
abnormalities of the excretory channels. Was it not 
possible that in all these cases a defect of the trophic 
centres produced a progressive fibrosis leading inevit- 
ably. to death? The cause would be in the genes, and 
the study of these conditions should be enlarged to 
include close attention to their genetic aspects. 


The PRESIDENT suggested that the disease was 
inherited as a recessive, in the same way as Wilson’s 
disease. If this were so, consanguinity of parents 
should be demonstrable.—Dr. F. PARKES WEBER 
mentioned his personal debt to France for help in 
understanding his own cases.—Dr. B. SCHLESINGER 
asked for an explanation of the dwarfism and the 
clubbing.—Dr. J. LEvy reported positive formol-gel 
tests with serum from cirrhosis cases.—Dr. W. W. 
PAYNE had the same experience, but the test was not 
so strongly positive as in kala-azar.—Dr. R. C. 
JEWESBURY expressed interest in the fact that two 
mongols had been affected. 


A EEE 


MEDICAL SOCIETY OF LONDON 


AT a meeting of this society on March 27 the 
chair was taken by Dr. C. E. Lakin, the president, 
and a discussion on the 


Ocular Manifestations of General Disease 


was opened by Prof. EDWIN BRAMWELL, Speaking 
particularly of the significance of certain derange- 
ments of the ocular musculature, he said that the eye 
was the paramount organ‘ of silent expression, and 
the motor phenomena which constituted expression 
could give important information about the state of 
health and mind, the temperament, and the attitude 
towards the self and the environment. Sleeping with 
the eyes half-open in a seriously ill patient had grave 
significance. Tremor or flicker of the eyelids indicated 
an anxious temperament or temporary anxiety. 
Flicker, which was pronounced in “traumatic neuras- 
thenia,” could not be effectively simulated. It might 
be accompanied by other signs of emotional disturb- 
ance and might be similarly produced. It did not 
occur in exophthalmic or toxic goitre. Excessive 
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blinking might be due to emotional causes. Diminu- 
tion in the rate of blinking was a striking feature of 
some cases of parkinsonism and might be a valuable 
sign in the early stages. It was also frequent in 
exophthalmic goitre, even in the absence of exoph- 
thalmos. A tic was often the sequel of blepharospasm. 
It might develop from a mannerism, but was 
essentially a manifestation of something defective in 
the mentality—irresolution or want of perseverance. 
Temporary blurring of vision, apparently due to a 
paresis of accommodation, was fairly common in 
acute lethargic or epidemic encephalitis. Transient 
diplopia was more often due to an encephalitis than 
to any other cause, but defective convergence was 
perhaps the most frequent ocular manifestation. 
Loss of upward movement of the eyes was not 
uncommon, but when it was the only sign the diag- 
nosis lay between encephalitis and a midbrain 
tumour. Oscillation of the eyeballs when the eyes 
came to rest after lateral deviation was sometimes 
observed in chronic encephalitis and in tuberculous 
meningitis. Oculogyral crises were pathognomonic of 
chronic encephalitis; the movements resembled 
those of tic, especially in being exaggerated by 
emotion. 

Syphilis was an especially frequent cause of peri- 
pheral ocular palsy, but its incidence in this con- 
nexion had been exaggerated. Localised extrinsic 
pressure, in association perhaps with some general 
factor, was the determining ‘cause in the great 
majority of unilateral cerebral or spinal nerve palsies. 
Predisposition to pressure depending on particular 
anatomical relationships chiefly explained the fre- 


, quency of some peripheral nerve palsies and the 


rarity of others. An isolated third-nerve paralysis 
was due in probably the great majority of cases to 
the leakage of an aneurysm at about the point where 
the carotid artery joined the circle of Willis. A 
leaking aneurysm at this site caused a characteristic 
syndrome: sudden severe headache localised to the 
back of the orbit or the corresponding side of the 
forehead in a previously healthy person ; vomiting, 
vertigo, and sometimes drowsiness; rigidity of the 
neck and perhaps Kernig’s sign; the presence of 
blood in the cerebrospinal fluid; and a third-nerve 
paralysis or paresis. The diagnosis might be con- 
firmed by arterial radiography. Ocular palsies were 
common in myasthenia gravis and were characterised 
by variability in their distribution and degree and 
the ease with which the muscles became exhausted. 

The Argyll Robertson pupil had been associated 
by its discoverer with myosis, but only because the 
four patients in whom he first observed it had all 
been referred to him as sufferers from myosis. Tonic 
pupil differed from Argyll Robertson pupil in being 
found especially in young people and in females. It 
was often unilateral and usually dilated. It was 
immobile to light and contracted on accommodation 
and convergence very slowly and often extremely, 
the subsequent dilatation being correspondingly 
sluggish. It was not a manifestation of syphilis. 
Some or all of the reflexes might be lost and tabes 
might be erroneously diagnosed. It was a benign 
disorder, for it was not disabling and had no other 
symptoms, Miner’s nystagmus was not a physical 
disease nor disabling in itself, but was a sign of 
anxiety neurosis due to the danger of mining. Much 
unnecessary disability and expenditure of compensa- 
tion was due to the failure to recognise this simple 
fact. 

Mr. R. Foster Moore said that for detecting 
proptosis he relied on direct observation, standing 
behind the patient and tilting his head back until the 
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eyeballs were visible under the brows. He could 
easily and accurately detect which eye was the more 
prominent. Undue prominence or recession might 
be simulated by retraction of an upper lid or by the 
_ sinking of the normal eye into the head, leaving the 
affected eye apparently normal. The exact negative 
of the condition was seen in sympathetic paralysis, 
in which the lid was dropped and the patient com- 
plained that the eye was sinking into the head or 
that the normal eye was getting large. There was 
no sinking-in of the eye in enophthalmos, but the 
appearance was produced by the dropping of the 
upper lid. The proptosis of Graves’s disease was not 
due to stimulation of sympathetic nerves but con- 
sisted in the spontaneous development of retraction 
of an upper lid. Such retraction was never caused by 
anything else except injury. It might allow the eye 
to be injured through undue exposure to trauma or 
infection. The exophthalmos never entirely dis- 
appeared after cure. He believed the cause to be an 
increase of orbital fat, combined with cdema of the 
tissues. The. proptosis did not develop suddenly 
but might be noticed suddenly. He had relieved the 
condition by incising the conjunctiva and removing 
portions of the fat, suturing the lids until healing was 
complete. | 

The presence of even one small hemorrhage in the 
retina was evidence of disease. Hsemorrhages differed 
largely according to the disease which caused them. 
They produced few and slight subjective symptoms 
unless they involved the macula. They might, 
however, be associated with other changes, such as 
renal retinitis, which caused serious impairment of 


vision. The affected area of the retina did not change , 


colour like a healing bruise of the skin, but faded 
away without trace. Even a large hemorrhage which 
persisted for many months was not associated with 
pigmentary change. The immediate cause of the 
extravasation might be purely physical—e.g., the 
pressure undergone by an infant at birth, and that of 
papillcedema or central vein thrombosis.. The fundus 
of a dying patient showed whiteness of the disc, 
great reduction in the size of the arteries, breaking-up 
of the blood column in the veins into small blocks 
which swung to and fro, and cessation of movement. 
About ten minutes after death the cornea became 
opaque. Hemorrhage might also be due to changes 
in the blood or the endothelium. Probably no patient 
died of leuksemia or pernicious ansemia without retinal 
hemorrhage. 

. The pressure in the retinal vessels in arterio- 
sclerosis might be lower than normal, even though 
the systolic pressure was high; the hemorrhages 
were therefore perhaps due to a fault in the endo- 
thelium. The distinctive flame-shaped hemorrhage 
was due to blood escaping into the nerve-fibre layer 
and showing up its striated texture. In diabetes the 
hemorrhages took place in the deeper layers and 
showed up ‘their retiform structure. Diamond- 
shaped haemorrhages with pale centres strongly 
suggested a blood disease. They looked like an 
endothelial cell with its nucleus. They might repre- 
sent an escape first of all of blood elements and later, 
when the leak between the endothelial cells closed, of 
plasma and platelets only, until the hole was stopped. 
The condition of the retinal vessels in vascular disease 
was a clear and accessible indication of the condition 
of cerebral vessels of the same size. The most con- 
spicuous evidence was to be found where the arteries 
crossed over the veins: they would turn and run 
beside the vein for a short distance on each side. 
This was the surest sign of arteriosclerosis. The 
calibre of the artery might be reduced at various 
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points. This reduction was often accompanied by 
subjective visual symptoms clearly referable to the 
precarious supply of blood. The arteries also took on 
a ‘‘copper-wire ” appearance, but this was only an 
exaggeration of the normal brightly polished appear- 
ance. Hsmorrhages were mostly of the flame type 
and showed an advanced stage of the disease. 

Dr. ANTHONY FEILING, dealing with the optic 
nerve, said that the term papilledema should be 
reserved for cases showing œdema of the optic discs 
or papille without signs of generalised change in the 
retina, Swelling of the disc might be found in cases 
of true inflammation of the optic nerve. When it 
affected the intra-ocular portion it was termed 
papilitis; when the retro-ocular ‘part, retrobulbar 
neuritis. These cases, however, formed a very small 
proportion of the cases of true papilledema, which 
was principally found in states of increased intra- 
cranial tension. It was generally believed that 
increase of pressure of the cerebrospinal fluid in the 
cerebral subarachnoid space led to obstruction in the 
venous and probably also the lymphatic drainage 
of the optic nerve. The causes were intracranial 
tumours, cerebral abscess, encephalitis and meningitis, 
hydrocephalus, syphilis, cerebral sinus thrombosis, 
subarachnoid hemorrhage, and hyperpiesia, Intra- 
cranial tumours were the most important single cause 
of papilledema. Subtentorial tumours, particularly 
tumours of the cerebellum, tended to produce an 
early and severe papilledema, as did tumours which 
blocked the sylvian aqueduct or the fourth ventricle. 
Papilledema often appeared late in the growth of a 
tumour of the acoustic nerve. It tended to be well 
marked in tumours of the temporosphenoidal lobe 
and in most tumours of the frontal and parieto- 
occipital lobes. It appeared late in tumours affecting 
the vertex or the centrum ovale. In tumours of the 
pons it was often entirely absent. The larger the 
tumour the greater the probability of a papilleedema, 
and the rate of its development depended on the rate 
of growth of the tumour. 

Papilledema was, on the other hand, not. rarely 
the presenting symptom in cases of cerebral tumour, 
which was usually subtentorial or at least in a silent 
region of the hemisphere, such as the frontal or 
temporosphenoidal lobe, especially on the right side; 
or within the ventricle. Unless the difference between 
the cdema of the two sides was very noticeable and 
measurable in diopters, its localisnmg value was 
doubtful. Ample vision might be retained, but 
sooner or later secondary atrophy of the nerve- 
fibres would take place. The earliest change might 
be a simple enlargement of the blind spot, followed by 
a concentric contraction of the visual fields. Once 


_loss of vision began it was apt to increase rapidly 


and lead to permanent blindness, even after the 
tumour had been removed. Some authorities said 
that unilateral papilledema was more likely to be 
found in association with abscess than with tumour. 
Papilledema was exceedingly rare in the non- 
suppurative forms of encephalitis and was much less 
common than might be supposed in meningitis. 
When meningococcal meningitis had produced a 
severe internal hydrocephalus, optic atrophy was 
commoner than papilledema. Internal hydrocephalus 
might, however, produce papilledema at a rate 
corresponding to its development. An acute form ` 
was now recognised under the designation of toxic 
or otitic hydrocephalus, formerly known as serous 
meningitis. In many cases in which the picture was 
simply one of intracranial hydrocephalus there might 
be some form of intraventricular tumour ; ventriculo- 
graphy here had great diagnostic value. 
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In hyperpiesia papilledema was rarely unaccom- 
panied by other changes in the retina, but it some- 
times appeared in that condition which was now 
generally termed hypertensive encephalopathy and 
arose in the malignant form of hypertension, Tem- 
porary papilledema might occur in certain forms of 
renal disease or prerenal toxsmia, such as the toxzmic 
kidney of pregnancy, or in lead-poisoning. In neuro- 
myelitis optica a true papilledema of low degree 
might be associated with gross loss of vision, though 
in this condition a retrobulbar neuritis without 
swelling of the discs was commoner. Dr. Feiling 
dealt also with optic atrophy. 

Mr. WuLram IBBOTSON asked the cause of a 
papilodema persisting after successful removal of an 
extradural abscess in a boy aged 12; and of paralysis 
of the external rectus of the same side as a mastoid 
drainage, lasting for six months and completely 
clearing up. 

The PRESIDENT asked why so many patients came 
to the general physician saying that the ophthalmo- 
logist had assured them that they had nothing wrong 
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with their eyes but that their sight would improve 
with their general health. He wondered what the 
specialist really meant by that statement, 


Mr. F. A. WILLIAMSON-NOBLE said that the signs 
of retinal arteriosclerosis were sometimes very difficult 
to discover with the ophthalmoscope. Irregularity 
of the calibre of the arteries was very difficult to see. 
In preparing drawings of retinal appearances every 
ophthalmologist seemed to put into every case the 
signs which particularly appealed to him. Papill- 
cedema was sometimes superimposed upon an optic 
atrophy, possibly through blocking of the narrow 
chink in the subdural space leading through the optic 
foramen, in such a way that the increased pressure 
could not be transmitted down the channel through 
which the nerve ran. 


Dr. G. E. S. Warp spoke of an elderly gentleman 


- who had enjoyed excellent general health in spite of 


a continuing systolic pressure of 240 and occasional 
strokes. A retinal hemorrhage had deprived him of 
most of the vision of his one sound eye, but it had 
been restored by a stroke. 


REVIEWS AND NOTICES OF BOOKS 


Medical Organisation and Surgical Practice in 
Air Raids 


By Parr H. MITCHINER, C.B.E., T.D., M.D., 
M.S., F.R.C.S., K.H.S., surgeon and lecturer in 
surgery at St. Thomas’s Hospital, London ; Colonel, 
T.A.; D.D.M.S., lst Anti-Aircraft Corps; and 
E. M. CowELL, D.S.O., T.D., M.D., F.R.CS., 
surgeon to the Croydon General Hospital; Colonel, 
T.A. ; A.D.M.S., 44th H.C. Division T.A. London: 
J. and A. Churchill. 1939. Pp. 247. 10s. 6d. 


TH1s book deals with (1) the medical organisation 
of air-raid casualties, and (2) their treatment by 
surgeons, nurses and first-aiders. On the second of 
these subjects the authors’ wide experience of military 
surgery entitles them to speak with particular 
authority. Especially valuable are their descriptions 
of conditions met with in Spain and the procedures 
adopted there; it would have been interesting, how- 
ever, to have figures in support of their contention 
that the ‘plaster method” of treating wounds 
results in an increased death-rate from tetanus and 
was-gangrene. They rightly condemn the Japanese 
practice of withholding morphia from casualties, but 
do not say whether they favour administration of 
this drug by first-aid workers, as is now permitted 
to some extent in the Royal Air Force. 


In the section on organisation the scheme set out 
differs in some ways from that described in the official 
publications. Thus Mitchiner and Cowell describe a 
unit which they call a dressing-station, and to which 
they say all casualties should be brought. They say 
that this unit is the equivalent of the official first-aid 
post, and they recommend schools as suitable buildings 
for the purpose. 
that the Ministry has given instructions that serious 
casualties should be taken direct to casualty-receiving 
hospitals and not to first-aid posts, and that it is 
now the oflicial policy to place first-aid posts in or 
near the casualty hospitals. The authors also recom- 
mend that casualties should not, save in exceptional 
circumstances, be detained in the danger area, but 
should immediately be evacuated to casualty-clearing 
hospitals, situated (for London) 8-12 miles out. It 
seems to be the intention of the Ministry, however, 
to use all the major hospitals as casualty hospitals, 
irrespective of their position and their structural 


It should, however, be pointed out ~ 


strength. There are other points of difference; for 
example, the unit which the authors call a casualty 
post has not so far been described in the official 
scheme, 


Mitchiner and Cowell’s scheme appears in many 
ways to be an improvement on that officially proposed ; 
but it is open to criticism at certain points. The import- 
ance of rapid evacuation out of the danger area is 
well emphasised, but it is admitted that there will 
be a certain number of patients who will be unable to 
stand the journey, or who will require operation of 
extreme urgency. It is not made clear how such 
urgent cases are to be selected, for the authors state 
that sorting of cases is neither possible nor desirable 
in the danger area, Moreover, while their objections 
to mobile operating-theatres are obviously sound, it 
is less easy to agree with their implied condemnation 
of the mobile unit intended for first-aid and classifica- 
tion work only. Nor does the present state of opinion 
among architects seem to justify the categorical 
assertion that “underground bomb-proof buildings 
are not practicable.” The various units of the casualty 
organisation have an early claim to such full protection 
as can be made available, 


It is hardly likely that any reader will agree about 
all the subjects treated in a book of this kind; but 
this does not impair its value. Colonel Mitchiner 
and Colonel Cowell are to be thanked for producing 
the first complete and reliable outline of air-raid 
surgery. 


Histological Technique for Intracranial 


Tumours 


By DoroTHY S. RUSSELL, M.D. Lond., member of 
scientific staff, Medical Research Council, attached 
tothe Bernhard Baron institute of pathology, the 
London Hospital. London: Humphrey Milford. 
Oxford University Press. 1939. Pp. 71. “Ts. 6d. 


THE staining methods required for an adequate 
examination of cerebral tumours are so specialised 
that they are seldom dealt with in ordinary books 
on histological technique. This admirable account 
by an expert on neurological oncology of the methods 
which she uses at the London Hospital fills a real 
need. The information given is eminently practical; 
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there are no lists of alternative methods, but detailed 
descriptions of those stains which have proved reliable 
in the critical analysis of nervous tumours. Dr. 
Russell, following in the footsteps of Bailey and 
Cushing, has shown the importance of accurate 
histological diagnosis in assessing the prognosis and 
determining the treatment of these growths. She 
gives a full account of the rapid method of examining 
smears from a minute portion of material removed at 
the time of operation, which is based on Dudgeon’s 
*¢ wet film ” technique. By this means she is usually 
able to indicate to the surgeon in a matter of minutes 
the nature of any tumour, and the device is proving 
of increasing value to pathologists who have learned 
to use it. The book is full of tips on the art of 
staining, and an agreeable innovation in a technical 
manual is the inclusion of beautiful photomicrographs 
showing what may be hoped for if Dr. Russell’s 
instructions are followed. Each histologist has his 
own favourite methods and if it is not presumptuous 
to criticise a personal routine which has proved so 
successful, we suggest that Bouin’s fluid might be 
adopted as a fixative in place of alcohol for the 
demonstration of glycogen and Apathy’s medium 
instead of glycerin jelly for the mounting of frozen 
sections. 


This manual should be on the staining bench, 
not the shelves, of every histologist whose work 
includes the examination of nervous tissues, 


ES SS A 


A Synopsis of Hygiene 


(6th ed.) By Sir Witson JAMESON, M.D., F.R.C.P., 
D.P.H., professor of public health in the University 
of London, dean and director of the public-health 
department of the London School of Hygiene and 
Tropical Medicine; and Lieut.-Colonel G. S. 
PARKINSON, D.S.O., M.R.C.S., L.R.C.P., D.P.H., 
assistant director of the department. London: 
J. and A. Churchill. 1939. Pp. 698. 21s. 


« Gold is refined in the fire” and, at the sixth 
refining, this work, first published in 1920, reaches a 
very high quality. It is essentially a book for the 
public-health worker rather than for the ordinary 
medical student. Its strength and virtue consists in 
the fact that it is largely a compilation—though a 
readable one—from official reports and memoranda. 
Throughout there are references to original sources 
easily accessible to those who require further informa- 
tion. In the present edition no fundamental changes 
of arrangement have been made but the sections 
dealing with occupation and health, hospitals, 
maternal welfare and milk have been rewritten and 
the parts relating to food and drugs and factories 
have been brought into line with recent legislation. 
That the information is quite up to date is shown by 
the inclusion of such legislation as the P.H. (Aircraft) 
Regulations of 1938 and even the regulations under 
the Hydrogen Cyanide (Fumigation) Act, 1937, 
which are still in draft, and of allusions to the 
sulphonamide derivatives. The section on refuse 
disposal includes the latest processes such as the 
Hyganic, Indore and Garchey systems: some 
reference to the plagues of crickets arising from even 
well-controlled refuse tips might have been included 
in this section. We find no mention of ashbins in the 
. index although the ideal receptacle for refuse is 
described in the text. No explanation appears to be 
offered of the inclusion of certain sections of public- 
health law in square brackets. In another edition 
sections on the more biological aspects of public health 
—elementary genetics and eugenics, for example— 
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would be welcome. The absence of any reference to 
air-raid precautions is doubtless due to the impossi- 
bility of keeping pace with the changes in procedure : 
any account of methods current at the time of writing 
would at the time of reading be like the famous 
advertisement ‘‘ That’s A.R.P.—that was!” 


British Journal of Children’s Diseases 


In the January-March issue Mr. Macleod Yearsley, 
in a paper on the Present Position of Tonsil Opera- 
tions, deprecates indiscriminate tonsillectomy. He 
reviews recent literature and observes that tonsils 
should be removed when they are large, hard, and 
definitely obstructing the fauces, undoubtedly too 
septic for other treatment, or accompanied by cervical 
adenitis. According to Yearsley tonsillectomy is too 
often done in children and too rarely in adults.—Dr. 
F. Parkes Weber writes on Transient Pulmonary 
Infiltration with Blood-Eosinophilia (Léffler’s Syn- 
drome), reporting an example of this allergic 
syndrome in a boy aged 10. The patient seemed 
well but had long suffered from running eyes and 
nose, and radiological examination showed an opacity 
in the lower lobe of the right lung. He had an 
eosinophilia ranging from 7 to 13 per cent. There 
was no evidence of intestinal parasites.—Dr. F. R. B. 
Atkinson contributes a paper on Chloroma in Children, 
of which he has collected 130 cases (91 in boys, 37 in 
girls, 2 sex not stated) reported since 1835. The 
commonest age was between 4 and 5 years; the 
youngest child was aged 4 months. With the 
exception of one patient (reported by Washburn), 
who was still well two years after the use of X rays. 
no remedy has been found of any avail. The paper 
contains a table on cytology and a chronological 
list of the cases, and a full bibliography.—In a paper 
on Renal Dwarfism Mr. R. M. Bates describes an 
adult mentally defective dwarf who during life and at 
necropsy was thought to be an example of renal 
rickets. Histological examination of one femur 
showed no rachitic change and the parathyroid 
glands were normal. The high blood-pressure and 
retinitis indicated chronic nephritis, but this pre- 
sumably followed a renal and ureteral dilatation 
which occurs in the non-hypertensive variety of 
renal dwarfism. Bates suggests that dwarfism with 
rickets be called ‘renal rickets’? and dwarfism 
without rickets be called ‘‘ renal dwarfism.’’—The 
abstracts from current literature are devoted to 
acute infectious diseases. 


Journal of Social Ophthalmology 


TaIs new journal, which is printed in parallel 
columns of French and English, is the official organ 
of the International Association for Prevention of 
Blindness, and is issued free to members. The second 
number, dated last November, contains a symposium 
on myopia, which now ranks with corneal ulcers 
and accidents as one of the three main causes of 
blindness. Articles on the preventive measures 
adopted in various countries are contributed by 
Mr. Bishop Harman for Great Britain, Prof. Martin 
Bartels for Germany, Mrs. Hathaway for the United 
States, Dr. René Odic for France, and Prof. van 
Duyse for Belgium. These authorities all agree on 
the value of sight-saving classes and schools, of which 
the first was instituted by Bishop Harman in London 
in 1908, and the balance of opinion seems to favour 
the education of myopes in special classes in ordinary 
schools rather than in blind schools or special schools. 
Association with blind children is condemned because 
of its depressing influence and also because of its 
cost, which is 13 times that in an ordinary school. 
The aim of the special class is to train the child so 
that he can earn his living in spite of his short-sight, 
and in a full review of the subject Prof. Bartels gives 
a long list of possible occupations and another of 
those actually followed by ex-pupils. 
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JOURNALS OR MICRO-FILMS? 


IDEALLY every investigator should be acquainted, 
at every stage of his work, with all the relevant 
results obtained by other people. Without such 
knowledge he may be ill-equipped for his task and 
may waste time and labour on what has already 
been done elsewhere. It was to meet this need 
for current knowledge that the system of publica- 
tion by papers in periodicals developed, and in the 
early days of modern science it served its purpose 
well enough. Now however the system is clearly 
failing. The number of scientific periodicals is 
somewhere between 30,000 and 40,000, of which 
perhaps half are still being issued, and they continue 
to increase both in number and in size. To make 
matters worse a very large proportion of the 
papers they contain—some would say three- 
quarters—do not really deserve to be published 
at all; often they have been written only because 
published work is expected by the authorities who 
fill appointments and renew grants. Through 
misdirected zeal, local patriotism, and the tradition 
of learned societies journals are often kept going 
long after the need for them has ceased, and 
unions of overlapping periodicals, of the kind that 
gave birth to the British Journal of Ophthalmology 
over twenty years ago, are far too few. The 
general tendency indeed is towards separation 
rather than amalgamation. But the overgrowth 
of periodicals is obviously defeating its own ends. 
A scientific worker, unless he devotes an excessively 
large proportion of his time to reading, can cover 
only a small fraction of the papers even on his 
particular subject, and he is obliged to peruse 
much that is useless for fear of missing something 
useful. Moreover, the cost of subscriptions to 
societies and to journals—of whose contents he 
probably reads less than a tenth—is a serious drain 
on his purse and may use up as much as 5-10 per 
cent. of his salary. If he relies on libraries he 
may find that the periodicals he requires are 
wanted by a dozen people at once; furthermore, 
because of their high cost, many of them never 
reach any but the largest libraries, and numbers of 
far-from-insignificant foreign journals never reach 
this country at all. 

To help the individual investigator to find 
what is worth his reading is the function of the 
numerous abstract journals now published. But 
even these are becoming unwieldy. Thus in two of 
the sciences most closely allied to medicine— 
biology and chemistry—the abstracts themselves, 
although so brief as often to be useless, have reached 
an alarming total bulk. The annual Biological 
Abstracts has now become a volume of nearly 
3000 pages, and the indexes, without which it 
loses much of its value, arrive nearly two years 
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after the text. In this latter respect Chemical 
Abstracts is much better served, but it has attained 
the appalling mass of three volumes a year, each 
of about 2000 pages. Not very long ago the 
Medical Library Association, whose work deserves 
to be better known on this side of the Atlantic, 
set up a committee under the chairmanship of | 
Miss ExEaNoR Farr to look into the problem as 
it affects medicine, and this committee, which 
reported in 1936, concluded that present methods 
of publishing abstracts in clinical medicine are 
neither satisfactory nor comprehensive. Much 
time and money as well as sincere effort, often 
representing personal sacrifice on the part of 
editors and scientists, are producing results that 
fall far short of goals that might reasonably 
be attained as regards scope, cost, promptness 
of issue, and the elimination of duplication. 
Mrs. CUNNINGHAM ? is of much the same opinion 
and makes suggestions for meeting the need, with 
particular reference to America. It is clear that 
while some papers are abstracted in several places, 
others escape all notice. 

That the better dissemination of scientific 
information is becoming urgent is evident from the 
many references now being made to it. One 
aspect of the subject was examined by Sir WILLIAM 


` Brace in his anniversary address to the Royal 


Society, which is the theme of a leading article 
in Nature,’ and a chapter is given to it by Prof. 
BERNAL ‘ in a book we reviewed last week. It is 
no longer enough, BERNAL says, to publish a record 
of every new observation ; steps must be taken to 
see that every scientific worker receives just the 
information required and no more, in just the right 
form. This will necessitate a limited distribution 
of detailed accounts for the specialists, a wider 
distribution of summaries or abstracts, and 
frequent publication of reports or monographs 
covering the whole of recent advances in any 
given field of science. At the back of this system 
of distribution there must be readily accessible 
a collection of archives in which reference can be 
made to work of the past. The problem, as 
BERNAL sees it, is a purely technical one that 
ought not to be difficult to solve. The scheme 
he advocates would make the separate paper, 
not the periodical, the unit for publication. Each 
paper would be submitted to a central editorial 
board for its specialty, and if accepted would be 
reproduced on a standard cinema film. As many 
positives of this would be produced as were needed 
for distribution to interested specialists and to — 
libraries, and the original master copy of the film’ 
would be stored so that copies could afterwards 
be run off on demand. This would obviate the 
present wasteful system of reprints, in which 
the cost is borne by the author and the reprints 
are often unobtainable by those who need them 
most. The methods of microphotography in use 
for these purposes have lately been described by 
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RANEY,® PAGE and Sayce,® and BRADFORD,’ and 
preliminary arrangements are in hand in this 
country for making micro-film records at a cost of 
4d. per quarto or perhaps less. The scheme 
outlined by BERNAL would be run in conjunction 
with a system of abstracts, which, he suggests, 
would be on cards to be sent to libraries and 
institutions, and appropriate selections would 
be sent to research workers who asked for them. 
Reports, monographs, and original scientific works 
of larger compass than individual papers would 
be published as at present but under a more unified 
editorship. The only kind of periodical that would 
remain after these reforms would be that which 
publishes, in the form of notes, the latest scientific 
news and reflects “ the relation of science to wider 
social problems.” 

Arrangements such as those proposed by Prof. 
BERNAL would have many advantages, though, as 
he. recognises, precautions would have to be 
taken against certain abuses. Vested interests 
would be opposed to it, but these he does not 
regard as serious, for very few scientific periodicals 
are commercially profitable. We fear however 
that he minimises the inertia and conservatism 
of human nature. Thus the need for some kind of 
projector or reading apparatus will militate against 
the extensive use of microphotographic films ; 
and how are we to cater for those who like to read 
in the train, at meal-times or even in bed? If 
libraries ever come to consist mainly of films 
stored away in boxes, gone will be the pleasures 
and educational benefits of “‘ browsing.” It seems 
more probable that in this new revolution a small 
beginning will be made by wider application of the 
method already used by Science Service, Wash- 
ington,® which leaves the present system of 
periodical publication untouched but employs 
microphotographs for longer papers that cannot 
readily be accepted by editors. A short abstract 
only is published in the journal and any interested 
person can purchase a film of the full paper from 
Science Service at a cost of about 1 cent. 
per page. This scheme of “auxiliary publica- 
tion,” recently discussed again by SEIDELL,!° 
ensures that papers are perpetually “in print,” 
but no extensive, space-consuming stocks need 
be stored. All that is needed is the original 
document itself and the micro-film negative. 


DIPHTHERIA 


THE immediate use of antitoxin remains as 
imperative as ever for every patient suffering from, 
or even strongly suspected of, diphtheria. But 
since 1927 there have been increases in the 
fatality-rate—recorded at first particularly from 
Germany—which could not be put down entirely, 
or even largely, to delay in diagnosis. or to 
inadequate serum treatment. 
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In 1931 ANDERSON, Happotp, McLrEop and 
THoMSON? of Leeds described three distinct 
types of Corynebacterium diphtherie, which they 
named gravis, mitis and intermedius from the 
relative severity of the clinical pictures produced. 
In its main features this discovery has withstood 
criticism and has profoundly modified our views 
not only on the efficiency of treatment, but also 
on the diagnosis and pathology of diphtheria. 
The current number of the Journal of Pathology 
and Bacteriology contains five papers which deal 
with some of the more important questions raised 
by this new work. In the first place, are the 
differences described by the Leeds workers definite 
and constant enough to justify the subdivision 
into three distinct ‘types, and if so are the names 
proposed justified on clinical grounds? K. and 
I. ZINNEMANN,? like many others, are in entire 
agreement with the original findings and they also 
agree that the different types are remarkably 
stable through many subcultures in the laboratory. 
SHONE, TUCKER, GLass and WRIGHT? confirm 
the important observation made by other workers 
that the differences between the three types of 
infection do not depend merely on differences 
in the time of admission to hospital or of beginning 
serum treatment. They record however that in 


‘Liverpool it was the intermedius and not the 


gravis type which caused the greatest number 
of severe cases and deaths. There is already 
abundant evidence that the relative severity 
of gravis and intermedius infections varies from 
district to district, and this discrepancy may 
be partly due to variations in methods of typing 
or of assessing clinical incidence. For example, 
Witson and GOLDSWORTHY ê find that type- 
differentiation is most definite when rabbit or 
guineapig blood is used in the culture medium. 
Factors of this kind are obviously important, and 
it is certainly desirable that standard media 
should be used in comparing type-incidence in 
different districts. SHONE and his colleagues ë 
point out that if notifications are used as a basis 
for the calculation of incidence wholly unreliable 
conclusions may be reached, for of 2960 cases notified 
as diphtheria they found by bacteriological methods 
that more than a third were falsely diagnosed. 
It is not suggested that treatment should be 
delayed until the clinical diagnosis has been 
confirmed bacteriologically, but from the admini- 
strative and epidemiological standpoint the 
accuracy of bacteriological diagnosis must be very 
high if the total or the type-incidence is to be 
properly assessed. Such considerations, however, 
do not seriously affect the main conclusion to 
which the bulk of recent work leads—namely, 
that despite variations in severity of gravis and 
intermedius infections the claims of the Leeds 
workers are justified, and that there is a definite 
relation between bacteriological type and clinical 
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severity. McLEoD, ORR and Woopcock ° rightly 
argue that post-mortem demonstration of the 
lesions produced by the different types is the most 
convincing of all answers to criticism directed 
against the validity of type-differentiation. In 
an analysis of 51 post-mortem examinations on 
patients who died of diphtheria they found that 
gravis infections produce a severe and generalised 
toxic effect on the viscera, associated with hæmor- 
rhagic necrosis of the tonsils penetrating to the 
deeper tissues and involving the cervical lymph- 
nodes, whereas in mitis cases respiratory obstruction 
from the formation of a tough membrane extending 
down the air-passages is the usual cause of death. 
Intermedius infections give a picture nearer to 
gravis than to mitis. 

The further question why the gravis and inter- 
medius types produce this picture of greater 
severity both in life and after death remains 
unanswered. The: possible explanations seem to 
be (1) that the gravis type produces a different 
kind of toxin from the mitis ; (2) that it produces 
the same toxin in greater amount; and (3) that 
it produces some additional effect which cannot 
be attributed solely to toxic action. The first 
explanation is perhaps the least likely, despite 
the relative resistance of gravis infections to anti- 
toxin. This resistance in itself does not necessarily 
point to a new kind of toxin, and there is a good 
deal of other evidence which suggests that all 
types produce the same toxin. McLrop, ORR 
and Woopcock find that although post-mortem 
evidence shows that toxic effects are in general 
more severe in gravis than in mitis infections, the 
histological differences are quantitative rather 
than qualitative. On the experimental side ZINNE- 
MANN and ZINNEMANN agree with other workers 
that in guineapigs ordinary active and passive 
immunisation are as effective against gravis as 
against mitis toxin, and that serum prepared 
against gravis toxin is no better than ordinary 
commercial antitoxin in protecting against gravis 
infection. These two lines of evidence, the one 
histological, the other experimental, suggest that 
the second explanation may be the right one— 
namely, that the gravis and mitis toxins differ 
not in kind but only in degree, and that gravis 
infections are more severe than mitis because they 
give rise to greater amounts of an identical toxin. 
The fact that gravis strains have been found by 
several workers to be relatively poor producers 
of toxin in vitro does not necessarily discount this 
view, since the conditions in vivo are unlikely to 
be the same as in the laboratory. But this may 
not be the whole story. There have been many 
isolated reports that gravis strains have a greater 
power of invasion than mitis, and ZINNEMANN 
and ZINNEMANN found that invasion of internal 
organs took place in 40 per cent. of guineapigs 
inoculated with gravis organisms and only in 12°5 
per cent. of those inoculated with mitis organisms. 
How important this greater invasiveness may be 
it is too early to say, but McLeop, Orr and 
Woopcock are possibly quite right in suggesting 
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that gravis types give rise to a more severe disease 
because owing to their greater penetrative power 
toxin is more rapidly absorbed by the host. 

These papers make it clear that the conception 
of diphtheria as a pure intoxication may have to 
be profoundly modified. There is no doubt that 
antitoxin saves many lives that could be saved 
by no other method of treatment, but many 
severe cases still fail to respond to large doses of 
antitoxin. In this country there is still a case- 
mortality in the neighbourhood of 5 per cent., 
and this is liable to rise to 10 per cent. or even 
more in epidemics especially due to gravis or 
intermedius types. It is to be hoped that the 
recent work on the different bacterial types, while 
it may cause an adjustment of our views on the 
consistent value of treatment in the established 
disease, may for that very reason stimulate the 
more intensive use of active immunisation which 
can effectively prevent it. 


MEDICAL ASPECTS OF AVIATION 


As we have already announced, the Secretary 
of State for Air has appointed a standing committee 
to advise him on the medical aspects of safety and 
efficiency in flying, and to study the best means of 
selecting flying personnel and maintaining their 
physiological efficiency. This action shows realisa- 
tion of the fact that in the advancement of 
aviation the man is as important as his machine— 
a fact liable to be forgotten in this mechanical age. 
The committee, over which Sir Edward Mellanby, 
F.R.S., presides, represents all branches of medicine 
interested in aviation. Psychology, which plays an 
important part in an airman’s make-up, is repre- 
sented by Prof. F. C. Bartlett, F.R.S., of Cambridge 
University ; neurology by Dr. E. A. Carmichael of 
the National Hospital, Queen Square; otology, 
which includes methods of reducing aircraft noise 
and vibration and the improvement of aerial 
telephony, by Mr. C. S. Hallpike of the Ferens 
institute of otology at the Middlesex Hospital ; 
and physiology as applied to aviation, especially 
in relation to altitude flying and blacking-out, by 
Mr. B. H. C. Matthews, Sc.D., of Cambridge. Sir 
John Parsons, F.R.S., is concerned with vision and 
Prof. L. J. Witts of Oxford with aviation medicine, 
especially its application to the selection of candi- 
dates for flying. On many questions these 
specialties will overlap, so that a close liaison will 
be necessary. Air Vice-Marshal A. V. J. Richardson, 
director of medical services of the Royal Air Force, 
who formulated the plan for the research com- 
mittee, is an ex-officio member, while Air- 
Commodore H. E. Whittingham is the chief 
executive officer. 

Medical research in aviation has hitherto been 
carried out mainly by the various R.A.F. con- 
sultants. The late Group-Captain Martin Flack 
was, until his death in 1931, the British authority 
on aviation medicine, and it was chiefly through 
his researches and teaching that the present-day 
standards of physiological efficiency were adopted 
for the selection of flying personnel. With Dreyer, 
Corbett and Bazett he had done much during the 
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late war to establish the technique of oxygen 
administration for flying at high altitudes, and 
he also showed the value of oxygen for long flights 
at lower heights (10,000-12,000 ft.) as a means of 
lessening fatigue. Group-Captain G. S. Marshall, 
who succeeded Flack as physiologist, working with 
the Air Ministry’s scientific research staff at Farn- 
borough, has developed the present method of 
supplying oxygen at high altitudes, using pressure 
suits at heights above 35,000 ft. ; it was in one of 
= these suits that the late Flight-Lieutenant M. J. 
Adams attained a height of 54,000 ft.—a record 
only recently broken by the Italian, Colonel Pezzi, 
when he reached 56,000 ft. last October. Nervous 
factors concerned with flying and the mental 
attitude for aviation were studied from 1917 to 
1920 by Henry Head, W. H. R. Rivers and 
Squadron-Leader P. S. Rippon, and as a result 
certain tests for nervous stability and additional 
questions of family and personal history have been 
incorporated in the medical examination of candi- 
dates for flying. Group-Captain H. L. Burton, 
the consultant in neurology, has continued this 
work, especially in connexion with prognosis 
where there are significant temperamental defects 
and excellencies, and Squadron-Leader G. O. 
Williams, working with Prof. Bartlett, has 
apparently succeeded in foretelling the flying 
aptitude of candidates by means of sensorimotor 
coordinating machines and a form-relation test, 
which may revolutionise medica] examinations. 
The medical entrance examination for the R.A.F. 


STORED BLOOD 


[APRIL 1, 1939 


has been continually under review, and certain 
modifications have been made from time to time. 
Group-Captain H. A. Treadgold, when consultant 
in medicine, introduced the orthodiagram and 
electrocardiogram into the examination ; he also 
established a relationship between body-build and 
functional efficiency and studied the significance 
of blood-pressure. This work has been pursued 
by his successor, Group-Captain A. F. Rook, who, 
in conjunction with Flight-Lieutenant Dawson, 
published an article on hypotension and flying in 
this journal last December. Wing-Commander 
E. D. D. Dickson, consultant in otolaryngology, 
has demonstrated the loss of auditory acuity 
resulting from continued exposure to present-day 
aeroplane noise, and with Mr. A. W. G. Ewing, 
Ph.D., and Mr. T. S. Littler, Ph.D., of Manchester, 


‘has been investigating ways of protecting the ears 


of aircraft crews against excessive stimulation. In 
ophthalmology, too, considerable progress has been 
made—first, by Group-Captain E. C. Clements, 
who instituted a training for heterophoria, to help 
prevent bad landings due to this condition, and 
who codperated with the Air Ministry scientific 
staff in improving bomb-sight and cockpit lighting ; 
and since 1934 by Wing-Commander P. C. Livingston, 
the present consultant in ophthalmology, who has 
perfected the heterophoria training and has been 
mainly responsible for the development of new 
flying goggles and spectacles which counteract the 
effects of glare from the sun and from night- 
landing flares. 


ANNOTATIONS 


STORED BLOOD 


EXPERIENCE of stored blood for transfusion has 
been limited in this country to small groups of 
patients. In our present issue Dr. F. Duran Jorda, 
who was head of the blood-transfusion service of the 
Spanish republican army, describes his conclusions 
drawn from experience with 9000 litres of blood 
obtained from 20,000 withdrawals and the classifica- 
tion of 28,900 donors. His methods of withdrawal 
and storage appear complicated on paper, but medical 
visitors to his institute in Barcelona and those who 


have had the privilege of talking to him in London 


are impressed by the simplicity of the method in 
action. It is clearly a great advance on any system 
that has been advocated in this country. The great 
advantage, especially in time of war, is that large 
quantities of blood (25-30 litres per hour) can be 
withdrawn and prepared for use in a short time under 
sterile conditions. The apparatus is so devised that 
administration of the blood is very simple and can 
be carried out single-handed by anyone capable of 
doing a venepuncture. The greatest danger with 
stored blood is hemolysis, which lessens the thera- 
peutic value of the blood and favours reactions after 
transfusion. The commonest cause of hemolysis is 
shaking the blood in transit. Duran Jorda has 
reduced movement of the blood to a minimum by his 
special ampoule. This fact alone should attract close 
attention to his technique. In time of war blood 
may have to be transported for long distances, and 
any system that prevents it from being shaken is 
clearly important. The blood is stored under two 
atmospheres’ pressure of air; this facilitates adminis- 


tration and, Duran Jorda believes, establishes an 
automatic bacteriological control. The oxygen present 
prevents the growth of anaerobes, while if aerobes are 
present they grow at the expense of the oxygen, thus 
converting the bright red oxyhsmoglobin into dark 
red reduced hemoglobin. A glance at the flask, he 
claims, is sufficient to show whether the blood is 
sterile. He advocates the use only of group IV—O 
blood for emergency purposes, for it is impossible to 
obtain accurate grouping under war-time conditions, 
He mixes the blood from different donors, because in 
this way the agglutinin titre is reduced and a more 
homogeneous blood obtained. Some patients received 
transfusions from as many as 96 donors without 
ill effects. The work he describes is of biological 
interest as well as of practical importance in both 
peace and war. 


PSYCHIATRIC ASPECTS OF CRIME 


THE official inquiry by Norwood East and Hubert 1 
into the treatment of crime produced much that 
is of technical interest to psychiatrists in addition 
to the administrative proposals which are its chief 
practical outcome and which were commented on 
in our issue of March 11 (p. 583). During the last 
four years Dr. Hubert has investigated more than 
400 selected offenders and his conclusions as to the 
form, psychopathology, and therapeutic possibilities 
of their disorders are a valuable contribution to 
forensic psychiatry. A preliminary objection likely 
to be made is that his material might have been unduly 


1. The Psychological Treatment of Crime. By W. Norwood 
East and W. H. 
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—that is, unrepresentatively—refractory or respon- 
sive, depending on the accuracy of the initial estimate 
of suitability ; since, however, the cases were selected 
by Dr. Norwood East, whose experience is unrivalled 
in this country, and by Dr. H. T. P. Young, the medical 
officer at Wormwood Scrubs, this objection cannot 
be regarded as valid. Hubert’s methods have obviously 
not been limited to those of one “school’’: general 
psychiatric principles have bulked larger than any 
routine procedure. It is not only the comparatively 
small group likely to respond to specialised psycho- 
therapy that has been found accessible to psychiatric 
treatment. And, as the reportpoints out, the practice 
of psychotherapy as a specialty divorced from 
general psychiatry is apt to lead to lessened efficiency 
and to unwieldy development of the therapeutic 
method itself. In the description of the treatment 
employed, there are some significant obiter dicta. 
Thus it is said that in the ‘complex method ” the 
patient gains experience and a new pattern of 
behaviour in spite of the fact that this new under- 
standing is not plainly expressed in words or its 
nature even completely grasped by him. More- 
over, the challenging statement is made that the 
analytical therapeutic method is ‘“‘ primarily depen- 
dent upon an analysis of the form of abnormal 
function, and the content of the latter, in which there 
will be much individual variation, is only of secondary 
importance.” These views are elaborated in relation 
to the individual conditions and their actual treat- 
ment, and are supported by detailed case-histories. 
The cases were mainly men belonging to the recidivist 
class or guilty of sexual crimes. In both groups a 
distinction is drawn between those mentally normal 
and abnormal in the ordinary psychiatric sense. In 
selecting suitable subjects for psychotherapy from 
the normal group it was found that the time and 
mode of onset of the criminal conduct were important, 
as were the offender’s reaction to its consequences 
and the history of his emotional development. Contra- 
indications were the lack of any wish to change, a set 
personality, strong environmental influences tending 
to cause or perpetuate criminal conduct, an attitude 
of acceptance, resentment or resignation, or an incli- 
nation to use psychotherapy for ulterior purposes. 

In the section dealing with sexual offences the 
important observation is made that pure perversion 
is rare: besides the main abnormality—e.g., maso- 
chism or homosexuality—there is almost always a 
conspicuous interest in other perversions, often carried 
to the length of actual performance. In short, there 
is in these people a tendency towards general sexual 
perversion, which takes one or other form according 
to the environmental factors. From this follow some 
important practical consequences. It is usually 
assumed that homosexuality is not related to other 
forms of sexual perversion, and.that it is due to 
environmental influences combined with a hypothetical 
constitutional factor, possibly endocrine. In accord- 
ance with this view the psychotherapist has in the 
past preferred cases with the fewest ‘feminine ”’ 
characteristics, especially on the physical side, and 
has regarded strong heterosexual interest also as a 
favourable point. This is not borne out by Hubert’s 
experience. The feminine characteristics may indicate 
only that environmental factors were readily called 
into play owing to the patient's seductive appearance, 
and such cases may respond well to treatment. The 
absence of overt heterosexual experience is of 
advantage inasmuch as treatment can then be 
directed towards developing an unknown potentiality, 
rather than a quality which has already been fully 
explored by the patient and rejected as his main 
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mode of sexual activity. Incidentally Hubert; and 
East state that the popular psychological assumption 
of an intimate relationship between paranoid states 
and homosexuality is probably a misconception. No 
English work has hitherto dealt as fully as this report 
with sexual perversion and adolescent crime from the 
psychiatric angle. 


| SCHOOL MEALS AND MILK 


On Monday last the President of the Board of 
Education received a deputation from the Children’s 
Minimum Council who submitted a statement on 
school meals and milk. The supply of these extras, 
said the deputation, does not go far enough, and the 
need for more generous provision will increase with 
the compulsory raising of the school-leaving age 
without maintenance grants. The deputation pio- 
posed that (1) a daily ration of milk should be provided 
free to all children at elementary and state-aided 
secondary schools; (2) local authorities should be 
required to make provision for a midday meal at all 
their schools ; (3) meals should be provided free for 
children coming from families in which the money 
available for food falls below a scale laid down by 
the board in accordance with modern scientific 
requirements; and (4) the board should enforce 
proper standards of accommodation, service, and 
dietary. Lord De La Warr, in reply, said that pressure 
is being brought to bear on backward authorities, 
but financial reasons (apart from any others) make 
the council’s proposals unrealisable at the present 
time. 

SURGICAL RELIEF IN OXYCEPHALY 


Most patients suffering from oxycephaly sooner 
or later complain of severe headache due to a raised 
intracranial pressure, and develop bilateral exoph- 
thalmos and papilledema which finally results in 
optic atrophy and blindness. A number of operative 
procedures have been devised to save the patient’s 
sight, including unilateral and bilateral subtemporal 
decompression, linear craniectomy, circular resection 
of the skull, and even resection of the optic canal, but 
none of these have proved successful. King! has 
now described an ingenious operation, the purpose of 
which is to allow a uniform expansion of the brain 
in all directions and at the same time to relieve the 
raised intracranial tension permanently. A large 
horse-shoe flap consisting of the scalp, galea 
aponeurotica, temporal fascia, temporal muscle and 
pericranium is turned down on one side of the 
cranium, hemostasis being secured by a pedicle 
clamp and skin-clips. A series of burr-holes 2 in. 
apart are then made in the exposed skull, and the 
holes are joined by cutting the intervening bone. 
The dura is never opened. The effect of this procedure 
is to convert a large area of the skull into a crazy 
pavement of triangular and quadrangular bone frag- 
ments, and separation of the interstices allows the 
subjacent brain full expansion. King performed this 
operation on a boy of eight years whose vision was 
rapidly deteriorating and whose cerebrospinal-fluid 
pressure was 400 mm. of water. The skull showed 
the typical “ beaten silver ’ appearance of oxycephaly 
and there was marked bilateral exophthalmos and 
squint, At the end of the operation the exophthalmos 
had quite gone on the side of the operation and had 
improved on the other side. The skull completely 
healed in five weeks and a radiogram taken two and 
a half months after the operation showed a great 
change in the size, shape, and contour of the skull; 
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moreover, digital impressions had nearly all dis- 
appeared. Vision, which before the operation had 
been limited to a few feet, improved so that the 
patient could see the same objects at a hundred feet, 
and the mental conditign also improved considerably. 


TYPHOID ANTIGENS 


THE extensive studies that have been made on the 
O and Vi antigens of the typhoid bacillus since these 
two components, and the corresponding antibodies, 
were first differentiated by Felix and his colleagues, 
have raised new questions at least as fast as they have 
answered old ones. One major discrepancy in 
behaviour became obvious at a very early stage. A 
heat-killed O + Vi strain was found to be incapable 
of stimulating the production of Vi antibody in the 
rabbit or the horse; but a heat-killed vaccine from 
any mouse-virulent (O + Vi) strain was, as Perry and 
Findlay had shown, capable of inducing an effective 
active immunity in mice, When passive-protection 
tests were used in place of active immunisation the 
results were different. Felix and his colleagues 
showed that an antiserum prepared by immunising 
rabbits with living O + Vi bacilli, which contains 
both O and Vi antibodies, is far more effective in 
protecting mice. against virulent O + Vi bacilli 
than a serum containing the O antibody alone. In 
these tests, and in those of other workers who 
recorded analogous results, the living bacilli used for 
infection were suspended in broth or saline. Soon 
the discrepancies multiplied. It was found that the 
injection into rabbits of O + Vi bacilli killed with 
formalin, or of extracts prepared from O + Vi bacilli 
in various ways, would induce the formation of Vi 
antibody which agglutinated Vi, or O + Vi, bacilli 
to high titre. These antibodies, however, bad little 
protective effect against O + Vi bacilli. Although 
they contained a determinant grouping corresponding 
to the specific grouping of the Vi antigen they were 
in some way functionally deficient. 

Two recent papers by Henderson! of the Lister 
Institute add significantly to our knowledge, and to 
our problems. The first deals with differences observed 
when the living typhoid bacilli are suspended in a 
solution of mucin instead of in broth. The effect of 
this procedure, as earlier workers have shown, is 
greatly to decrease the average lethal dose of such 
O + Vi strains as Ty,, from approximately 7,500,000 
to approximately 500 bacilli, A pure Vi antiserum 
was prepared by immunising rabbits with a rough 
Vi variant, and a pure O antiserum by immunisation 
with an O strain. When these antisera were tested, 
in falling amounts, against living O + Vi bacilli 
suspended in mucin, it was found that their protective 
effect was substantially equal, the Vi antiserum 
giving slightly, but insignificantly, better results. 
When similar tests were made with O + Vi bacilli 
suspended in broth the results were very different. 
Both antisera were much less effective, as judged 
by the ability of a given amount of serum to protect 
against a given multiple of the average lethal dose ; 
but the potency of the O antiserum under these 
conditions was much lower than that of the Vi anti- 
serum, This observation establishes the important 
point that the protective power of an antibacterial 
serum is determined by the total number of bacteria 
against which it has to act rather than, or in addition 
to, the number of average lethal doses contained 
in the test inoculum. The O strain of Bact. typhosum 
against which the O antiserum was prepared, and 
the rough Vi variant, were both lethal for mice in 
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adequate dosage. Tested against these strains instead 
of against the O + Vi strain Ty,, the protective 
effects of the O and Vi antisera were sharply specific. 

In his second paper Henderson records further 
observations on the functional deficiencies of the Vi 
antibody produced by immunising rabbits with a Vi 
antigen prepared by extracting the bacilli with 
diethylene glycol. Although this antibody aggluti- 
nated Vi bacilli to approximately the same titre as 
an antibody produced against the living rough Vi 
variant, its protective power was about 25 times less. 
The antiserum prepared against the living bacilli 
gave complement fixatibn to high titre in the presence 
of either the whole bacterial cells or the diethylene- 
glycol fraction. The antiserum prepared against 
the diethylene-glycol fraction gave good complement 
fixation with the fraction itself, but only a trace of 
fixation with the intact bacterial cells. 


INTRAVENOUS INJECTION OF ASCITIC FLUID 


SINCE the reduction of the blood volume which 
takes place in shock is accompanied by concentra- 
tion of the red cells, the ideal fluid for restoring the 
blood to its original volume must be plasma. Unfor- 
tunately this is difficult to obtain in sufficient quantity 
for the purpose, and various substitutes have been 
tried and rejected. Non-tolloid salines are only 
of temporary value, and the results with foreign 
colloids, such as the gum solutions. have been variable. 
Animal experiments with ascitic fluid have been more 
hopeful, and Davis and Blalock! now publish a 
report on its use in the human subject. They found 
that the protein content of ascitic fluid varied 
between 28 and 45 per cent. of that of blood plasma. 
Intravenous injection of filtered ascitic fluid caused 
few reactions, but precautions had to be taken to 
give the correct group only. The largest quantity 
given was 2500 c.cm., and there were no ill effects 
from this. In a case of severe shock consequent on 
a gunshot wound of the abdomen ascitic fluid injected 
intravenously raised the blood-pressure, but this 
effect was temporary. It is suggested that con- 
centration of the fluid may make it a more effective 
agent against shock. 


PREMATURE SEPARATION OF THE PLACENTA 


In 407 cases of premature separation of the 
normally implanted placenta, among 36,465 deliveries 
at the Boston Lying-In Hospital during the last 
twenty-two years, Sheldon ? found that the incidence 
of accidental hemorrhage was 1 in 90. He recog- 
nises two distinct groups of etiological factors : 
predisposing factors, of which toxemia heads the 
list by its presence in 176 cases (43 per cent.), and 
precipitating factors, of which he considers labour by 
far the most important, 67 per cent. of his patients 
being in labour ‘when admitted because of the 
hemorrhage. (Genuine trauma, such as a fall or a 
blow, accounts for little more than 1 per cent. of 
the whole series.) The true relation between acci- 
dental hemorrhage and the various toxemias of 
pregnancy is thus raised again. Prof. F. J. Browne,® 
of University College Hospital, has convincingly 
demonstrated the importance of toxemia and reported 
it in 19 of his 23 cases (83 per cent.); but his series 
was a very small one compared with Sheldon’s, 
and the 43 per cent. given by the latter is presumably 
nearer the truth. 

In the treatment of these cases Sheldon very 
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wisely insists that delivery should be effected by 
whatever method produces least shock in the circum- 
stances. He emphasises a rule that all obstetricians 
recognise in theory but sometimes disobey in practice 
—namely, that the lost body fluids must be restored, 
and shock combated, before attempting to deliver 
the patient. He unreservedly condemns cesarean 
section, except when it is indicated by some obstetric 
complication, such as cephalopelvic disproportion or 
previous cesarean section. Hysterectomy was per- 
formed only 3 times in 107 cesarean sections; he 
estimates the mortality from this operation to be 
30 per cent. For the most part, his patients had a 
normal delivery. The result of this conservatism was 
that the gross maternal mortality was only 4-4 per 
cent., with a fotal mortality of 54-3 per cent. These 
figures make a convincing plea for the wider use of 
conservative treatment of these cases and demonstrate 
once again the limitations of cæsarean section. 


IRRADIATION OF ZOSTER 


Lomholt of Copenhagen has repeatedly drawn atten- 
tion to the fact that local inflammatory processes 
involving cutaneous nerve-endings can often be 
benefited by ultraviolet irradiation, and there have 
been many reports, both in this country and on the 
‘Continent, of the regression of lesions and relief of 
pain in zoster after irradiation. These reports are 
confirmed by an analysis made by Devois and Proux ! 
of 100 successive cases of zoster treated with 
erythema-producing doses of ultraviolet light applied 
to the cutaneous lesions. They divide their cases 
into early (seen before the fifth day of the eruption), 
intermediate (up to three weeks) and late. In early 
cases, of which there were about 30, the results were 
uniformly good; the attack was aborted, early 
regression took place, and there were no painful 
sequel. In intermediate cases the remaining vesicles 
and crusts cleared up but pain referred to the area 
of eruption often persisted for weeks or months, 
Few of the cases with painful sequel# were benefited, 
and incidentally these were not always relieved by 
X-ray irradiation of the appropriate spinal region. 
In early ophthalmic herpes the results were not so 
brilliant, possibly because irradiation had to be given 
more cautiously. The success of this treatment seems 
to depend first on giving a dose sufficient to produce 
erythema and secondly on giving it early. 


HORSE-SERUM NEURITIS 


RECORDING five cases of horse-serum neuritis in 
males aged from 16 to 29, all following injection 
of tetanus antitoxin, Bennett? says that in a small 
minority of cases neurological complications occur 
at the onset or height of serum disease. While 
cerebral, meningeal and spinal lesions may be found, 
the commonest localisation is in the peripheral nerves. 
Mostly the nerves from the cephalic part of the 
brachial plexus (fifth and sixth cervical roots) are 
atfected. Severe neuritic pains are felt in the neck, 
shoulders, arms and legs ; flaccid paralysis is observed 
usually within 48 hours and is followed by a gradual 
atrophy of the muscles. . Muscle tenderness, hyper- 
esthesia and dull pains persist for several weeks. 
The exact cause of the condition is not known, but 
the most plausible theory is that of a perineural 
urticaria and odema, which produces a compressive 
or ischemic paralysis of the nerve trunks or peri- 
pheral nerves. Almost all the reported cases have 
been in adults, the average age being 26, and men 
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are more frequently affected than women. In more 
than half the cases the complication has followed the 
prophylactic use of tetanus antitoxin, but nearly 
all types of horse serum have produced it. The 
prognosis is good, recovery taking place within six 
months, but about 20 per cent. of the patients are 
left with residual weakness and atrophy. In Bennett’s 
series three recovered completely and two incom- 
pletely. Treatment is mainly symptomatic. 


POLYCYTHAEMIA 


THE florid polycythemic patient who complains 
of such symptoms as headache, breathlessness or - 
paresthesis is easy to recognise, and a blood- 
examination usually makes the diagnosis obvious. 
But the disease is a chronic one and during its course 
assumes various forms which may pass unrecognised by 
one familiar only with the classical picture. Rosenthal 
and Bassen 1 have followed 75 cases over a number 
of years in hospital or private practice, and point 


, out that although most patients complain of the more 


direct effects of the increased number of red cells 
there are others who have no symptoms at all, and 
others again in whom vascular disease—gangrene 
of the digits, Raynaud’s disease, cerebral, hepatic, 
or portal thrombosis—is the outstanding feature. 
They found that the red-cell count and hemoglobin are 
typically high in the earlier stages, but may be normal 
later, or the hemoglobin may fall while the red-cell 
count remains high. Later still there may be a 
rise in leucocytes or blood-platelets, and such cases 
may show a widespread tendency to thrombosis 
without the blood-count being typical of poly- 
cythemia. In the terminal stages the disease may 
present itself as a leukemia, a thrombocythemia, an 
obscure anemia, or various combinations of these. 
Since almost all of Rosenthal and Bassen’s patients 
were treated with phenylhydrazine or X rays, it is 
difficult to say what effect treatment had on the 
course of the disease. The increase in red cells 
in the so-called polycythemia vera may yet be 
proved to be compensating for some condition 
causing a diminished supply of oxygen to the tissues, 
in which case its reduction might be theoretically 
inadvisable. A study of untreated cases is needed 
to answer the question whether it is wise to give such 
potent remedies as are now customary to patients 
with an unexplained rise in hemoglobin and red cells. 


A SURGEON’S AUTOBIOGRAPHY 


AN autobiography of Anton von Eiselsberg ? 
gives a happy and detailed account of a great career 
in surgery which seems to have been achieved without 
stress or difficulty. The author had the good fortune 
to be a pupil and assistant of the great Billroth, 
and in 1901, having already occupied university 
chairs in Holland and Germany, he succeeded his 
master as professor of surgery in Vienna, in 
which post he remained for thirty years. Eiselsberg 
passes over his association with Billroth rather 
rapidly, and the greater part of the book is concerned 
with journeys abroad, where he was always received 
with enthusiasm. Since the narrative is meant 
chiefly for the general reader it contains but little 
clinical material, but the story is told of an operation 
on the King of Greece (for empyema) at a critical 
stage of the world war, when the Allies and the 
Central Powers were competing for his favour. There 
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is also an interesting account of a death from air 
embolism during an operation for a tumour of the 
spinal cord. Under normal circumstances the admis- 
sion of a small quantity of air into a systemic vein 
is well tolerated, but in this patient the foramen 
ovale had remained patent and the air was able to 
reach the left ventricle and the coronary vessels. The 
book concludes with a series of short papers on 
various surgical problems. One of them, on the 
value of animal experiment in surgery, notes that 
Billroth’s first gastrectomy for carcinoma was 
preceded by a series of canine operations and that 
his total extirpation of the larynx for carcinoma was 
only done after experiments had demonstrated the 
practicability of the procedure, 


THE FUTURE OF THE VOLUNTARY HOSPITALS 


THE position of the voluntary hospitals is just now 
exercising the mind of everyone concerned with their 
work, and committees and conferences, official and 
unofficial, are considering their future. At the annual 
general meeting of the Manchester Northern Hospital, 
which each year has a deficit of between £4000 and 
£5000, Prof. J. S. B. Stopford, F.R.S., vice-chancellor 
of the University of Manchester, pointed out that 
the steady increase of costs is due largely to the 
advance of knowledge, and is therefore unavoidable. 
He summarised the three main proposals made to 
put the hospitals on a sounder financial footing : 
the first is a regional grouping of hospitals with 
pooling of their resources ; the second is that volun- 
tary hospitals should be subsidised by the state 
either directly or through the local authority ; and 
the third is an extension of the contributory schemes. 
The argument in favour of regional grouping is that 
not all voluntary hospitals are in debt and if their 
total income was collected and reallocated they would 
be more or less solvent; but it is doubtful whether 
in these circumstances the income would not greatly 
diminish, since local patriotism and pride in a par- 
ticular institution contribute largely to its support. 
The second solution, a state subsidy, was recently 
suggested by the Interdepartmental Committee on 
Nursing Services as a way of meeting the large 
additional expenditure that will be involved in 
improving the conditions under which nurses are 
employed, but hitherto there has been reluctance to 
accept grants that carry some measure of control, 
since the voluntary hospitals regard independence 
as an essential factor of their service to the com- 
munity. There are signs that they are beginning to 
realise that a subsidy under defined conditions will 
not necessarily destroy this independence ; and indeed 
some of them are seeking such help. In the House 
of Lords last week (see p. 785) the delay by a Scottish 
local authority in responding to an invitation for 
such coöperation was deplored, and nowadays payment 
to voluntary hospitals for accommodation placed at 
the disposal of such authorities is being made. 
As we mentioned last week the Prince of Wales’s 
Hospital, Plymouth, has appealed successfully to the 
city council for financial support, and it has recently 
expressed surprise and regret at the refusal of the 
Devon county council to give help such as is given 
by the Cornwall county council. As for the third 
solution, Prof. Stopford believes that an extension 
of contributory schemes offers a chance of some 
relief in the immediate future; but ultimately, in 
his view, the best plan may be to finance medical work, 
including hospitals, by a state health tax graded like 
income-tax, according to capacity to pay. He realises 
that such a scheme would imply the institution of a 
national medical service but holds that the dangers 
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of such a service could be avoided and that the 
advantages of the voluntary hospital system could 
be retained. l 


PROSTATIC RESECTION IN ELDERLY PATIENTS 


CERTAIN important points in the treatment of 
prostatic obstruction in elderly men by resection are 
summarised by Dr. A. H. Gundersen.! After point- 
ing out what has at last been generally recognised— 
namely, that success in perurethral surgery varies 
directly with the operator’s experience—he emphasises 
the fact that the perurethral approach is ideal for 
elderly and debilitated patients, but that, to be 
successful, the resection must be carried out rapidly 
and with the minimum of hemorrhage. Availing 
himself of Flocks’s and Alcock’s researches on the 
blood-supply of the hypertrophied prostate, he 
starts with two deep cuts at the five and seven o’clock 
positions. These bring him into contact with the 
large arteries to the subvesical and middle lobes of the 
hypertrophied gland, and hemostasis is secured by 
immediate coagulation. The remaining intravesical 
projections, with the exception of the anterior lobe, 
then become relatively avascular. The only other 
situation at which extensive bleeding is likely to take 
place is at the apex of the prostate near the verumon-. 
tanum, and this region is left untouched until towards 
the end of the operation. Adequate removal of all 
obstructing tissue is essential to success, especially 
in a debilitated patient with poor bladder musculature. 
In Gundersen’s opinion, a second resection is often 
poorly tolerated, and if it has to be done it should 
always be postponed until the patient is afebrile 
and definitely on the mend. In deciding whether 
sufficient tissue has been removed a telescope with a 
retrograde view is a great advantage. It must 
never be forgotten that an enlargement of the anterior 
lobe is sometimes the cause of obstruction. When, 
during efforts to make lateral excavations of the 
lateral lobes, the prostatic capsule has been exposed, 
there may be troublesome bleeding from the venous 
plexus. To control this type of hemorrhage, some 
form of hemostatic bag will be necessary. Another 
feature of Dr. Gundersen’s treatment is the use 
of 40 grains of sulphanilamide daily, with sodium 
bicarbonate, to reduce sepsis. This drug has also 
proved of value late in convalescence in clearing 
up infection after sloughing has come to an end. 


Dr. GERHARD WAGNER, the medical leader of the 
Third Reich, has died in Munich at the age of 50. 
He was one of the founders of the National Socialist 
Aerztebund in 1929, and in 1933 when the German 
Aerztebund amalgamated with the Hartmannbund 
he was elected their joint president. Later he was 
appointed Reichsirztefihrer. He took an important 
part in drawing up the Reichsirzteordnung of 1936 
which fixed the rights and duties of the doctor in 
National Socialist Germany. ' 
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LECTURES IN HOSPITAL ADMINISTRATION. —A three 
months’ course of lectures and demonstrations on clinical 
practice and hospital administration will be given by 
Dr. J. V. Armstrong at the Brook Hospital, Shooters 
Hill, Woolwich, S.E.18, on Mondays, Wednesdays, 
and alternate Saturdays, beginning on April 17. Further 
particulars may be had from the medical officer of health 
of the London County Council, Public Health Department, 
County Hall, 8.E.1. 
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SPECIAL ARTICLES 


THE BARCELONA BLOOD-TRANSFUSION 
SERVICE 


By F. Duran JORDA, M.D. 


LATE CHIEF OF THE BLOOD-TRANSFUSION SERVIOL OF THE 
SPANISH REPUBLIOAN ARMY 


THE blood-transfusion service in Barcelona began 
to function in August, 1936, and carried on till 
January, 1939. The technique invented by it was 
instituted throughout the whole of the republican 
army. The organisation was devoted to the perform- 
ance of blood-transfusions on a large scale—i.e., 
to the problem of providing as large an amount of 
blood as possible to meet the requirements of an army. 
The solution of this problem is the establishment of 
an organisation dedicated to the preparation of 
stored blood in a large town. Any organisation that 
tries to solve the problem by the use of fresh citrated 
blood or by direct transfusion from donors is likely 
to fail, because in a rush of wounded it is impossible 
to give all the required transfusions, both on account 
of their number and the amount of blood required. 
The only solution is a stock of well prepared and 
preserved blood. Even Tzanck, of Paris, a great 
believer in direct transfusions, modified his technique 
in September, 1938, and adopted ours for use in case 
of war. Not only must a service of blood-transfusion 
of citrated and stored blood be organised, but it must 
be established in a large town where the altruistic 
spirit of the citizens can be aroused and organised 
so that they volunteer as donors, 


ORGANISATION AND EXAMINATION OF DONORS 


A main object of a blood-transfusion service is the 
proper organisation of donors; thus in 2} years of 
work we never at any time failed to obtain donors, 
and we prepared from them 9000 litres of blood. The 
organisation of donors is threefold: by groups in 
(1) work-places and clubs, (2) small towns and villages 
round the city, and (3) districts of the city. With 
this triple organisation the service can mobilise many 
donors at any moment and yet preserve the secrecy 
of military movements: The Barcelona service 
included 28,900 donors, whose blood was classified in 
September, 1938, as follows :— 


Number and 

Blood-group percentage 
IV=0, Acca io Kee 9190 (41°54) 
Tek. 48 hove eses 10,080 (45-57) 
WISB*  soecswsee ea eee 2071 ( 9°36) 
TeAB 6 6.ce so cewsee es 779 ( 3°53) 


The donor’s blood must be examined as regards its 
agglutinins and agglutinogens. A blood-count should 
be done and the hemoglobin estimated. The Barcelona 
service instituted its own technique for this study. 
The blood was studied serologically, two reactions 
at least being tried for syphilis, one based on deviation 
of complement and the other on flocculation. The 
examination was completed by an inquiry into patho- 
logical antecedents and by a clinical examination 
(radioscopy, urine, reflexes). In Barcelona we made 
a systematic study of the physical type (Kretschmer) 
of the donor, who was also required to fill up a psycho- 
logical questionnaire (Bernreuter’s ‘‘ personal inven- 
tory °”). All the data acquired from these investiga- 
tions were divided into three parts: one part relating 
to the transfusion service and the other two to anthro- 
pological and psychological studies. 


EXTRACTION AND PREPARATION OF BLOOD 


Biologically, the blood should be prepared in the 
folowing manner: citrate should be added in the 
proportion of 4 in 1000 and glucose 1 in 1000. The 
solutions should be made with fresh doubly-distilled 
water. 

The extraction of blood must be carried out with the 
greatest of care. In Barcelona we bled 150 donors 
in two hours, obtaining 25-30 litres of blood an hour. 
The technique must comply with both surgical and 
bacteriological rules. Blood is aspirated by suction 
(fig. 1), which must be so regulated as to avoid collapse 
of the donor’s vein and consequent cessation of 
flow. The donor’s arm must be perfectly sterilised 
and the selected area protected with a sterile towel. 
All the material is sterilised in an autoclave, except 
the needle, which is kept immersed in ether. The 
donor has to be bled fasting, so as to avoid post- 
prandial colibactereemia ; excess of fat, glucose, and 
protein; allergens of ali- 
mentary origin that occur B 
sometimes in blood-plasma 
during digestion ; and incom- 
pletely broken-down amino- 
acids due to hepatic insuff- 
ciency or to too large an 
intake of certain foods. 

Filtration.—Our technique 
by which we systematically 
mix bloods of the same group 
necessitates the rigorous 
determination of the blood- 
group at each bleeding, as 
regards both agglutinins and 
agglutinogens. Immediately 
after this has been done we 
filter the blood. Our method 
automatically allows us to 
filter the blood and to fill the 
tube in which the blood will 
be stored for transfusion 
(fig. 2). Since the whole 
operation of filtering the 
blood and filling and setting 
up the tubes takes only half 
an hour, there is no risk of 
hemolysis due to chilling of 
the blood; and by immediate filtration after extraction 
we avoid hemolysis such as takes place when blood 
is kept on ice a few days and loses to a greater or 
lesser extent the resistance of its corpuscles. 

Mixed blood of same growp.—All the procedures 
used in ordinary clinical blood-transfusion are 
limited by the quantity of blood to be used, since 
all are done with only one donor. Yudin’s method 
of using cadaver blood is useless when large quantities 
of blood are needed (in September, 1938, we prepared 
832 litres of blood), for its efficacy is limited by the 
difficulties attending the collection of blood and by the 
need for all samples to be of the same blood-group. 
Our solution of the problem of obtaining sufficient 
blood was to mix all bloods of the same group, and 
our experience of thousands of transfusions has 
amply confirmed the value of our technique. The 
only theoretical biological limitation was the possible 
presence of the secondary agglutinogens (Land- 
steiner’s M, N, and P). However, it has been shown 
in practice by all those who are specialists in trans- 
fusion and by us that these agglutinogens have not 
the power to sensitise human beings. With our 


Fie. 1—Apparatus for 
collection of blood: 
A, valve through which, 
suction is exerted; B, 
tube for entry of blood. 
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technique we have given to the same wounded man 
sixteen transfusions consisting of 4800 c.cm. of blood 
from ninety-six donors, at sufficiently long intervals 
to produce sensitisation, without producing any 
signs of intolerance. We had many patients who 
had four or five transfusions. 

The mixture of bloods of the same group gives the 
folowing advantages. First, a very homogeneous 
blood (biologically speaking) is obtained, with a 
normal quantity of cells, hemoglobin, glucose, urea, 
and other constituents, and the product of the mixture 
of several bloods tends to approximate more nearly 
to ideal blood. Secondly, a great biological advan- 
tage is obtained which deserves some attention. 
If we make a quantitative study of the agglutinins 
of multiple blood, we find that normally the blood 
has an agglutinin value of about 1/8—very rarely 
1/32-1/64. We have never found 1/100 or 1/200 
(reported by other authors). Now, if the normal 
figure is below 1/32, the product of mixed bloods 
will show a still smaller figure. This fact, as shown 
by our researches, allows the use of group IV blood 
for all wounded, even in large quantities, without 
fear of reactions due to inverse agglutination. This 
phenomenon may occur when a very anemic patient 
not belonging to group IV is transfused with group IV 
blood, and it is due to the reaction between his 
agelutinogens and the agglutinins present in the 
greup IV serum, if these are of high titre. The 
Russian school says that this is possible when the 
agglutinating power of the transfused blood is greater 
than 1/30. 
= Our experience of transfused patients, when the 
surgeon has not wished to operate because of the 
moribund condition of the wounded man, is that there 
is no inverse agglutination when our technique is 
used, and that it is possible to give 3500 c.cm. in one 
transfusion with universal blood to wounded men of 
another blood-group. Two wounded men of blood- 
group II-A were transfused with 3500 c.cm. of 
blood of group IV—O, and one man of group I-AB 
was transfused with 2800 c.cm. of universal blood in 

two transfusions, and there are many cases of wounded 
men belonging to other groups who were transfused 
with smaller quantities of universal blood. We 


Fia. 2—Apparatus for filtration of blood and filling of 


tube shown in fig. 3: A, flask containing blood; B, key 
to which six flasks can be attached; C, silk filter ; 
D, tube for maintaining vacuum in flask E in 
which blood is mixed; F, tap for control of entry 
of blood and for maintaining vacuum in tube G which 
is shown in detail in fig. 3. 
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can conclude therefore that no clinical accidents can 
be attributed to the secondary agglutinogens, and 
that the mixture of bloods is highly beneficial because 
it gives a more normal blood and removes the danger 
of inverse agglutination. 


POINTS OF TECHNIQUE 


Every method of transfusion, to be perfect, must 
fulfil three conditions: the possibility of transfusion 
in any place whatever, at any Moment whatever, and 
by any member of the medical personnel. Our 
technique has completely fulfilled these three condi- 
tions. The apparatus consists of a sealed glass tube 
containing blood under a pressure of two atmospheres 
exerted by filtered air. This pressure is the force 
that drives the blood into the veins. It has no action 
on the blood—i.e., it cannot alter the constituents of 
the blood. The action is exactly the same as that 
of the atmospheric pressure in mines or diving-bells. 

Automatic bacteriological control is the most 
important part of our method and is what has without 
doubt placed it at the head of all other methods. 
Physiologists have shown that 
a pressure of 16 mm. Hg is 
enough to convert 99 per cent. 
of the hemoglobin to oxy- 
hæmoglobin if the blood is in 
contact with oxygen. This 
action takes place in our 
tube owing to the amount of 
oxygen in the air. All the 
blood pigment is changed to 
oxyhzmoglobin and the blood 
becomes a ruby red. 

If the blood is accidentally 
contaminated, the organisms 
will not grow unless they are 
aerobic, because the growth 
of anaerobic organisms is 
inhibited by the oxygen in 
the tube and by the intense 
oxygenation of the blood. N 
The growth of aerobic organ- 
isms will take place at the 
expense of the oxygen in the 
tube, and, since the tube is 
sealed, the oxyhæmoglobin 
will be reduced and the blood 
change from ruby red to 
dark red, thus showing that 
the blood is not sterile. If 
the bacterial action proceeds 
further, the blood pigment 
alters to hæmatoporphyrin 
and the blood turns black. 
This fact is fundamental to 
our technique and allows us 
to control the sterility colori- 
metrically. . 

Increase of cellular resist- 


H 


M 


Fia. 3—Tube for stor- 
age and administra- 
tion of blood: A, 


ance.—The intense oxygena- sediment of red cells ; 
x f th 5 B, plasma; C, com- 
tion of the blood doubtless pressed air; D, 


produces an increased vitality 
of the blood-cells, as shown 
by their greater resistance to 
hypotonic solutions of sodium 
chloride. This fact is well 
known to the Russian school, 
who advise the addition of 
1:2 c.cm. of hydrogen peroxide 
to every 100 c.cm. of stored 


blood. 


sealed capillary end 
of tube in rubber 
tubing; E, screw 
clip to control flow 
of blood; F, two- 
way cock; G, 
arrangement of small 
tubes in glass parti- 
tion (H) dividing 
the tube into two 
cham bers, 
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Fic, 4—Photograph showing method of mixing corpuscles 
and plasma before transfusion. 


Increase of bacteriolytic power.—The Russian school 
increase the bacteriolytic power of the blood with 
hydrogen peroxide. This, like the increased cellular 
resistance, is effected by our technique per se without 
the addition of hydrogen peroxide. 

Impossibility of hemolysis due to transport.—The 
tube used by us for transfusion and transport of the 
blood is constructed in such a way that there is no 
free surface of blood. Every movement transmitted 
to the tube is propagated throughout all the blood. 
No oscillation or wave-action is set up, and there is 
no splashing of blood against the sides of the tube. 
Thus the blood is not shaken up and the red cells 
cannot become hemolysed. This container is the 
only one that safely prevents the hzemolysis due to 
transport of the blood. 

The tube consists of two compartments that 
communicate one with the other through two narrow 
glass tubes (fig. 3). The compartments are separated 
by a glass partition which prevents there being 
any free surface of blood. A glass tube runs from 
this partition to the top of the tube, and another 
from the same partition to the bottom of the tube. 
Blood is drawn into the upper chamber by creation of 
a vacuum and falls by gravity into the lower chamber 
through the narrow glass tube. Since the whole 
lower chamber is finally filled with blood, shaking 
of the tube causes little, if any, movement of the 
red cells. After blood has been passed into the lower 
part of the tube the upper part is filled with com- 
pressed filtered air and the capillary tube sealed. 
On standing, the red cells in the lower chamber sedi- 
ment, leaving a clear layer of plasma above. Turning 
the tube upside down produces immediate and 
perfect suspension of red cells, and this should be 
done before every transfusion (fig. 4). The tubes 
allow of perfect observation of the state of the plasma 
and the degree of hemolysis of the contained blood. 

Method of transfusion.—The tube is prepared for use 
complete with the necessary apparatus required for 
administration of blood. A venepuncture having 
been made with a needle attached to the two-way 
cock shown in fig. 3, it is only necessary to break the 
capillary neck of the tube for blood to be driven into 
the vein by the pressure of air present. A correct 
venepuncture is facilitated by attaching a small 
svringe to one side of the two-way tap. The syringe 
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can first be connected with the venepuncture needle 
by this tap, which, after it is clear that the vein has 
been entered, can be turned to connect the needle 
with the tube containing blood, and the syringe 
can be removed. 

The following points should be noted :— 


(1) The sterility of the blood must be observed 
as shown by the colour—ruby red for sterile blood ; 
dark red or black for infected blood. 

(2) Estimation of the vitality of the blood by 
observation of the degree of hæmolysis. If the tube 
is kept vertical and sedimentation has taken place, 
it is easy to see the overlying plasma and to note its 
colour. The plasma should be amber and not red. 
A note should also be made as to whether the line 
of division is evident. 

(3) The blood must be mixed by inverting the tube. 

(4) The blood must be carefully heated to 45° C. 
in a water-bath. The temperature must be exact. 
If the water-bath is too hot, hæmolysis of the peri- 
pheral parts of the blood may take place. If the 
correct temperature is not reached, there may be 
severe reactions in the transfused patient. 


STORAGE AND TRANSPORT 


The blood is stored in refrigerators at 2°-4° C. The 
Barcelona institute had its own means of transport 
to enable the blood to be taken to the required place 
with the greatest safety. There were two lorries and a 
railway van, each fitted with a refrigerator. Advanced 
military posts were provided with refrigerators which 
functioned well either by electricity, petrol, or 
parafin. For transport to places which could not be 
reached by vehicles the blood was carried in isothermic 
cases supplied with a refrigerating mixture. 


ORGANISATION OF INSTITUTE 


The institute at Barcelona had a complete organisa- 
tion for following up the results of each transfusion 
and the exact fate of each tube. A card was made 
out for each tube and another for each transfused 
patient in addition to his clinical history. 

At the end of January, 1939, the institute had 
obtained 9000 litres of blood as a result of 20,000 
withdrawals and prepared more than 27,000 tubes. 
A list of 28,900 donors well studied and classified was 
available. The institute further took over the 
preparation of all the sera necessary for grouping ; 
the plasma of group I-AB and group II-A for the 
hemostatic treatment of hemoptysis, hematemesis, 
and hemorrhagic states; and antipoliomyelitic 
and antityphoid sera from cured and convalescent 
patients. One whole section was devoted to the 
treatment of measles, scarlet fever, smallpox, and 
other fevers; and after a time the institute also took 
over the investigation of paternity and the study of 
agelutinogens and agglutinins in bloodstains. Finally 
a section was instituted for experimental biology. 
Such was the institute that grew up out of the blood- 
transfusion service in Barcelona, and a similar 
institute, wherever established, will be able to render 
great help not only in civil practice, but also in time 
of war. 


Kine EpwakRp’s HospiraL FUND FOR LONDON.— 
The King’s Fund has decided, in view of the increasing 
complexity of hospital services, to supplement its annual 
publication of hospital income and expenditure by an 
advisory service which will, it is hoped, enable individual 
hospitals more easily to take advantage of the experience 
of others. The fund has appointed Captain J. E. Stone, 
at present secretary of the Birmingham Hospitals Centre, 
to its staff from June next. 
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A STATE MEDICAL SERVICE 


DEBATE BY FELLOWSHIP OF MEDICINE 


On March 24 the Fellowship of Medicine held a 
debate at University College, with Mr. HERBERT 
PATERSON in the chair, on the motion ‘that the 
institution of a whole-time State medical service 
would be in the interest of the nation’s health.” * 

Mr, SOMERVILLE HASTINGS, proposing the motion, 
explained that the service he had in mind should 
provide every kind of care and treatment. It should 
aim also at prevention, and should therefore be linked 
up with the preventive services. It should be free 
of charge, open to rich and poor, and staffed by whole- 
time officers. It must be attractive to doctors and 
patients. Private practice would be permitted, 
but as more and more doctors joined the service 
it would be progressively superseded. The service 
must be introduced gradually, but there was no 
reasonable stopping-place between the first incursion 
of the state into preventive medicine and a complete 
state service. Prevention meant treatment, and 
treatment meant diagnosis. The great improve- 
ment in the public health during the last fifty years 
had come about largely through coérdinated, codpera- 
tive preventive effort; there was an incipient public 
demand for the extension of those methods into the 
realm of treatment. At present disease was neglected 
in working-class homes through lack of money. 
Early diagnosis could only be made in free centres. 

Dr. D. STARK MURRAY, seconding, assumed that 
everyone agreed that the present position was 
deplorable. The health of the nation could, he 
declared, only be improved by radical changes, 
extending to interference with the environment of 
the healthy. The British Medical Association refused 
to face the facts it had itself found, and its scheme 
perpetuated the worst features of the present services. 
The problem must be considered as a medical one and 
freed from the economic barrier. An ideal medical 
service must be flexible and adaptable to variations 
in the population and the incidence of disease. The 
arrangements must be sufficiently uniform to allow 
staff to be readily interchanged and as good service 
to be given at Land’s End as in the City of London. 
The present uncertainty, financial difficulty, and lack 
of opportunity for research and study could only be 
obviated in a whole-time salaried service, 

Sir HENRY BRACKENBURY opposed the motion. 
He said that Mr. Hastings ignored the preventive 
work that private practitioners did every day. It 
was neither good nor necessarily effective for the 
state to do everything for everybody ; the responsi- 
bility lay also with the doctor and the individual 
citizen. The state should-not provide free services 
for those who were well able to provide them for 
themselves. The attempt to do this was bringing 
Australia and New Zealand to grief. The increase in 
the expectation of life of the average citizen was not 
mainly due to the public preventive services. There 
was no reason why the state, having assumed a part of 
the public-health service, should necessarily go on to 
assume the whole. The mover seemed to think that 
the doctor’s whole business was to discover, label 
and eliminate some disease existing as an entity 
within thehuman body. He would divide hisservice into 
departments according to diseases, each with its army 
of whole-time officials, and bring in the general prac- 
titioner presumably to sort out the resulting muddle. 


* A verbatim report of the debate will appear in the April 
issue of the Postgraduate Medical Journal. 


The doctor dealt primarily not with a disease but 
with a patient, and should be to his patient not merely 
a disease-discoverer but also a health-adviser, a 
sympathetic helper and an understanding friend. The 
general practitioner must therefore be the basic 
factor in a medical service. The principle might be 
best described as free contract, and the essential 
conditions were spontaneity, freedom and continuity. 
Neither the profession nor the public would tolerate 
regimentation. Under a whole-time state service 
the doctor would tend to place first not the interests 
of the patient but the wishes of the body that 
appointed him or of his superiors in the hierarchy 
of the service. The patient would to a large extent 
become the patient not of his doctor but of the service. 
In spite of the advantages of a state service to the 
doctor, few family practitioners would willingly 
give up the satisfaction brought by helpful participa- 
tion in their patients’ joys and sorrows, responsibilities 
and difficulties. He preferred a free-contract service 
—arranged by the state if need be—to a salaried 
official service; a whole-working-life service to a 
whole-time service; and a human service to a regi- 
mented service. A general medical service should 
be something more than a gigantic machine for 
grinding out the public health. 

Dr. FRANK GRAY, seconding the opposition, said 
that a patient had a good idea of the sort of treatment 
he was getting from a general practitioner, and if he 
was not satisfied did not hesitate to go to someone 
else. Government departments were not notably 
concerned with providing first-rate service but rather 
with appearance and cheapness, as in free education, 
and with evading trouble. A patient would not 
take intimate personal problems to an impersonal 
government service. ‘‘ Codrdinated and codperative 
effort” in the L.C.C. maternity and child-welfare 
services meant at present that a woman and her 
child passed through a series of unrelated depart- 
ments. In case of emergency at night none of these 
was available, and she had to call in her private . 
doctor, who knew nothing about the previous history. 
Since 1911 the only efforts to provide instruction in 
preventive medicine had been made by two groups 
of London doctors and not by the Ministry of Health. 
No more damning indictment of a government 
department could be framed. Disease in one member 
of a family affected all the others, and the family 
doctor was indispensable, 

The debate having been thrown open by the 
Chairman, Mr. JOHN BUNYAN said that under National 
Health Insurance the dentist was not allowed to give 
the treatment he considered necessary, but was 
dictated to by an insurance society—the greatest 
racketeer of today. A state service would never 
succeed, for it would be inflexible and would stultify 
any new ideas. 

Dr. D. CLARK expressed the need of the general 
practitioner for help in his frequent rush times and 
for leisure and opportunity to keep in touch with 
advances in medicine, These could be provided only 
by making him a member of a service. 

Dr. GERALD SLOT computed that 40,000,000 of the 
population were either panel patients or dependants. 
The remainder available for the doctors who were 
not of the panel class was only about 5,000,000. 
Most doctors received money from state sources, and 
most said they felt happier under the panel system 
than they had under the old days of contract practice. 
Their complaint against the panel was that its facilities 
did not reach far enough. A patient who went to 
hospital had no free choice of doctor ; nor, practically 
speaking, had those who lived in a rural area. 


THE LANCET] MEDICINE AND THE LAW.—AUSTRALIA [APRIL 1, 1939 777 


Dr, G. DE Swer said that some doctors would not 
mind trying a state medical service if they were 
assured that they would not have their practices 
expropriated without just compensation. He had 
been connected with a satisfactory service which 
` had been domiciliary, open to patients within wide 
income limits, and run largely by the doctors them- 
selves without interference from friendly societies. 

Dr. H. H. MacWu11am thought that the work of 
the doctor of ordinary ability and character would 
be more productive under some form of whole-time 
service than under the present chaotic conditions. 
Doctors did better work when free from the necessity 
to earn money by piece-work. To found the state 
medical service on the municipal hospitals would meet 
all the criticism that had been expressed. 

Dr. E. M. DmocxK blamed the B.M.A. plan for 
doing nothing to improve the efficiency of the 
individual, A state service would give the doctor 
many more contacts, and opportunity for self- 
improvement. 

Dr. C. F. T. Scott saw in the advocates of the 
motion a ‘‘mid-European’’ confusion of thought 
and a belief that bricks, mortar and good bureaucratic 
policing could replace personal contact with the 
patient. 


MEDICINE AND THE LAW 


Damages for Contracting Undulant Fever 


IN the case of Harmer v. Cornford, tried at Lewes 
assizes recently, the plaintiff obtained £195 19s. 2d. 
. damages on the ground that he had contracted 
undulant fever through drinking milk supplied from 
the defendant’s dairy. Plaintiff’s counsel explained 
to the court that this disease resulted from drinking 
the milk of cows suffering from contagious abortion. 
Undulant fever, he said, was not commonly in the 
public notice, but was being diagnosed now with 
greater frequency as the medical profession realised 
its seriousness and its symptoms. A significant 
symptom was a recurrent rise of temperature every 
evening: this occurred in mild forms of the illness: 
in a severe form the illness was often fatal. Mr. 
Harmer was treated by his doctor for a feverish chill 
without improvement; when he went into hospital 
for an operation for hernia, it was not possible to 
operate because of his temperature ; undulant fever 
was then diagnosed. The plaintiff was one of many 
people at Bexhill who drank milk supplied by Mr. 
Cornford ; asin the water-borne epidemic at Croydon, 
many were exposed to the risk without ill effect. 
Medical evidence established that this fever could be 
contracted only from milk or contact with farm 
products; Mr. Harmer’s infection was probably due 
to his drinking milk in the morning undiluted and 
unheated; about 500 cases were reported yearly ; 
the number was increasing with better recognition 
of the disease. The only method of eliminating the 
germ, it was said, was pasteurisation. Statistics 
appeared to show that women were less often infected 
than men and that children were almost immune. 
A veterinary surgeon said that the defendant’s herd 
was perhaps a little cleaner than the average; as 
soon as the diseased cow was detected, it was isolated. 

The plaintiff’s case was framed in two ways. It 
was based on the alleged negligence of the defendant ; 
but Mr. Justice Charles ruled that there was no 
evidence of negligence. Alternatively it was based 
on an alleged warranty that the milk supplied was 
fit for human consumption. The Sale of Goods Act, 


1898, which embodied the existing common law, 
implies the existence of such a warranty. The seller 
of unfit food may also be liable to a penalty under 
section 3 (1) of the Food and Drugs Act, 1938, which 
reproduces the now repealed section 2 (1) of the 
Food and Drugs (Adulteration) Act, 1928. This 
additional complication, it may be recalled, was 
examined not long ago by the Court of Appeal in 
Square v. Model Farm Dairies (Bournemouth) Ltd., 
where there was a question how far the liability to a 
statutory penalty excluded liability to pay damages 
to a plaintiff. This question did not arise in Harmer 
v. Cornford ; in these cases of implied warranty the 
liability of the defendant to pay damages is almost 
absolute. Mr. Justice Charles observed that the 
plain fact was that Mr. Cornford contracted to supply 
milk that was fit to drink, trying as hard as he could 
to do so, but failed. The judge said there was no 
reflection upon the dairyman or his dairy, which 
appeared to be carefully conducted. A Brighton 
pathologist, giving evidence for the defendant, had 
said that the purest milk might contain the germ ; 
the proportion of members of the public affected by 
undulant fever after drinking ordinary milk was 
perhaps 1 in 100,000; the disease could easily be 
mistaken for many others, such as influenza and 
paratyphoid. Another expert witness had said that 
the effect of making it compulsory for milk to be 
free of this particular germ might be to withdraw 
40 per cent. of the milk available for human food. 
The learned judge thereupon interjected the light- 
hearted comment that, if this happened, we should 
all have to take to beer. An alternative, as we have 
said before, is insistence on efficient pasteurisation. 


AUSTRALIA 


(FROM OUR OWN CORRESPONDENT) 


SCIENTISTS AT CANBERRA 


OVER 1100 delegates attended the biennial meeting 
of the Australian and New Zealand Association for 
the Advancement of Science which was held in 
Canberra from Jan. 11 to 18. Overseas visitors 
included Prof. F. T. Brooks, Prof. Ralph Carr, Dr. 
Anita Mühl, Sir E. John Russell, Prof. N. V. 
Sidgwick, Sir John Flett, Sir George Simpson and 
Mr. H. G. Wells. The inclusion of sections of history, 
economics and social science, education, psychology, 
and philosophy is a welcome indication of the present 
tendency to extend the application of scientific 
thought and method to fields other than those usually 
recognised as pure science, In spite of this, the 
congress was perhaps disappointing in that no con- 
structive recommendation of any social significance 
emerged from it. One two-hour discussion on Science 
and Society represented the sole official attempt to 
relate the discoveries of science to the experiences of 
our daily lives. However, one of the less obvious 
advantages of any congress of this nature is the 
opportunity it provides for personal contact between 
experts in different fields and consequently for the 
coordination of effort and integration of ideas. 


PHYSICAL FITNESS 

In his presidential address to the medical section, 
Dr. E. Sydney Morris, director-general of public 
health in New South Wales, said that although the 
average Australian compared favourably in physique 
with the average person of other countries, he fell 
short of what was possible considering his natural 
advantages. Under modern conditions physical 
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activities were subordinated to intellectual functions. 
It was necessary to establish equilibrium between 
mental and physical effort. While universal state 
education was enforced by law, the maintenance of 
physical health was left largely to the individual. 
Provision was necessary for the needs of three groups : 
children of pre-school and school age, adolescents, 
and adults. Effective medical supervision was 
necessary to protect undernourished or otherwise 
handicapped children against unsuitable exercises. 
To make any organisation generally effective full 
advantage would have to be taken of the press, 
broadcasting, and other methods of propaganda. 
Success would also depend on the organisation of 
leisure time so tikat the advantages of physical 
education could compete with commercial forms of 
entertainment. | 

Dr. Fritz Duras, direia of physical education at 
the University of Melbourne, pointed out that 
physical fitness implied something much wider than 
fitness for games or exercises. It should be approached 
through central research institutes, where the effects 
of various kinds of exercise on different’ :epresenta- 
tive types could be studied. With this should be 
associated the training of teachers, who would, be 
responsible for the third stage of the process—the 
application to the community of the results obtained. 
(The Council of Physical Fitness is asking the federal \. 
government to provide lectureships in physical 
education and the necessary equipment at each of 
the Australian universities, at a cost of £12,000 a year.) 
Dr. Duras also discussed the radiological measure- 
ment of heart size after various types of exercise. 
He had found that heart size decreased during static 
work, increased during moderate dynamic work, and 
increased only slightly, if at all, during more strenuous 
work, After exercise the size of the heart fluctuated 
about a continually increasing mean, and might not 
return to pre-exercise measurement for 48 hours. 

In measuring the maximum physical work of 
which human beings are capable Dr. F. S. Cotton 
(Sydney) had found that champion cyclists can put 
out over half a horse-power for five-minute periods. 
This is materially higher than that previously 
recorded for Olympic oarsmen, in spite of the fact 
that their figures included a somewhat arbitrary 
allowance for work not used in propelling the boat. 

Dr. E. A. Machin, principal medical officer to the 
education department of New South Wales, suggested 
that many school-children develop uneven shoulders 
because of the over-use of their right hands. In a 
survey last year of over 16,000 children attending 
state schools in New South Wales it was shown, he 
said, that 34 per cent. of boys had uneven or dropped 
shoulders. A heavy school-bag carried in the same 
hand every day will tend to pull the shoulder down, 
but this is by no means the only cause of dropped 
shoulders. They are associated with the general 
one-sided development of the shoulder-girdle muscles. 
The survey also showed a high correlation between 
wrongly designed footwear and deformities of the 
feet. Of the children examined 77°3 per cent. had only 
slight medical defects or none; 20:4 per cent. had 
remediable, including dental, defects; 1-9 per cent. 
had permanent but not seriously incapacitating 
defects; and 0-4 per cent. had defects causing 
permanent serious incapacity. Posture was good in 
27 per cent.; average in 43 per cent.; below 
average in 26 per cent, ; and poor in 4 per cent. 

An examination of the food of public-school boys 
was discussed by Dr. H. S. Halcro Wardlaw, lecturer 
in biochemistry at the University of Sydney. He 
showed that the consumption of building substances 
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increased with the boys’ weight, while consumption 
of energy foods increased more slowly and in propor- 
tion to surface area. Expressed in adult-male units 
the group had an average daily consumption of 2600 
calories, made up of protein 95 g., fat 100 g., carbo- 
hydrate 352 g., and mineral matter 19 g. The group 
studied were taller and heavier than a comparable 
group of state schoolboys, and were very similar to a 
comparable group of English boys. The English 
schoolboy however has a total energy consumption 


about 10 per cent. greater than that of his Australian 


prototype. This difference is attributed to difference 
in climate. 


NATIONAL INSURANCE ABANDONED 


The federal government has now decided to 
abandon completely its national-insurance scheme. 
In a desperate attempt to preserve the plan, even if 
only in skeleton form, several less comprehensive 
schemes were considered, but a clear majority of the 
cabinet favoured the complete abandonment of the 
act. This decision is understood to have been come 
to, first, because of fear that the financial burden 
involved might stifle normal developmental expendi- 
ture if it fell simultaneously with the heavy defence 
programme and while the greater part of the Common- 
wealth is suffering from the effects of severe drought 
and widespread bush-fires; and secondly, because the 


\act is highly unpopular throughout Australia, and 


Ns introduction against the wishes of the people 
might lead to grave political consequences, The 
opposition to the scheme in the ministry itself, 
though strong when Parliament adjourned in 
December, has increased immensely since. In the 
past two, months members of the cabinet have ` 
moved fredly in their electorates and have been 
astonished at the intensity of public feeling against 
national insurance. The abandonment of the scheme 
will render a the considerable sums already 
spent on organišation and administration. Already 
156 approved societies have been formed, 60 by trade- 
unions, 59 by friendly societies and 37 by miscel- 
laneous organisations. These societies have incurred 
heavy expenditure in providing office accommoda- 
tion and furnishings, in anticipation of the full 
operation of national insurance in September, and 
many men have left lucrative positions to take 
administrative posts with the societies. It is to bo 
hoped tkat it will be possible to introduce a modified 
scheme when the nation is better prepared to handle 
developmental measures. 


PARIS 
(FROM OUR OWN CORRESPONDENT) 


ARRANGEMENTS FOR VISITING DOCTORS 


AT the annual meeting of the Association pour 
le Développement des Relations Médicales (A.D.R.M.) 
the founder and tireless leader of this organisation, 
Prof. Hartmann, reviewed its many activities during 
the past year. No fewer than 3252 persons were 
received in the offices of the association, and some 
2000 requests for information and so on were made 
by letter. The association also gave its assistance 
to groups of doctors visiting Paris from England, 
America, and other countries, and arranged for some 
80 students from abroad to exchange with French 
students and come to France for a month during 
their holidays. The association hns also given wide 
publicity abroad to the educational facilities available 
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at certain French provincial medical schools, such 
as those of Montpellier, Strasbourg, Nancy, Bordeaux 
and Lille, and has made arrangements with a reliable 
American publisher for the reproduction of French 
works abroad. Not the least important of its activities 
is the organisation, in coöperation with the American 
Medical Society of Paris, of postgraduate courses in 
English this summer under the auspices of the Paris 
Faculty of Medicine. A list of these courses, with 
information as to where to go and what to see, may 
be obtained from A.D.R.M. Salle Béclard, Faculté 
de Médecine, 12, rue de l’Ecole-de-Médecine, Paris. 


PROSECUTION OF THE DIRECTOR OF AN UNAUTHORISED 
PRIVATE ASYLUM 


Article 5 of the law of June 30, 1938, requires 
official authorisation of anyone conducting a private 
asylum in which the personal liberty of the patients 
is restricted. This law was recently invoked at 
Nantes, when a certain doctor was prosecuted for 
having treated patients in an institution not recognised 
by the authorities as an asylum. The defendant 
claimed that his hospital had been run as an “‘ open ” 
or ‘‘ free ” institution, and it had not therefore been 
affected by the law of June, 1938. He insisted that 
he had never admitted mental patients dangerous 
to themselves or others, and requiring restrictive 
measures in the interests of public order. His 
patients had, indeed, only been subjected to such 
supervision and protection as was required for their 
treatment or was needed for the maintenance of 
discipline in the establishment. But according to the 
evidence of the prosecution, some of his patients were 
definitely insane. And undoubtedly two of them 
had committed suicide while in this institution. 
The heaviness of the fine imposed on the doctor in 
this case for having contravened the law doubtless 
reflected the determination of the authorities to 
discourage the running of private asylums by undesir- 
ables. A trivial case in itself, perhaps. But it is 
a sign of the times and of the tightening by the 
central public-health authorities of the control of 
the practice of medicine throughout the country. 


ATTENDANCE AT ROAD ACCIDENTS 


The report of the Union Nationale des Associations 
de Tourisme for 1938 includes an account of the 
system adopted for dealing with casualties on the 
roads. The U.N.A.T. has organised 2408 first-aid 
posts at the most frequented points on the French 
main roads, and has put in charge of each someone 
of good character and with a sedentary occupation, 
such as the keeper of a public-house, a garage or a 
small shop, who can be counted on to be on the spot, 
particularly on the days when road traffic is greatest. 
These people are not salaried, but are given 15 francs 
for every notified accident to cover telephone and 
other small expenses. Their outfit includes two sets 
of forms and a list of approved doctors. On one form 
they must notify the U.N.A.T. of any accident 
within 24 hours. The other form is for the doctor who, 
if his account is not settled forthwith by the patient, 
sends a claim for 50 francs on this form to the U.N.A.T. 
The Union then pays the doctor 40 francs and retains 
10 francs to cover failures to obtain the fee from 
certain patients. When a doctor finds a colleague 
already in medical charge of a road accident, he 
puts in a claim for 25 francs and receives 20 francs 
from the U.N.A.T. This scale of charges has been 
found in practice to be satisfactory. During 1938 
the first-aid posts of the U.N.A.T. notified 2402 
accidents to 3386 persons, 151 of whom were killed. 
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In 1937 the corresponding figures were 2439 accidents, 
3376 victims, and 123 deaths, so that although there 
was little change in the number of accidents there 
was a considerable rise in the number of people killed. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


A HOSPITALS BILL 


THE Hospitals Bill, 1938, which has given rise to 
certain apprehensions on the part of those interested 
in the voluntary hospitals, has now passed both 
houses of the Oireachtas. On the face of it, it appears 
to be an innocuous and possibly useful measure, but it 
has some dangerous possibilities, It provides that, 
on the application of the governing body of a 
voluntary hospital and with the consent of the local 
authority, the Minister for Local Government and 
Public Health may issue an “establishment order ” 
in respect of such hospital which will have the effect 
of putting the hospital under the control of the local 
authority. Hitherto such a change of control required 
the authority of an act of Parliament in each case, 
and two such acts were passed in recent years, dealing 
with fever hospitals in Dublin and Cork. It was 
stated that two maternity hospitals—one in Cork 
and one in Limerick—were anxious to obtain similar 
change in their:status, and that the bill was intro- 
duced to avoid the necessity of special legislation in 
these and other cases in the future. In criticism of 
the measure it was pointed out, both in the Dáil and 
in the Senate, that an apparently harmless bill 
proposed to transfer important powers from the 
legislature to a government department, and that 
there was danger of the bill being used in the future 
to exercise undue pressure on a voluntary hospital. 
Since the sweepstakes were established voluntary 
subscriptions have dwindled greatly, and most of the 
hospitals depend on grants from the sweepstakes 
funds to meet their annual deficits. As the sweep- 
stakes funds are in the control of the Minister for 
Local Government and Public Health, it is easy for 
him to exercise such pressure as will compel a 
voluntary hospital to ask for an “establishment ' 
order.” A pledge was given by the Parliamentary 
Secretary, who was in charge of the bill, that no 
financial pressure would be exercised by the Minister 
in such a case. In reply it was pointed out that 
such a pledge was good so far as the immediate 
future was concerned, but was of no avail in binding 
the successors of the present Minister. 


SWEEPSTAKE DRAW 


In opening the draw of tickets for the sweepstake 
on the Grand National steeplechase, Viscount 
Powerscourt announced that the sum to be made 
available for the hospitals would be £446,456. The 
total sum accruing to hospitals from the twenty-six 
sweepstakes that have now been held has amounted 
to £13,447,763. 


CENSUS REPORT 


Another volume of the detailed reports of the 
census of the Irish Free State of 1936 has just been 
published. It deals with ages, orphanhood, and 
conjugal conditions, classified by area only. It is 
entitled Volume V, Part I, but is in fact the second 
of the entire series of volumes to be published. Great 
care has been taken to make the record of ages as 
accurate as possible and to avoid the weighting which 
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on previous occasions occurred on the ages ending in 
“0” or “5.” Two facts stand out from the returns: 
the trend to an ageing population and the late age 
of marriage. For example, the number of persons 
under twenty-one years of age has diminished by 
47,000, or 5-4 per cent., between 1926 and 1936, 
while the number of persons over fifty-five has 
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increased by 52,000, or 10 per cent. In regard to 
marriage it is shown that of persons of the age- 
group 25-29 no less than 82:3 per cent. of the males 
and 64:1 per cent. of the females are single, while 
of the entire number of persons over fifteen no less 
than 56-8 per cent. of the males and 47-2 per cent. 
of the females are single. 
\ 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM AN ONLOOKER 


I 


To hear people talk, one would imagine that doctors 
are just ordinary men and women with a technical 
training. If true, this is a revolution. For hitherto 
we have been something more; indeed something 
different: we have been members of a profession with a 
code of rules dividing us from ordinary men, The object 
of these rules, I take it, was to break down the hesita- 
tion a person might feel in consulting an ordinary 
neighbour, however skilful; and that is why we 
were supposed to respect confidences, abjure prejudice 
against particular races, classes or opinions, and 
pretend not to mind about money. Anyone abiding 
by such rules is far more to his clients than a medical 
expert: the original simple relation of man to man 
is superseded, 

The right and proper relationship of doctor and 
patients seems to me to deserve closer attention 
than it gets from most of us; for it is, or should be, 
the basis of all opinions on medical organisation and 
the future of the profession (pace, of course, Herr 
Hitler). 

In what we call the traditional relationship the 
doctor plays three parts, with varying emphasis: 
he is a money-earner; he is an expert; and he is a 
kind of father-substitute. He is also a citizen, 
with a citizen’s obligations ; but as he tends to think 
the laws of society less binding than the laws of his 
profession he is less than other men a servant of the 
state. This traditional relationship, established 
through the centuries, could be seen in fairly pure form 
in many an English town and village until quite lately. 
At its best it was profoundly satisfactory, for the 
man entrusting himself and his family to a capable 
practitioner had little reason to doubt either his 
loyalty or his knowledge. The doctor, it is true, 
might put ‘‘professional etiquette” above the 
interests of a particular patient ; but the upshot was 
likely to be the same, for the code itself insisted that 
the patient’s interests should be considered before all 
others. As for the adequacy of the help given, the 
whole range of necessary knowledge was held to be 
within a single doctor’s comprehension ; and although 
a second opinion would no doubt be invoked in 
emergency the basic fact was that the practitioner 
accepted full responsibility from birth till death and 
to the limit of his strength and skill. 

All this, it may be said, is unchanged in 1939; 
and it is true that the doctor still combines three 
parts as money-earner, expert helper, and father. 
But the congregation of people into big cities, the 
strengthening of the social conscience, the intrusion 
(or benevolence) of governments, and the advance 
of scientific methods, have wrought immense changes 
in practice as a whole. Not only has the emphasis 
changed, so that it often rests more strongly on money- 


making; not only does expert help require division 
of labour and elaborate equipment; but also the 
doctor has acquired new rôles. He has now become 
to a greater or less extent an instrument of govern- 
ment, so that doctor and patient often face each other 
as state official and citizen; and he has become an 
instrument of research, so they may meet as scientist 
and ‘‘ case.” Unless we have clear ideas about the 
situation of the doctor as money-earner, expert helper, 
father, state official, and scientist, we are not really 
in a position to propose or oppose schemes for reorganis- 
ing medical work. 
* k * 

The doctor must live and must have money to 
live with, He may be paid by his patients or he 
may be paid by someone else; but he must be paid. 
Even if he cares more for his work than for money 
his relations with his patients must eventually be 
coloured—and in fact they are deeply coloured—by 
the system on which his livelihood is secured. 

In the modern community there are really only 
three ways of paying doctors: (1) by fees for each 
service rendered; (2) by capitation fees for each 
patient on the doctor’s list; and (3) by a salary. 
Our incomes may be much the same whichever is 
adopted, for fees and salaries are alike based on a 
consensus of opinion about the standard of living 
appropriate for medical men'and women. But 
though the annual totals in the pass-book may be the 
same the three ways in which they are reached are 
very different, and the doctor-patient relationship 
differs according to which is used. In private practice, 
as someone has put it, we depend for our living on the 
misfortunes of our friends; whereas with a salary 
or a capitation fee this necessity is avoided. Doctors 
in private practice or receiving capitation fees must 
try to attract as many patients as they cau ; whereas 
those with a salary need not please their patients if 
they can please their paymasters. 

The three methods, with their important reactions 
on practice, arise from two political philosophies and a 
compromise between them ; and‘those who plead for 
one or other often display the strong affective tone 
evoked by criticism of deep-seated beliefs. The 
cleavage of opinion is seen if we reflect for a moment 
on the present situation of medicine, What is 
happening is this: the demand for medical care has 
become greater than ever, but so has the cost of 
providing it; and a smaller and smaller proportion 
of people can afford to buy it at a price that makes 
its sale profitable. The current method of paying 
practitioners—the fee for each service rendered— 
has become a barrier that the patient cannot surmount 
and must try to circumvent, In such circumvention 
he is increasingly aided by the state, since efficient 
medical care is obviously in the national interest and 
must often be provided by the government if private 
enterprise fails. 
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The hungry peoples want bread but cannot have 
enough because no profit can be made from selling 
bread at a price they can pay : we call this starvation 
in the midst of plenty. The ailing peoples want 
preventive and curative medicine but cannot have 
enough where doctors must make a living from what 
they sell. Instead of being too ill to see the doctor, 
like the lady in Punch, they are too poor to see him ; 
which is almost as ridiculous. 

Surrounded, as we are, by examples of prosperous 
practice in contented communities, this sounds like 
an over-statement. I do not for a moment suggest 
that private enterprise does not still bring good 
returns and offer efficient service when conducted 
among the well-to-do. But the fact remains that it 
has now become definitely unprofitable to under- 
take efficient service among the poor. As medicine 
advances, the practitioner’s training must be longer 
and his equipment more expensive, As medicine 
advances, there must be more specialists, and special 
and costly apparatus, for more elaborate investigation 
—and sometimes even treatment—of disease. The 
sick man can no longer be content with a single 
doctor, but often needs the aid of many, and of their 
machines. But only the rich can pay for the help 
that all these doctors are ready and anxious to provide, 
and the mass of the population does without the 
aid of scientific medicine or else gets it from semi- 
charitable or state-provided institutions. 

In good times much money can still be earned by 
practising among the rich or by giving incomplete 
service to the poor, but there is more and more 
competition to secure the comparatively small number 
of fees that are genuinely remunerative. In bad 
times the less successful members of the profession 
have to do so much of their work for little or nothing— 
lest they lose it altogether—that they can no longer 
afford to live, or educate their children, according 
to their station. The production costs of medical 
care have made it too expensive for most of its would- 
be purchasers. 

The state of affairs today is not of course essentially 
new. Always there have been large groups of people 
who could not possibly pay for their medical care— 
people among whom medical practice was unprofitable, 
All that has happened is that the rising cost of such 
care has enlarged these groups, so that they now include 
most of the middle classes. By no means paupers, 
these have become (as the Americans call it) 
“ medically indigent,’ since their resources seldom 
suffice to meet the full cost of unexpected illnesses 
and operations, or even of adequate advice. 

The new element in the situation is the growing 
assumption of medical responsibility by the state, 
which now employs a substantial proportion of the 
medical] profession in filling the more obvious of the 
gaps left by the private enterprise of their colleagues 
and of charity. The more numerous the medically 
indigent become, the more this kind of provision 
increases, and the worse the outlook appears for the 


private practitioner. 
* * xæ 


Faced with financial loss, doctors, like other citizens, 
appeal to Cæsar. Either they say: The state must 
henceforward take care of everybody who cannot 
pay us properly (but not of anyone who can) so that 
we can go on practising at a profit as of old. Or they 
say: Let the state establish an economical medical 
service for the whole nation and pay us salaries for 
working it. In the United States the American 
Medical Association, taking the first line, is trying to 
preserve, and even enlarge, the field in which medicine 
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can still be practised on a fee-paying basis. In. 
Soviet Russia the second alternative has been chosen, 
and the benefits of medical science are to be given 
to all citizens in the same way, whether their wages 
are large or small, 


Each of these two opposite policies is a reflection of 
the economic system of its native country. The 
United States are capitalist, and the capitalist who 
finds himself in low water demands that the state 
shall stop interfering with the natural working of 
capitalism—except that it must protect him from 
competitors. The state, the capitalist holds, may 
and should-undertake the unprofitable tasks that are 
of national importance, but must give him a clear 
field wherever profits can be made. The American 
doctor realises that his fee-for-service system will 
not serve the whole community, but demands that 
no-one shall provide any other system for patients 
who are financially worth treating ; private enterprise 
must be defended to the last. Soviet Russia, on the 
other hand, is a socialist country, and in a socialist 
regime the profit motive ceases to govern government, 
and the monetary contract between doctor and patient 
is abandoned on principle, whether it serves a purpose 
or not. Somewhere between these two extremes 
lies our own country—a capitalist state in which 
socialist and charitable measures have been used 
as a prophylactic against revolution; a capitalist 
stock bearing a socialist graft; a golden laburnum 
with branches of red hawthorn so big and flourishing 
that some mistake them for the tree itself. 

According to British political philosophy the state 
may only interfere with industry reluctantly and at 
the last moment, to avert a breakdown; and it will 
usually subsidise a private enterprise rather than 
take it over. This distrust of fundamental changes 
and large planning, coupled with a sense for saving 
the situation, is seen in its relations with medicine. 
State and municipal hospitals and services were 
inevitable because no profit could be made out of a 
great mass of medical needs that cried to heaven for ` 
attention. But private enterprise was still regarded 
as the right and proper means of purveying medicine, 
and to secure its survival among the working-classes the 
Government arranged a national health-insurance 
scheme—with a subsidy from the taxpayer, The 
British Medical Association wishes to see this scheme 
extended as the basis of a Medical Service for the 
Nation. Meanwhile, however, the government and 
municipal medical services, though grudgingly 
established, have begun to attain the moderate 
efficiency of most of our other social enterprises, and 
so many doctors are already employed by them that 
they offer an alternative nucleus for a national 


service. 
a xæ * 


At the moment, then, the American doctor likes 
a fee from his patient, the Russian doctor likes (or 
has to put up with) a salary, and the English doctor 
is said by his representatives to prefer a capitation 
fee if he cannot get an ordinary one—but does not 
seem unready to accept a regular income, These 
points of view are what one might expect from the 
social and economic outlook of the various nations. 
But surely there is room for a little independence of 
thought among scientific and professional men % 
If our main object is (as it should be) to secure the 
best possible relationship between patient and 
doctor, and if this relationship differs (as it does) 
under the three systems, should we not try to base 
our preference on evidence and arguments rather 
than on political beliefs ? 
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MENTAL NURSING 


Siz,—Dr. Pilkington’s letter in your last issue 
emphasises a point that many people ignore—that 
mental nursing is something completely different 
from general nursing. A knowledge of anatomy and 
physiology is of very little direct value to the mental 
nurse since he has to deal with the patient as a 
personality and not from an anatomical or physio- 
logical point of view. At present the new probationer 
is thrust untrained into a ward which may contain 
anything up to one hundred insane people, some of 
them probably epileptics who may greet the new- 
comer with a fit; this to the uninitiated is bound to 
be frightening. It is only natural that the novice 
will copy the methods adopted by his seniors, them- 
selves relics of a bygone day, and come to believe 
that force is of prime necessity in handling such 
patients. Thus the miserable picture continues of 
quiet patients standing idly about while noisy ones 
are man-handled. I would suggest that it is imperative 
that new entrants to mental nursing should at first 
be kept strictly apart from nurses who learned to 
handle patients by the methods of former days. 
Some such scheme as the following would achieve 
this. 

For the first six months of his training the nurse 
would not enter a ward at all, his time being spent 
exclusively in the occupational therapy room and 
lecture theatre. Mornings would be devoted to 
lecture-demonstrations on the various kinds of 
patients ; examples of each type from the stuporose 
to the maniacal would be shown and detailed informa- 
tion given as to the best way of managing them. 
Anatomy and physiology lectures with demonstra- 
tions of the cadaver could be given and these subjects 
dealt with far more adequately than by the once- 
a-week lectures now current. One can only feel 
sympathy for nurses who at present have to learn 
anatomy without ever seeing a dissected subject. 
Even more important still would be lectures on 
occupational therapy which the nurses would then 
regard as a normal method of therapy instead of as 
a waste of time and materials, a view only too common 
at the present time. Afternoons would be devoted 
entirely to practical occupational therapy. Here 
the nurse would become reasonably proficient in the 
various therapeutical crafts and have it drummed 
into him that the one sin which cannot be condoned 
is to see an employable patient sitting idle in the 
ward. After six months of such training the nurse 
would proceed for a similar period to the infirmary 
ward and thence by easy stages to the refractory 
ward. Only too frequently does one see young 
nurses introduced to their training via the refractory 
ward with obviously evil results. 

It may not be feasible for individual hospitals to 
provide such training as outlined above, but it would 
surely be possible to establish half a dozen centres 
throughout the country towards the cost of which 
all mental authorities could contribute. The mental 
service is today top-heavy in all its departments in 
that its standards are set by men and women who 
learned their job in the bad old days when restriction 
and force were the order of the day. Such a scheme 
as I have outlined would do much to redress the 
balance and infuse new life and new standards into 
the service. Nurses would then go to the wards 
imbued with the latest knowledge as to how patients 
should be managed, instead of falling into the 
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unfortunate ways of the oldest member of the ward 
staff, the chief charge nurse. 
I am, Sir, yours faithfully, 
A. M. SPENCER. 
Banstead Hospital, Sutton, Surrey, March 27. 


ABRIDGED LIFE TABLES 


Srmz,—Medical officers who wish to construct 
abridged life tables should not be encouraged to accept 
too readily the contention of Drs. Hill and Hyder, in 
your issue of Jan. 28, that Snow’s method (Suppl. to 
75th annual report of the Registrar-General, part IT) 
is applicable under modern conditions or the tacit 
suggestion that it is the best method. Moreover, 
some dissatisfaction may be expressed with a demon- 
stration which omits to mention either the amount of 
arithmetical work or the mathematical assumptions 
involved in the method or to compare the method 
with other processes which may have equal, if not 
better, claims to consideration. 

Snow’s method is based on the assumption that the 
shape of the curve of qz (the rate of mortality) does 
not vary appreciably from year to year or from 
district to district. It is true that the secular varia- 
tion of this shape is not substantial and it is not 
surprising that results close to English Life Table 
No. 10 were obtained (by applying Snow’s constants 
based on England and Wales to data from England 
and Wales). This test does not however deal with 
the conditions of practice—i.e., the construction of a 
sectional life table relating to an area smaller than 
England and Wales, such as a county. Itis here that 
Dr. Snow’s assumptions may under certain conditions 
break down. It may not be correct to assume that 
the relationships between rates of mortality and 
survival factors based on England and Wales will be 
closely reproduced in data relating to (say) Durham. 


A test of Snow’s method against a full table based on 


a county would have been more convincing. 

Generally statistical workers will have perhaps less 
confidence in empirical methods such as Snow’s and 
more confidence in methods which adhere more 
closely to the special features of the data from which 
a life table is being constructed—for example, the 
method of G. King (Suppl. to 75th annual report of the 
Registrar-General, part I) or the method of Hickox 
shown in the Journal of the Institute of Actuaries 
(1930, 61, 86). l 

I am, Sir, yours faithfully, 
B. BENJAMIN. 
Dale Wood Road, Orpington, Kent, March 10. 


CARDIAZOL CONVULSION THERAPY 


Sır, —We have read with great interest Cook and 
Ogden’s article in your issue of Oct. 15, 1938, on the 
treatment of severe and intractable cases of manic- 
depressive psychoses by Cardiazol convulsions. We 
have tried the treatment on several similar cases 
but the time since treatment is too short to give a 
definite opinion. The following case, however, is well 
worth recording. | 


A banker, aged 62, has been suffering from a very 
severe form of involutional melancholia for the last 
four years. He showed signs that his condition was 
passing to senile dementia: his speech was mono- 
tonous and very poor in content, and there was 
always smacking of the lips. In the four years 
many forms of treatment, such as with opium, 
testicular extracts, and Benzedrine sulphate, were © 
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tried with no effect, and he appeared to be a lost 
case. After reading Cook and Ogden’s article, we 
decided to try cardiazol after the method of Meduna, 
the patient’s heart, blood-pressure, and urine show- 
ing no contra-indication. After the first convulsion 
the patient, who formerly disturbed everybody with 
his stereotyped delusions, became quiet; after five 
convulsions he began to clear up; and now, after 
twelve convulsions, he is absolutely clear, smiles, 
shaves himself, takes interest in his dress, and has 
resumed his former activities. 


It appears therefore that cardiazol offers a cure for 
involutional melancholia even in a patient at such an 
age and after so many years of illness. This thera- 
peutic effect further emphasises the fact that the 
border between the depressions and involutional 
melancholia is not distinct. 


We are, Sir, yours faithfully, 
Hans Horr, 


Royal Hospital, Baghdad, Feb. 28. J. A. SHABY, 


GOLOUR OF VENOUS BLOOD IN RHEUMATISM 


Str,—Some years ago when carrying out the 
ordinary sedimentation-rate test on venous blood by 
Westergren’s method, I noticed that in almost all 
severe cases of rheumatoid arthritis the blood was a 
curious pale red colour, very like Chinese lacquer. 
The colour is seen most easily in bright sunlight or 
electric light. At first I attributed this colour to 
the fact that arthritic patients cannot take much 
exercise, but against this I found that it was also 
seen in early cases of arthritis and in young athletic 
people who had suddenly developed rheumatism and 
who had been taking active exercise up to the time of 
the blood test. Again, the red colour is present in 
hunting men who have been seized with lumbago 
and in early and chronic osteo-arthritis. If the blood 
is kept in a Westergren’s tube for 24 hours it slowly 
turns to a dark mahogany colour which is normal 
for healthy venous blood. I should be interested to 
know if any others have observed this almost constant 
phenomenon, i 

I am, Sir, yours faithfully, 
VERNON HETHERINGTON. 


Weymouth Street, W.1, March 17. 


SALE OF PATENT MEDICINES 


SIR, —A fortnight ago there was broadcast in the 
National programme a discussion on “patent” 
medicine. The impression I had when listening was 
that one of the trio who engaged in it said that 
poor people had a perfect right to do what they 
liked with their money. I find on reading the report 
in the Listener that I was not wrongly impressed. 
Before pursuing this point let me quote something 
else the samo speaker said: ‘“‘ between the manu- 
facturer and the public there is always the chemist. 
Practically the whole of this trade passes through the 
chemist’s hands ... a highly trained man with great 
knowledge of the goods that he sells, and the strongest 
sense of the dignity and importance of his job.” 

Now, first, I dispute the right of a manufacturer 
to persuade the poor to spend money on medicines 
which would be better spent on bread ; second, as a 
chemist, I resent the compliment that I have a “ great 
knowledge” of the goods which the secret-medicine 
manufacturer makes. I have not the slightest know- 
ledge on the subject and I regard it asan impertinence 
that the “ knowledge of the chemist” should be 
utilised to bolster up a trattic which offends prac- 
tically the whole of the craft. But there is another 


point. There are in this country some 15,000 
chemists’ shops ; there are also 135,000 shops whose 
owners are licensed to sell ‘‘ patent ° medicine by 
virtue of the payment of a yearly fee of 5s., and I 
am told on the best authority that the fees for the 
licences of a very large number of these shopkeepers 
are paid by manufacturers of ‘ patent ’’ medicines. 
Digressing for a moment, may I add that the fees are 
sometimes paid, through the shopkeepers, in kind 
and not in cash ; that is to say, five-shillings-worth of 
goods are given free to the shopkeeper, who instead 
of paying the five shillings to the supplier, pays five 
shillings for the licence. Question: Does the 
generosity of the manufacturer cost him in some cases 
more than fivepence? If my old friend the late 
Colonel E. F. Harrison was right. it often costs less 
than that. 

How can the statement that ‘‘ practically the whole 


_ of this trade passes through the chemist’s hands ” be 


reconciled with the fact that of the 150,000 people 
who sell “patent” medicines only 15,000 are 
chemists ? It is common knowledge that most of 
the holders of patent-medicine licences are owners of 
little shops patronised by the very poor. 

I am, Sir, yours faithfully, 


Whitehall Place. S.W.1, March 24. F. C. GOODALL. 


INQUIRIES ABOUT HOSPITAL PATIENTS 


Sır, —I was interested to read Dr. Lockhart’s 
letter on inquiries about hospital patients by their 
relatives, for the same difficulty occurs in this locality. 
As a rule the staff of the local hospital are most 
courteous in replying to questions, both from relatives 
and from doctors ; but I have had many complaints 
that relatives, and doctors, on telephoning to inquire, 
have had appalling delay in establishing contact with 
the person concerned. When one realises that most 
calls by relatives are from a call-box, possibly from a 
distance, where ‘‘ three minutes ” is the extent of the 
call, and that the ordinary working man cannot 
afford to repeat his three minutes up to fifteen 
minutes, at 6d. a call, one feels that the first essential 
in good staff management of a general hospital is a 
thoroughly efficient porters’ and house-telephone 
service. 

I do not want to bring on my head the wrath of 
our otherwise excellent hospital telephonists, else my 
time spent waiting with my ear to the receiver would 
extend to infinity ! Therefore I sign myself 

Yours faithfully, 


Bath, March 27. ‘* THREE MINUTES PLEASE.” 


ROYAL SusseEX COUNTY HOSPITAL, BRIGHTON.— 
Speaking at a meeting on March 15 Dr. Donald Hall, 
chairman of the governors of this hospital, protested against 
the heavy burden laid on hospitals by the rates. Dr. Hall 
said: ‘‘As we extend our services to the public, so 
in proportion are we penalised by the municipal 
authorities.” He was referring to the new Latilla depart- 
ment for the treatment of the deformed, the crippled, 
and the injured which has resulted in an increase of £158 
per annum in the rates pavable by the hospital. Dr. 
Hall welcomed the statement that had recently been 
made by the Mayor of Hove that the time had come for 
closer coöperation between the voluntary hospitals of the 
twin towns, and he reminded his hearers that another 
step towards this coöperation was likely to be taken soon. 
He said he felt sure thev would succeed, and that eventually 
all would come together in one corporate body. Once 
that was done it would be the aim of the governors to go 
further and to see the voluntary and public hospitals 
working hand in hand. 
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ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 


SOME of the best debating in the House recently 
has been on the Criminal Justice Bill. During last 
week clause 32 (abolition of power to pass a sentence 
of corporal punishment) was debated before Standing 
Committee A with Major Lloyd George in the chair. 
(Major Lloyd George by the way is a possible for the 
speakership and his conduct of the proceedings 
on the Criminal Justice Bill has enhanced his reputa- 
tion.) The clause as drafted was presented for 
acceptance by the Government and the debate 
arose on an amendment by a private member continu- 
ing the power to inflict corporal punishment but 


making it necessary to have the sentence confirmed ` 


by the Court of Criminal Appeal. Speeches were 
not framed on lines of party politics and were always 
sincere and often passionately sincere. Mr. Rhys 
Davies, leading the Labour Party members on the 
committee, spoke of his experience on the committee 
which dealt with juvenile delinquency and signed the 
minority report in favour of abolishing the birching 
of boys. He said “‘ I came to the conclusion that it 
was really an offence against human nature itself 
that society should impose this punishment upon 
boys.” Mr. Davies recalled that in the agitation for 
women’s suffrage he said that when women came into 
public life the law would be more merciful. But it 
was not so. Women members on the standing com- 
mittee supported flogging. One Conservative member, 
speaking against flogging, got ‘‘ lit up ” and said that 
another Conservative wished to impose the penalty 
of flogging for all men, whether for sexual offences, 
cruelty to animals, or under the Riding Establish- 
ments Bill, and said he knew that another Conservative 
regarded him as a “sloppy sentimentalist,” which 
was heatedly denied. Lady Davidson said that 
“ many of us are deeply anxious because of the lack 
of discipline which is apparent in the whole race at 
the present time.” She spoke of standards of conduct 
going down and of the lack of religious and moral 
training in the home. Lady Davidson spoke with 
gravity and evidently with a deep sense of her 
responsibility and announced her vote against the 
abolition of flogging and her intention to do every- 
thing she could in the House of Commons to defeat 
it. Mr. George Griffiths, Labour M.P., who has 
been soldier and Salvation Army officer as well, 
told of his own flogging by a farmer for stealing 
crab-apples from a hedge, and of the grudge he 
carried until manhood ‘‘ when a turn came in my 
life and I forgave him.” 


The report is too long to quote further but it is a 
human document worth reading and it is called 
“ Official Report, Criminal Justice Bill, Tuesday, 
21st March, 1939,” and is priced at sixpence. 


* x * 


On Wednesday the 22nd there was a debate in 
the chamber of the House on the report of the com- 
mittee of inquiry into the anti-tuberculosis service 
in Wales. The report is a long one running to 291 
pages and could have been compressed with advan- 
tage. The evidence on which it is based is not 
printed and is only available in neostyled form in 
the House of Commons library, and this is an injustice 
to the committee who drew up the report and a 


difficulty for all who wish to consider it in detail 
which it well deserves. 


The discussion to which the report gave rise was 
opened by Mr. J. Griffiths, miner M.P. for Llanelly 
in South Wales, who spoke with force and fervour of 
the horrors of bad housing and bad conditions which 
the report reveals. Mr. Griffiths mentioned that 
in the black-list of the mortality-rate for tuberculosis 
seven Welsh counties occupy the seven highest 
places—Carnarvon, Merioneth, Anglesey, Cardigan, 
Pembroke, Glamorgan and Carmarthen—and that 
each of the seven is on the three black-lists for tuber- 
culosis, maternal mortality and overcrowding. Miss 
Megan Lloyd George strongly emphasised the failure 
of local authorities to carry out their duties and the 
feature of the report which draws attention to the 
poverty of rural areas “‘ greater than in some of the 
industrial areas in South Wales.” Poor nutrition 
and the other conditions which lack of means— 
poverty—pbrings with it were emphasised again and 
again as causes of the large tuberculosis-rate. On 
the purely medical side the necessary organisation 
exists to a large extent, but requires working properly, 
and the provision for the advanced cases of tuber- 
culosis, so as to control infection in the home, should 
be increased. The only effective way to do that is to 
have small homes for advanced cases so that the 
sick people can be there and die there, near to their 
families and friends. At present the number of 
tuberculosis cases in Wales who die at home is very 
high indeed. But most important is the reform of 
local government. The total population of Wales 
is (1936) 2,516,880 and the estimated product of a 
penny rate for the whole of Wales (1936-37) was 
£44,096. In six counties the product of a penny rate 
is below £1000. But in some of the small “ urban 
districts ” with populations of under 1000 the product 
of a penny rate is quite insufficient for any useful 
services—three examples given are £16, £22, and £12. 
A drastic reorganisation of local government mach- 
inery in Wales is essential if the health problems are 
to be tackled. The B.M.A. ‘General Medical 
Service for the Nation ” envisages : 


(a) The creation of a system of complete and all- 
embracing units for local public-health administration 
by the removal of such functions from county district 
Councils below a certain size, the county councils 
and their county district councils serving large sized 
areas being given all the public-health and medical 
responsibilities which county borough councils now 
enjoy. 

(b) Limitation of these functions to the councils of 


areas with a population of not less than 75,000 to 


100,000 according to the predominantly rural or 
urban character of the area. 


(c) The treatment of hospital services and related 
medical services as regional problems. 


The application, the drastic application, of these 
principles in Wales is shown to be urgent by this 
report. The same considerations however also 
apply to parts of England and Scotland, Wales 
has been investigated in detail but there is still 
uninvestigated darkness in many parts of England 
and Scotland. 


In the House of Lords on March 27 the Cancer 
Bill was read the third time and passed. 


æ. 
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FROM THE PRESS GALLERY 
Safety in Mines 


IN the House of Commons on March 21 on the vote 
for the civil and revenue departments, Mr. Davip 
GRENFELL raised the question of safety in mines. 
It was a great error to think there was incompatibility 
between safety and efficiency. Safety was mainly 
æ question of good management. Accidents had 
shown a steady tendency to increase. The Royal 
Commission on Safety in Mines had recommended 
the adoption of a far higher standard of ventilation 
and the establishment of fracture clinics. Occupa- 
tional diseases such as nystagmus, silicosis, and 
dermatitis also deserved attention—Mr. PEAKE, 
who spoke as a coalowner, said that there was no 
other industry where the injury-rate was comparable 
with mining. The industry itself must tackle the 
problem in a spirit of codperation. Several members 
of different parties expressed the hope that action 
would be taken in the light of the Royal Commission’s 
report to promote greater safety in the mines of the 
country. 

Mr. Cross, parliamentary secretary to the Board 
of Trade, said that unhappily the statistics regarding 
deaths and serious injuries in mines for 1938 showed 
little or no improvement as compared with 1937. 
‘This year so far there had been a reduction both 
in deaths and serious injuries compared with the 
corresponding figures last year. The Government 
accepted the report of the Royal Commission in its 
general sense and purport. Any legislation in regard 
to it would be.complicated, but in certain matters 
advance action on the commission’s recommendations 
might be taken under existing powers. Among these 
were the improvement of the ventilation in safety- 
lamp mines, the systematic sampling of the air 
current in such mines, the general use of sheathed 
explosives to increase safety in shot-firing, and the 
enforcement of suitable precautions against the 
inhalation of dangerous dust. First-aid and health 
work was being accelerated and extended by the 
Miners’ Welfare Fund Bill. Neither regulations nor 
more inspectors would achieve real results by them- 
selves without genuine and effective coöperation by 
the industry as a whole. 


Maternity Services in Dumfriesshire and Galloway 


In the House of Lords on March 22 the Earl of 
MANSFIELD asked the Government if they were aware 
of the inadequacy of the hospital maternity services 
in Dumfriesshire and Galloway, due largely to the 
persistent refusal of the local authorities to codperate 
‘with the directors of Dumfries and Galloway Royal 
Infirmary in providing the accommodation and 
facilities required. This area of Scotland, which had 
a population of approximately 140,000, was served 
for hospital purposes by the Dumfries and Galloway 
Royal Infirmary. Recently the waiting-list of patients 
had been on an average no less than 140. Prof. S.J. 
‘Cameron, the consulting gynecologist of the infirmary, 
had given his opinion that the infirmary should refuse 
‘to take any further maternity cases until it had better 
accommodation for their reception. Money towards 
extension, to include a proper maternity ward, had 
been collected, but the extension was held up pending 
response from the 4 local authorities concerned 
‘for a scheme embodying their requirements for 
maternity cases, though such a scheme had been 
asked for 2 years ago.—The Marquess of ZETLAND, 
secretary of state for India. said he understood that 
the local authorities would require about 70 beds, 
of which 40 would be maternity beds, but the question 
arose how the extension was to be financed. The 
cost in capital outlay to the local authority would be 
something like £60,000, besides the cost of repairs 
and maintenance. It was not unnatural that the 
authorities, before deciding to invest this money 
in this particular institution, should want to know 
what its financial condition was. There was in fact 
an annual recurring deficit, and of the total of £77,000, 


which the infirmary itself proposed to raise for its 
part of the extension, only some £37,000 had so far 
been raised. The Secretary of State for Scotland 
was prepared to place his services at the disposal of 
both parties if they thought he could help them 
to reach a satisfactory agreement.—The Earl of 
MANSFIELD expressed gratitude for this reply. He 
said that few infirmaries throughout Great Britain 
did not have a deficit. The Dumfries infirmary had 
started a new contributory scheme which was bringing 
in several thousand pounds a year, and its finances 
were decidedly better than most of those in this 
country. He had reason to think that the motion 
had had the desired effect and that the local authorities 
had been discussing the matter afresh, 


Anti-Tuberculosis Service in Wales 


In the House of Commons on March 22, on the 
motion for the second reading of the Consolidated 
Fund (No 1) Bill, Mr. James GRIFFirus initiated a 
debate on the report of the Committee of Inquiry 
into the Anti-Tuberculosis Service in Wales and 
Monmouthshire,! which revealed a truly terrible state 
of things and presented a problem which they must 
seek in every possible way to solve, whatever might 
be the effort needed, and whatever might be the 
expense, Wales was shown to be an impoverished 
nation, and there were revelations of malnutrition, 
bad housing, poor schools, and inadequate social 
services. All these, he claimed, were by-products of 
poverty and of the ignorance, inertia, and fatalism 
which poverty bred, plus the subordination of the 
public welfare to narrow selfish interests. The 
first message of the report to the people of Wales 
was that tuberculosis was a man-made disease, 
and that what they had to conquer was not a decreed _ 
fate but a social problem capable of solution. The 
people of Wales who had been stirred by the report 
were prepared to act, and they expected the Govern- 
ment to act with them. The report revealed what 
virtually amounted to a breakdown of local govern- 
ment over wide areas.in Wales. Wales had not the 
resources with which to cope with the problem. 

Sir HENRY MORRIS-JONES said that the report 
was founded on undeniable facts and that in the main 
the committee had established completely that the 
position in the principality was a serious one in regard 
to tuberculosis, There was no more preventable 
disease among the major categories of mortality than 
tuberculosis, and there was nothing racial about it so 
far as Wales was concerned. The most serious factor 
was the incidence of tuberculosis in rural areas. The 
industria] areas rather surprisingly had come out of 
the inquiry exceedingly well. Another serious factor 
revealed was that the number of persons who died 
from tuberculosis in institutions in Wales was much 
smaller than the number in England. That would 
lead to the conclusion that either there was insufficient 
accommodation, or an unwillingness of people to 
go to institutions, or a lack of encouragement among 
the authorities, both local and voluntary, to make 
use of institutions, or a lack of any compulsion to 
go to any institution. The mortality from cancer 
in Wales was greater than that from tuberculosis, 
and poverty certainly was not.the cause of cancer. 
Poverty was not actually the cause, but might be 
a predisposing cause of tuberculosis. In his opinion 
the main predisposing causes in Wales were appalling 
housing conditions and bad nutrition. School- 
children, especially in the rural areas, should receive 
an adequate midday meal every day of their school 
life. The report revealed a condition of affairs which 
was preventable and which the expenditure of only 
a small amount of money would completely transform. 

Miss LLOYD GEORGE thought that the criticisms 
of local authorities in the report were justified. 
One criticism stated that medical officers of health 
had year after year reported upon the bad conditions 
of housing and sanitation until they were tired of 
doing so, and that the usual fate of their reports was 
ora a ee 

1. See Lancet, March 18, 1939, p. 658. 
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that a motion that no action be taken was carried— 
often unanimously. ae, 

Mr. Exwiot, Minister of Health, said that he 
supported very strongly the view taken by the com- 
mittee that if all young contacts could be persuaded 
to attend for examination immediately they became 
aware that they had been in contact with an infective 
case many lives could be saved. The committee 
brought out most clearly the fact that the field of 
offensive against tuberculosis, and indeed against 
disease in general, covered very much wider ground 
than merely remedial or medical measures such 
as were talked about on purely health subjects. He 
had asked for the observations of the Welsh Board of 
Health on the report, as well as those of the local 
authorities. He hoped that later it would be possible 
to call a conference, possibly in Wales, which he would 
attend and at which these problems could be discussed 
at first-hand. The report had recommended the freer 
use of milk, especially in the diet of children. 
With regard to the purity of the milk-supply he could 
inform the House that the number of attested herds 
in Wales had risen from 454 comprising 13,000 
animals in February, 1938, to 1460 comprising more 
than 38,000 animals in August, 1938, and since then 
had almost doubled ; well over 2000 additional herds 
were being tested with a view to qualifying in due 
course for a certificate of attestation. 

Sir FRANCIS FREMANTLE: Does my right hon. 
vriend say that attested milk is really free from 
tubercle bacilli ? 

ELLIOT: Yes, certainly. The attested herds 
scheme is intended to eradicate bovine tuberculosis, 
and the conditions of attestation include very stringent 
rules in order to maintain the herd in a state of 
freedom from bovine disease. A great advance had 
` been made in the establishment of the state veterinary 
service. The admitted difficulty in obtaining supplies 
of milk in some rural schools in Wales must not be 
blamed all upon economic forces, or on the policy 
of the Government. In Wales, as in England, the 
rate of maternal mortality was coming down. The 
standard of midwifery was improving and more 
infant-welfare centres had been established. Against 
the black background they must bear in mind that 
progress had been made. As to housing, a grant 
quite out of proportion to any which had ever been 
made before was now available for rural housing. 
Nobody could complain that a grant of 80 per cent. 
is insufficient to enable the local authorities to go 
ahead and tackle this problem, which was certainly 
very urgent. Overcrowding was a very serious matter 
in some of the counties. In the nine counties the 
number of overcrowded houses was 5700 in 1935 
and 4400 at the end of 1937. There was obviously a 
large programme to be got on with, but the work 
in front of the local authorities was not impossible, 
nor was it unlikely to be achieved. 

Dr..-SUMMERSKILL said that the report had shown 
gross neglect by certain small authorities, but was 
also a glaring indictment of the Ministry of Health 
and of the Board of Education. What had impressed 
her most during the debate was the extreme com- 
placency of the Minister himself in the face of this 

alarming report. Was the House to be content with 
= another conference and letters from the Government 
to the local authorities ? Such matters as the dis- 
infection of houses which had been inhabited by 
tuberculous people, the sharing of beds by healthy 
people and phthisical patients, the increase of heart 
disease through rheumatism contracted in damp 
schools with no drying facilities, and the death of 
children from tuberculosis due to infected milk 
required immediate action. Something must be 
done at once about cleaning the milk-supply of the 
country. There were not sufficient beds for the 
treatment of tuberculosis in Wales, and a medical 
officer could thus not press patients to go into institu- 
tions ; moreover when patients went into a sanatorium 
the public-assistance grant was decreased. The 
best approach to this disease was to facilitate early 
diagnosis. One of the finest methods of reducing the 


morbidity and mortality-rate in Wales from tubercu- 
losis would be to include the dependants of the insured 
worker under the National Health Insurance Act. | 

Mr. LINDSAY, parliamentary secretary to the Board 
of Education, said that in 1937-38 14,500 children in 
elementary schools in Wales received free solid meals 
and 68,500 free milk whereas in 1927-28 only 2800 
children had been given either of these advantages. 
Now 27 out of 30 Welsh education authorities exercised 
their powers in this respect. In 1927-28 the 
expenditure of Welsh local authorities on these 
services was £7000; in 1939-40 it was estimated 
that it would be £120,000. In some places 
both pasteurised and T.T. milk were unobtainable. 
Moreover the question of price was sometimes a real 
difficulty. All the difficulties mentioned in the 
report about schools in Wales could be solved by 
proper reorganisation. 


Nutrition and Public Health 


In the House of Commons on March 23, on the 
motion for the third reading of the Consolidated 
Fund (No. 1) Bill, Mr. LEES-SMITH raised the question 
of nutrition. The Labour party wished to criticise 
the attitude which a number of departments of the 
Government were taking towards nutrition. Medical 
men insisted that by far the most important element 
in the health and well-being of the people was the 
actual intake of food in the right quantities and the 
right proportions. Broadly the medical view was 
that half the people were sent into this world with 
jerry-built bodies, and that no amount of tinkering 
and dosing would give them a sound structure in 
which to pass the rest of their lives. The chief 
medical officer of the Board of Education published 
a short time ago his annual report on the health of 
the school-child and he gave particulars for 1937 
of the routine medical examination among elementary . 
school-children with regard to nutrition. By this 
method it was found that the nutrition of 15 per cent. 
of the children was excellent, that of 74 per cent. 
was normal, that of 10 per cent. slightly abnormal, 
and that of 0:7 per cent. was bad. Some medical 
experts on nutrition regarded these results as 
fantastically wrong. An alternative method of 
ascertaining the standard of nutrition was to estimate 
the quantity of proteins, vitamins, carbohydrates, 
minerals, and so on, required by a child at different 
ages and to calculate the cost per week of food contain- 
ing these ingredients. If the family was not able to 
spend that particular sum of money on food week 
after week, the children would suffer from mal- 
nutrition. The B.M.A. said that a proper standard 
of nutrition required an expenditure of nearly six 
shillings per week per child, that nearly 30 per cent. 
of the population spent less, and that therefore 
nearly 30 per cent. of the children in the country 
suffered to a greater or less degree from malnutrition. 
Sir John Orr had concluded that unless four shillings 
a head was spent on food the children would be 
deficient in every constituent of proper nutrition. 
These discrepancies were most disturbing. Mr. Lees- 
Smith’s view that the Board of Education’s figures 
related to the children who were abnormally under- 
nourished, because they took the undernourished 
children as the normal in the schools, had medical 
support, 

The remedies he proposed were: the giving of 
milk in schools throughout the year and to younger 
children as well as those of school age ; the provision 
of cheap milk in areas other than the special areas 
where required; services in factories; the revision 
of unemployment scales; and the provision by the 
Board of Education of milk and meals for all children 
who came below the B.M.A.’s scales. These schemes 
were not impossibly expensive and would be immensely 
effective. 

Viscountess ASTOR said that safer milk was essential 
if people were to drink more milk. They had to 
make up their minds to have pasteurised milk.— 
Mrs. TATE said that no-one knew how many vital 
qualities of milk were destroyed by pasteurisation. 
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They wanted milk free from germs produced by 
herds which were free from disease. She urged that 


a larger number of children should be medically - 


examined at an earlier age; that the knowledge 
gained should be centralised and used for the good 
of the whole community.—Dr. HADEN GUEST said 
that the total cost of illness in this country, medical 
and surgical costs, was something like £300,000,000 
of which at least one half was to be attributed to 
some form or other of malnutrition. It was well 
worth while trying to avoid this extraordinary 
wastage of life force. In Germany, he understood 
from Sir John Orr, considerable attention was being 
given from a realistic and perhaps even from a 
militaristic point of view to the nutrition of the 
lowest 10 per cent. of the population. The idea that 
they could set up an absolute clinical standard of 
nutrition was an illusion. There must be a reason- 
able common-sense standard. They needed an 
optimal condition of nutrition, and not a minimal 
one. The B.M.A. standard had often been mis- 
understood. It arose because the Ministry of Health 
produced a standard of what they thought was 
necessary to spend on food to give a minimal standard 
of nutrition. It was a very low standard, and not 
one which the B.M.A. regarded as desirable. 

Mr. ELLIOT claimed that the Government were 
dealing with the problem of nutrition both by 
investigation and action, which was producing a 
marked improvement in the health of the nation. 
In the lower income classes malnutrition did arise 
from inability to buy adequate supplies of protective 
foods, but that was not the only factor. Today 
12,000,000 persons were employed in this country 
at a higher level of wages than they had had at any 
time since the war. The cost of living had fallen 
three points in the past year and retail prices of food 
by five points. There were many indications that 
the standard of nutrition of our people had improved. 
A nutrition campaign was already in progress and he 
believed that they could very greatly improve the 
conditions under which the country was living today. 

Sir FRANCIS FREMANTLE said that in this matter 
they could not get a single standard which would be 
applicable generally. Nutrition was not merely 
a question of the food consumed, but of the whole 
circumstances of the: child’s life. Undoubtedly the 
greatest of those circumstances was poverty. One 
of the factors in the lack of nutrition was restlessness 
and lack of sleep. The essence of good nutrition was 
good cookery, and our people had not got the taste 
for good cookery. This debate would help them to 
realise the importance of helping the process of 
improvement which was now going on so steadily 
and so hopefully in this country. 


QUESTION TIME 
WEDNESDAY, MARCH 22 
Supply of Milk to Welsh School-children 


Mr. JAMES GRIFFITHS asked the Parliamentary Secretary 
to the Board of Education the number of school-children 
in South Wales who received milk at school; and the 
percentage of the total number who were in reccipt of a 
free supply of milk.—Mr. KENNETH LInpsay replied : 
On Oct. l, 1938, the latest date for which figures are 
available, 144,126 children in public elementary schools 
in South Wales (including the counties of Brecon, Cardigan, 
Carmarthen, Glamorgan, Monmouth, Pembroke and 
Radnor and the autonomous urban areas within those 
counties) were receiving milk at school. During the 
month of January, 1939, 53,739 children attending public 
elementary schools in those areas received free milk. 
This figure is 37°3 per cent. of the total number receiving 
milk on Oct. 1, 1938, and 19°3 per cent. of the total number 
of children on the registers of the schools on that date. 


THURSDAY, MARCH 23 


Blankets for Emergency Hospital Use 


Mr. KENNEDY asked the Minister of Health how many 
blankets had been ordered for air-raid precautions and 


o 


emergency hospital requirements.—Mr. ELuiot replied : 
The number of blankets ordered for these services is 
425,000. 

Verminous Beds in Ships 


Mr. Ben SmitH asked the Minister of Health whether 
he was aware that 1069 dirty and verminous beds were 
found in crews’ quarters in Newport in 1937, of which 
1068 were in British vessels and that 1637 dirty and 
verminous beds from crews’ quarters were destroyed in 
Swansea in the same year ; and whether he would give the 
corresponding figures for the other ports.—Mr. ELLIOT 
replied : I am aware of the facts stated. I will have the 
available information on this subject examined and will 
communicate with the hon. member. 


Water-supply and Sewerage and Civil Defence 


Mr. SORENSEN asked the Minister of Health whether, 
in view of the need for securing an adequate supply of 
pure and wholesome water and a’ satisfactory sewerage 
and sewage-disposal system in every village to be utilised 
in a national emergency to accommodate women and 
children evacuated from danger zones, he was prepared 
to give further consideration to making further contribu- 
tions towards the expenses incurred by a local authority 
in providing a supply, or improving an-existing supply, 
of water in a rural locality, and also making contributions 
to a local authority towards the expenses of providing or 
improving a sewerage and sewage-disposal system in a 
rural locality.—Mr. ELLIOT replied: Im the evacuation 
arrangements steps will be taken to avoid areas where 
insuperable difficulties are likely to arise on account of | 
water-supply or drainage. It is not considered that the 
number of such areas will be large, and I am not satisfied 
that there is any case for grants from national funds for 
the purpose of improving water-supply or drainage in 
rural areas as part of the evacuation scheme. 


MONDAY, MARCH 27 
Army Recruits and Dental Treatment 


Mr. WHITELEY asked the Secretary of State for War 
whether he was aware that when recruits were found to 
have unsound teeth recruiting sergeants were recommend- 
ing them to join approved societies who supplied dentures 
as an additional benefit ; and whether he was prepared to 
stop this unfair form of canvassing.—Mr. HORE-BELISHA 
replied: The suggestion made is difficult to reconcile 
with the fact that dentures are now supplied at the public 
expense to recruits who need them ; but,ifspecific instances 
can be given, investigations will be made. 


TUESDAY, MARCH 28 
Public Assistance and Health-insurance Benefits 


Sir SMEDLEY CROOKE asked the Minister of Health 
if his attention had been called to the practice of many 
public-assistance committees who, although disregarding 
the statutory amounts of national health-insurance benefit 
and/or disability pension while the applicant was at home, 
took such amount into consideration as family income, 
and deducted from sick allowance when a patient was 
sent to a convalescent home or hospital, thus depriving 
him of personal benefit ; and whether, as in many instances 
there was a consequential disproportionate reduction 
in the family income resulting in hardship, he would take 
steps to instruct these committees to cease such practice. 
Mr. BERNAYS, parliamentary secretary to the Ministry 
of Health, replied: My hon. friend’s question involves 
legal questions on which my right hon. friend has no power 
to give instructions to local authorities. I am not aware 
that the practice of local authorities is giving rise to 
hardship, but if my hon. friend has any particular case 
in mind I shall be glad to make inquiries into it and 
communicate with him in due course. 


WESTMINSTER JIOSPITAL, LONDON.—Mr. Bernard 
Docker, chairman of this hospital, has given £25,000 
to its rebuilding fund. This gift brings the fund up to 
£60,000. An appeal was made on March 8 for £100,000, 
so that the new building might be opened free of debt 
on April 20. 
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PUBLIC HEALTH 


First-aid Posts and Ambulances (A.R.P.) 


IN view of the decision that one or more doctors 
should be in attendance at first-aid posts, fixed and 
mobile (A.R.P.), the schedules of the stores and equip- 
ment suggested for these posts have been revised. 
The new schedules are set out in circular 1789 (H.M. 
Stationery Office, 3d.) issued by the Ministry of Health 
to the authorities concerned. The Ministry is purchas- 
ing the main items in the schedules and will distribute 
them. Wherever possible the drugs and dressings 
are to be stored at hospitals, turned over with the 
normal hospital supplies and distributed when an 
emergency seems to be developing; non-perishable 
equipment will be stored wherever convenient and 
must be maintained in sound condition. Mobile 
units, which are likely to be largely used in suburban 
areas, are to consist of such motor vehicles as 
Bedford trucks or Ford vans, carrying equipment 
and the medical staff but not the women auxiliaries 
to be, attached to the unit, who will generally have 
to travel separately. It is hoped to arrange for the 
allocation of one trained nurse to each post. It is 
not proposed that first-aid should be carried out 
inside the vehicles but under the shelter of any con- 
venient building, or even, if the weather is fine, in the 
open air. Specifications for the furnishing of the 
units, for which the Ministry will bear the cost, are 
set out with diagrams and measurements of detach- 
able cupboards and splint boxes which can be made 
locally. An annual fee (the amount to be settled 
after consultation with the B.M.A.) may be paid in 
peace-time to the doctors allocated to first-aid posts, 
for supervising the collective training of the auxiliary 
personnel. In fixed posts the personnel recommended 
is 60 or 40 per post, according to the area, with a 
25 per cent. reserve, the calculation being made on a 
basis of 6 posts per 100,000 population. In mobile 
units 18 women auxiliaries are proposed, besides the 
doctor and nurse. The numbers assume working in 
three 8-hour shifts. It is suggested that only 20 per 
cent. of the total personnel need be recruited for 
whole-time service even in congested areas, and 
possibly none in posts located in existing medical 
premises. The rest would presumably be on 
call and would go to their posts when warning is 


given. 

Circular 1787 (H.M. Stationery Office, 2d.) describes 
the functions of an ambulance officer and deals with 
such matters as the earmarking of vehicles to he 
adapted in an emergency, the, training of voluntary 
drivers (mostly women, but the incorporation of a 
substantial number of men between the ages of 
30 and 50 is advised) and the plans for operating the 
service during air-raids. 


Part-time Medical Work for the L.C.C. 


In 1936 the L.C.C. approved the employment of 
part-time assistant medical officers on a sessional 
basis to assist in the antenatal clinics at three general 
hospitals. The arrangement was for a year in the 
first instance and was subsequently extended to 
March 31, 1939. The hospitals and medical services 
committee is now recommending the organisation of 
this service on a permanent basis at five hospitals with 
remuneration on an annual basis of £90 a year for 
one session of approximately 2} hours a week for 
52 weeks a year and at the rate of £65 a year for 
each additional session. The annual leave is not to 
exceed 6 weeks, and the person appointed will 


` sickness ; 


nominate and pay an approved deputy during 
absence from duty while away on leave or through 
if he desires the council to provide a 
deputy his own pay while away during the period of 
absence. He will pay his own travelling expenses and 
will work on the basis of a month’s notice on either 
side. The terms of service do not sound particularly 
attractive, but practitioners will presumably be able 
to learn more about the fate of the women they 
examine than they are able to do at an antenatal 
centre not attached to a hospital, and those interested 
in midwifery may welcome the opportunity of 
improving their technique in this way. Other part- 


_ time appointments reviewed by the committee are 


those of district medical officers and assistant district 
medical officers, the proposals in regard to salaries 
and allowances being based on the amount of work 
carried out during the past year. Of the assistant 
district medical officers whose salaries are changed 
13 get a rise varying from £10 to £55, and 3 are 
subject to a reduction of from £20 to £25. Of the 
district medical officers 4 will have the provisional 
allowance, granted in addition to the normal salary, 
reduced, and 2 will have it increased, the differences 
varying from £10 to £30. ‘The revised scale of 
salaries and allowances will remain in force until 
June 30, 1940, or until any further reorganisation of 
medical relief districts may necessitate their revision. 
The work done by these district officers, of which 
there are about 100, is increasing. The number of 
persons seen by them during 1938 was some 50,000 ` 
against 48,100 in 1937; the corresponding figures for 
attendances at surgeries and medical relief stations 
were 184,200 against 181,300, and for domiciliary 
visits 63,800 against 63,000. 


Typhoid at Nottingham 


A small outbreak of enteric fever came to light 
in the Wells Road district of Nottingham on Feb. 24 
and was briefly described in THE Lancet of March 11. 
Dr. Cyril Banks, the medical officer of health, last 
week issued a statement saying that the infection 
has been traced to food which had a very limited 
distribution. “‘ Its source was quickly traced and 
the cause of the contamination removed. The 
medical officers are satisfied that the great majority 
of the patients had consumed the food before the 
middle of February, and that the outbreak, as such, 
is at an end, the source having been removed. There 
may still be a few cases arising in certain households 
at present under observation.” 


‘Billeting of Refugees in Villages 


The unwisdom of making billeting arrangements 
without consulting the medical officer of health of 
the reception area was emphasised by Dr. Ashleigh 
Glegg (M.O.H. for East Sussex) and Dr. Dunstan 
Brewer (M.O.H. for Swindon) at the annual meeting 
of the National Baby Week Council reported in the 
Morning Advertiser of March 23. Dr. Glegg referred 
to the knowledge of housing, water-supplies, 
sewage-disposal and tuberculous infection possessed 
exclusively by the public-health staffs, and urged 
that the returns now being made by rural authorities 
should. be regarded as giving only gross figures. 
These returns should be scrutinised by the officers 
responsible for health and for maternity and child 
welfare, and the scrutiny should not be delayed 
until the next crisis, for it might demonstrate a 
need for more accommodation of children in camps. 
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with the medical officers, said that the Government 
had arranged for amateurs to make a house-to-house 
investigation to find out what the public-health 
departments knew already. 


He also pleaded for an early conference between the 
medical officers of the reception areas on the one 
hand and of the evacuation areas on the other. Dr. 
Brewer, endorsing Dr. Glegg’s appeal for consultation 


PANEL AND CONTRACT PRACTICE 


Not Temporary Residents 


A medical-service subcommittee has been dealing 
with a case in which a practitioner accepted a 
considerable number of persons as temporary resi- 
dents, and received the appropriate remuneration 
but did not fully understand what the term meant, It 
had been noticed in the committee’s office that this 
practitioner was accepting more temporary residents 
than his neighbours, and it was also observed that 
of 54 thus treated he later accepted no fewer than 
35 on his permanent list. Inquiries showed that 
14 out of 16 more recently accepted “ temporary 
residents ” could not properly be regarded as such. 

The terms of service contain no definition of what 
constitutes a temporary resident, and reference must 
be made to regulation 17, which says that ‘the removal 
of an insured person shall be considered temporary 
if when he removes he intends to remain less than 
three months. In the area of the committee concerned 
in this case the ratio for payment is 6 to 1; that is, 
if a practitioner accepts an insured person as a 
temporary resident and submits a continuation card 
showing that he has in fact provided treatment, he 
receives the equivalent of eighteen months’ remun- 
eration—say 13s. 6d. This provision is made, of course, 
because these patients are not treated on an insurance 
basis ; broadly speaking, it is only those who require 
immediate treatment that seek the help of a temporary 
doctor. It is clear therefore that for an insured person 
to be accepted as a temporary resident he or she 
must definitely intend or expect not to remain more 
than three months in the neighbourhood, and in 
fact he has to sign a declaration to that effect. 


The respondent practitioner told the subcommittee 


that his district has a notoriously floating population ; 
but he admitted that he had entirely misconstrued 
the definition of a temporary resident. He was under 
the impression for instance that a domestic servant 
who was not sure whether she would remain in her 
situation could be regarded as a temporary resident 
for the first three months. The subcommittee found 
some difficulty in appreciating this point of view, for 
it is well known that domestic servants are apt to 
change their situations and those who framed the 
regulations were not likely to have arranged that 
such persons should attract the equivalent of eighteen 
months’ remuneration to a practitioner merely because 
it is uncertain whether they and their employers 
will get on well together for as long as three months. 

The doctor’s frank admission made it unnecessary 
for the subcommittee to prove the facts. He asked 
that the amount irregularly obtained from the 
Practitioners’ Fund should be repaid in full and he 
accepted as a basis of his offer that he should repay 
the difference between the amount paid him in respect 
of temporary residents over the past three years 
and that which he would have received if his propor- 
tion of temporary residents had been the average 
for all practitioners in the county. This amount was 
computed at £79 6s. 3d.; but the committee wished 
to give full credit to the arguments adduced by the 
doctor as to the peculiarities of the insured population 
in his district, and they therefore decided that the 
sum to be repaid should be assessed at £70. It is to 
be recovered in three instalments, 


The Practitioners’ Fund 


The Central Practitioners’ Fund for 1938 has been 
finally determined at £7,514,903 compared with 
£7,200,125 for 1937. Insurance committees are now 
proceeding to distribute the balance available to 
practitioners, and the result in London is to make 
the value of a unit of credit for 1938 approximately 
9s. 3:6d. The balance for distribution in London is 
£44,573 as compared with £68,958 for 1937. 

The Central Practitioners’ Fund for 1939 has been 
provisionally determined at £7,252,000, and in noti- 
fying insurance committees of this the Minister has 
uttered his usual warning that the final determination 
of the fund will not necessarily enable any additional 
payment to be made to practitioners at a later date. 


Costly Medicines 


Critics of national health insurance have from 
time to time alleged that insurance practitioners are 
debarred by their conditions of service from prescrib- 
ing for their insured patients any medicines, however 
effective, if they are costly. Panel doctors, such 
critics contend, have to do the best they can with 
cheap medicines. A case reported to the Derbyshire 
insurance committee at their meeting on Feb. 21 
shows that this allegation rests on a misapprehension. 
In this case the patient, who was suffering from 
paralysis, had prescribed for him by his insurance 
doctor a drug (Prostigmin) which during 1938 cost 
no less than £308. The total sum spent by the com- 
mittee in supplying the patient with medicine from 
the beginning of his illness was £470. No member 
of the committee raised any objection to the expendi- 
ture, which was regarded as necessary to keep the 
patient alive. 

An insured person is entitled under the National 
Health Insurance Act to such *“‘ proper and sufficient 
medicines’’ as his insurance doctor prescribes for 
him, and a doctor is not debarred from prescribing 
any medicine, however costly, if he can show, should 
the question be raised, that it was necessary for the 
proper treatment of the patient. 


ST. Marxk’s Hosprrat, LONDON.—The number of 


patients treated at this hospital during 1938 was 


the highest recorded; 1027 were admitted as against 
997 in 1937 and 662 in 1924. The number of 
patient awaiting admission exceeds 250 and is rapidly 
increasing. The space set free by the erection of the 
nurses’ home is to be used to improve the operating- 
theatre unit and increase the accommodation in public 
and private wards. Work on the second operating-theatre 
will be completed this year. About £33,000 is still 
required to cover the cost of the nurses’ home and the 
reconstruction work and extensions. Steps are being 
taken to enlarge the accommodation of the X-ray depart- 
ment and to install modern equipment. The follow-up 
scheme for cancer cases now provides a systematic record 
of all cases admitted to the hospital from 1910 onwards. 
Tumour cases have been grouped into three classes: 
group A, or early operable ; group B, in which the muscle 
wall of the bowel has been penetrated by the growth; 
and group C, or late operable, in which extension outside 
the rectum has occurred, with invasion of the regional 
lymph-nodes by the growth. Results indicate that about 
a fifth of the cases fall into group A, a third into group B, 
and a half into group C. 
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OBITUARY 


JOHN SAMUEL RISIEN RUSSELL 
M.D. EDIN., F.R.C.P. 


THERE are probably not very many now who, 
reading of the passing of Dr. J. S. Risien Russell 
at the age of 75, will recall the great part he played 
in establishing the position of the British school of 
neurology in the last decade of the nineteenth 
century, and in forming that tradition of combined 
experimental research and clinico-pathological study 
that has been at once the mark and the strength 
of neurology in this country. 

Risien Russell was a graduate of Edinburgh 
University, where his M.D. thesis obtained the gold 
medal, After qualify- 
ing in 1886 he spent 
a few months in post- 
graduate work at St. 
Thomas’s Hospital and 
then went to the 
National Hospital, 
Queen Square, where 
he was successively 
resident medical officer, 
registrar, and patho- 
logist. He completed 
his training in Paris 
and Berlin, returning 
to Sir Victor Horsley’s 
laboratory at University 
College to embark upon 
a course of brilliant 
experimental work 
before his appointment to the staffs of the National 
Hospital and University College Hospital. As his 
success in clinical neurological practice grew he 
developed another interest. His medicolegal skill 
became so well known that his services were constantly 
sought as expert witness in important litigation on 
such questions as the sanity of a patient. In more 
than one famous case his opinion conflicted with that 
of experienced psychiatrists, and this led to unhappy 
differences and controversies. It is not however 
on his forensic exploits that his fame will rest but 
on his contribution to neurological medicine, 

‘“‘It was in the golden age of British neurology,” 
writes Dr. F. M. R. Walshe, “that Risien Russell 
took up this work, At that time Ferrier and Turner, 
Horsley, Beevor and Mott and others were in the full 
tide of their physiological researches, while on the 
clinical side Hughlings Jackson, Gowers, and Bastian 
were working with no less distinction and success 
at Queen Square. In this stimulating atmosphere 
Risien Russell’s gifts soon began to bear fruit and in 
the Philosophical Transactions and the Proceedings 
of the Royal Society and in the pages of Brain there 
appeared from 1890 to 1900 a succession of papers 
from his hand, all of primary importance, These 
papers include experimental studies on the functions 
of the cerebellum, upon the afferent and efferent 
pathways of this organ and the results of their stimula- 
tion and destruction, upon the constitution of the 
brachial and lumbosacral plexuses, and upon the 
effects of various lesions of the central nervous 
system upon the knee-jerk, In the clinico-patho- 
logical field he was not less active. One of his first 
papers, written with Dr. James Taylor, recorded a 
critical study of the value of the suspension treat- 
ment of tabes dorsalis for which so much had been 
claimed. In 1900, with Batten and Collier, he 
published the classical paper on the malady they 


named subacute combined degeneration of the spinal 
cord, a clinical account to which, after the lapse of 
forty years, little that is material can be added. 

“ By the end of this fruitful decade Russell’s amazing 
gift for clinical teaching had laid the foundations of 
the extensive practice that ultimately withdrew him 
from original work, but he had made his mark on 
neurology. There is still a freshness in the papers 
embodying his experimental work that makes them 
well worth reading for their content, and studying 
for their lucidity and orderly arrangement. His 
name is not now often found in bibliographies of 
work on the cerebellum, yet no-one engaged in this 
field can afford to neglect his papers. They showed . 
a clear appreciation of the fact that cerebellar ataxy 
is essentially a feature of voluntary as opposed to 
reflex movements, and is thus a product of cerebral 
motor activity—a notion that is only now coming 
into its own. He pointed out also that the first 
effect of a progressively increasing asphyxia upon the 
spinal cord is to exalt its reflex activity—as exemplified 
in the knee-jerk—and then in more severe degrees 
to diminish and abolish this activity. In a word, 
he could well stand comparison with the giants 
amongst whom he worked. 

“ His gifts as a clinician are at once a happy 
recollection and an inspiration to all who may have: 
seen them in action. He had an incomparable 
command of language and was able to present a 
vivid picture to the crowds who flocked to his demon- 
strations. Nor was there anything flashy about his 
exposition, for as he developed it he clearly laid 
before his hearers the train of his reasoning. Of 
his kindness and fine consideration for his juniors 
an old house-physician may not forbear to speak. 
Whatever one’s shortcomings one wasnever humiliated 
by him, and his thoughtfulness and patience were 
never exhausted.” 


Dr. James Taylor writes: ‘‘ Thirty years ago 


' Risien Russell was the best known of the younger 


neurologists. His advice was fortified by wide 
clinical. knowledge and sound common sense, and 
invested with sympathetic understanding, and he 
came to be almost the highest court of appeal 
in obscure and difficult cases. In the law-courts he 
was a clear and admirable witness. Perhaps his 
greatest gift was that of clinical teaching. At the 
National Hospital where he became R.M.O. in 1888 
he was brought into intimate contact with Hughlings 
Jackson, Gowers, and Horsley, and later he was a 
worthy successor to Gowers as a teacher of post- 
graduates in the outpatient department. He was 
very adaptable and when appointed to University 
College Hospital he quickly established his reputation 
as a really great clinical teacher of undergraduate 
students. Risien Russell changed so little as the 
years passed that it was difficult to believe that he 
carried a load of more than 70 years. His mind, 
and his manner too, were as they had always been, 
almost youthful. The cordiality of his friendship 
never varied, and those who valued him most were 
those who had known him longest.”’ 


ROBERT McMILLAN BOWMAN 
M.B. EDIN., D.P.H. 


Dr. Robert Bowman, who died recently at Bangor, 
co. Down, was a son of James Bowman of Bangor and 
was educated at Bangor grammar school and 
Edinburgh University, where he qualified in 1917. 
He entered the navy and served with the Dover 
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Patrol, taking part in the action at Zeebrugge on 
St. George’s day, 1918. After the war he worked for 
a time in London and on returning to Ireland held a 
post in Belfast under the Board of Pensions. In 1926 
he entered general practice in Bangor. 

Following the example of his father, Bowman 
interested himself in local administration, and in 
1931 was returned at the head of the poll as alderman 
of the Castle ward. In 1937 he was elected mayor of 
Bangor borough, and he was mayor at the time of 
his death. He leaves a widow and two sons, of whom 
one qualified at Belfast last year and the other is 
a student at the Royal College of Surgeons in Ireland. 


WILLIAM ISAAC CUMBERLIDGE 
M.B. CAMB., F.B.C.S. 


Ir may be said of Mr. Cumberlidge that he set him- 
self a definite course and pursued it all his life, for 
his ambition always was to become a surgeon and he 
died as senior surgeon to Leicester Royal Infirmary 
a year before he was due to retire. He was born at 
Eaton in Cheshire in 1880, the son of H. J. Cumberlidge 
of Hyde, and from Macclesfield grammar school went 
with a natural-science scholarship to Christ’s College, 
Cambridge. He took honours in both parts of the 
natural-sciences tripos and then in 1902 went on to 
St. Bartholomew’s, where he qualified in 1904. Aftor 
house appointments at Bart’s and elsewhere he took 
his F.R.C.S. in 1907 and went as house-surgeon to 
Leicester Royal Infirmary in 1908. There his keen- 
ness in his work and his natural ability led to his 
election to the honorary staff in 1911. During the 
war he served as captain in the R.A.M.C., being 
first attached to the Fifth Northern Base Hospital 
in Leicester and later to a hospital at St. Omer. 

Perhaps the secret of Cumberlidge’s success was 
that he was always dependable. He possessed, too, 
a gravity of speech and deportment even in his 
young days which made him seem older than his 
years and added weight to his opinions. 

He never married, but lived with his mother and 
two sisters. He was a keen student of nature and 
spent much of his leisure walking. He was a free- 
mason and at the time of his death was G.S.W. 
of the province of Leicestershire and Rutland. 
We shall remember him, says a colleague of many 
years’ standing, as one who never shirked a duty, 
and as a hospitable and loyal friend who never said 
an unkind word of anyone. 


IAN MOUNT GRANT 
M.D, EDIN., J.P. 


Dr. Ian Grant, medical superintendent of Glasgow 
Royal Infirmary, died on March 19 at his home in 
Glasgow, after a long illness, at the age of 55. 

He received his early education at Edinburgh 
Academy and his medica] training at Edinburgh 
University, where he graduated M.B. in 1907 and 
M.D. in 1910. He also studied in Dublin and Paris. 
After holding house appointments in Edinburgh and 
Lincoln he started in practice at Rugby in 1911. At 
the outbreak of war he volunteered for service and 
served with distinction in Flanders and France with 
a field ambulance, at a hospital, and with a Guards 
battalion. He was wounded in the knee at the 
second battle of the Somme, and was finally invalided 
out of the service with the rank of major. Later he 
was appointed neurologist under the Ministry of 
Pensions for the Glasgow area, and part-time medical 
superintendent of the Glasgow Eye Infirmary. Here 
his capabilities and tact as an administrator were 
soon recognised, so that when the post of medical 
superintendent of the Glasgow Royal Infirmary 
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became vacant in 1925 he was selected for this office. 
He was always keenly interested in hospital con- 
struction and in the development of hospital services, 
and during his period of office he supervised the 
planning and construction of the Canniesburn 
auxiliary hospital for convalescing patients and the 
annexe for paying patients of the Royal Infirmary. 
Later, when the need for extending the present 
infirmary became,urgent and the adjacent premises of 
the Royal Asylum for the Blind became vacant, he 
did a great deal of extra and often harassing work in 
connexion with reconstructing this building as a 
hospital. In the midst of this, about nine months 
ago, he was stricken with the illness of which, in 
spite of an operation, he ultimately died. l 

Although never a quick worker, Grant was at all 
times thorough and painstaking, never sparing him- 
self in the service and interests of the infirmary, to 
which he devoted the whole of his energies. He was 
a delightful host and had a large circle of friends, 
but he had little spare time for the ordinary round of 
social life. He is survived by his wife, -who has for 
many years taken a leading part in the promotion 
and organisation of entertainments in aid of Glasgow 
charities, | 

ROY SAMUEL DOBBIN 
0.B.E., M.D. DUBL., F.R.C.P., F.B.C.0.G. 


Prof. Dobbin, whose death on March 21 was 
announced in our last issue, occupied the chair of 
midwifery and gynæcology at the Royal School of 
Medicine, Cairo, and was obstetric surgeon and 
gynæcologist to the Kasr-el-Aini Hospital. He was 
educated at Trinity College, Dublin, where he qualified 
in 1899, and afterwards studied in Berne, Vienna and 
Berlin. He held various house appointments in 
Dublin, demonstrated anatomy at Trinity College, 
and for a time was bacteriologist at Steeven’s Hospital. 
He then became assistant master and extern assistant 
at the Rotunda and from there was appointed to 
his professorship in Cairo. During the war he served 
as a surgical specialist with the British Expeditionary 
Force in France. 

“If Dobbin ever desired a monument,” writes 
A. K. H. “he has it in the great department of 
gynæcology and obstetrics at Kasr-el-Aini. It was 
his creation, cherished and served for more than thirty 
years, and he has left it in the hands of old pupils 
who had long since become distinguished and 
honoured colleagues. His presence in the faculty of 
medicine was very potent indeed—a self-effacing 
power working like a beneficent enzyme. The deep 
imprint of his personality, even after slight social 
contact, was extraordinary in one who studied and 
achieved quiet. Il apporte la paiz was said of him by 
people of perception. But he brought much more 
than that, for he loved to foster and watch gaiety. 
He continued in a sense with his own the charming 
fun of his elder friend, whom he called ‘the Professor,’ 
the geo-physicist Joly, who delighted in Dobbin’s 
almost complete innocence of mathematics. His 
letters—and even their envelopes—to children, to 
his friends, written in the bold script, beautiful in 
Arabic or English, which he had caught from well- 
loved manuscripts, were a joy and privilege. A blot 
would be elaborated to strut with a sword and 
feathered cap, and that would start a spate of delicate 
phantasy and illuminate the margins of page after 
page. 

“ He had in youth been the friend of artists great 
then and since, In a walk through familiar streets 
he could give companions a glimpse through magic 
casements that seemed to be his common outlook, 
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and he drew children toshim by something childlike 
in himself whose own knowledge of men and things 
was wrinkled deep in time. 

‘* He could read a musical score and go home and 
play it from memory, a gift which left him once 
during months of illness and caused delight when it 
returned. One knew him in facets, by glimpses. I 
recall the surprise of his oldest friends when his 
priceless books, collected for years, first came to 
Cairo—his seven copies of Vesalius, his exquisite 
book of hours with the Tudor binding from Catherine 
the Great’s library—and one learnt in the rare disorder 
of a great room (‘la cité des livres’) to turn heavy 
pages by the upper corner, 

“ Happiness he gave to others continually and 
dignity to ordinary life; and with him prestige— 
that impalpable thing—was never in hands more 
utterly safe.” 


Prof. Dobbin was elected a fellow of the Royal 
College of Physicians in 1932, under the by-law 
covering the election of non-members. He has died 
at 67 years of age, and was unmarried. 


ELKIN PERCY CUMBERBATCH 
M.B. OXFD, F.R.C.P. 


Dr. Cumberbatch, medical officer in charge of the 
electrical department at St. Bartholomew’s Hospital, 
who died on March 24 at the age of 58, will rank 
with d’Arsonval of Paris as a founder of modern 
diathermy, and did more perhaps than anyone to 
place electrotherapy on a rational basis. 

He was the son of Charles Cumberbatch of Queen 
Charlton, Somerset, and was born there in 1880. 

As a student he was 
rococo oeeo - - - -- --- 4 brilliant; he was a 
_ senior foundation 
scholar of St. Paul’s 
School and left with a 
senior entrance 
scholarship to Keble 
College, Oxford, where 
he obtained an open 
science scholarship. He 
took first-class honours 
in the final school of 
physiology and went 
on to St. Bartholomew’s 
Hospital as senior uni- 
versity scholar. After 
being house-physician 
at St. Bartholomew’s he 
became demonstrator of 
physiology in the medi- 
cal school and chief 
assistant in the X-ray department. When X-ray 
work was taken out of the old electrotherapeutic 
department in 1912 Cumberbatch was put in charge 
of the electrical department. During the war he was 
in charge of the medical electricity department at 
the First London General Hospital, and the enormous 
amount of work he did there on muscle-nerve testing 
laid the foundation of his mastery of this branch 
of electrology. 

One of Cumberbatch’s greatest contributions was 
his establishment of a standard of orthodoxy at 
a time when the physiological effects of electrical 
currents were misunderstood. He accomplished this 
by his teaching, examining, and his writing in text- 
books and elsewhere. His lectures for the D.M.R.E., 
his books “The Essentials of Medical Electrology ” 
and ‘‘Diathermy,” and his contributions to the 
“ Encyclopedia of Medical Practice,” the Archives of 
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Radiology and Electrotherapy, of which he was joint 
author, and The Lancet and other journals are 
characterised by simplicity, clearness and pains- 
taking thoroughness. He was an experienced and 
fair examiner, and his kindly manner never flurried 
the examinee. His outlook was essentially academic, 
and his critical mind was slow to accept clinical results 
not based on accurate observations. When diathermy 
began to be used in this country for purposes other 
than surgical coagulation continental teaching attri- 
buted its results to some specific action rather than 
to the heat evolved. -Cumberbatch supported the 
view that the effects were entirely thermal, and this 
has since proved to be correct. Later he held the 
same view of the effects of ultra-short-wave diathermy. 

At St. Bartholomew’s Hospital Cumberbatch with 
C. A. Robinson developed the technique of treating 
pelvic and cervical infections by diathermy, and they 
were led to recognise a new syndrome—namely, the 
combination of lower backache, depression, toxicity 
and arthritis in married women especially around the 
menopause. Cumberbatch also helped to perfect the 
technique of electrodiagnosis, which he thought the 
most skilled work the electrotherapist is called on 
to do. 

In 1921 Cumberbatch was president of the section 
of electrotherapeutics of the Royal Society of 
Medicine ; in the following year he presided over the 
section of electrology at the Bilingual Congress in 
London; he was a member of the council of the 
Röntgen Society and of the British Association of 
Radiology and Physiotherapy ; in 1933 he was the 
first in his specialty to be elected a F.R.C.P.; and 
in 1936 he was president of the section of electro- 
therapeutics at the International Congress of Physical 
Medicine in London. Many will miss the cheerful 
welcome he always extended to visitors to his depart- 
ment, and the enthusiastic instruction they received 
there. His ready encouragement, geniality and 
unruffied temper endeared him to all, and he was a 
staunch friend. 

In 1918 Dr. Cumberbatch married Isabel Gibbons 
of Valparaiso, and he leaves a widow and one son 
and a daughter. 


SAMUEL HYBBINETTE 


Prof. Hybbinette, who was to have been general 
secretary of the International Surgical Congress in 
Stockholm in 1941, died very suddenly on Feb. 12, 
He was born in 1876 in the county of Stockholm. 
From 1897 to 1899 he studied anatomy at the 
Karolinska Institut, and between 1901 and 1907 he 
held various surgical hospital appointments, Studies 
abroad, in France in particular, widened his know- 
ledge of languages and surgery, as did his attendance 
then and later at national and international surgical 
conferences, In his early years he came under the 
stimulating influence of John Berg—‘ Father Berg ” 
to his students. In the autumn of 1908 Hybbinette 
came to practise surgery in Stockholm, without any 
academic or hospital appointment to add lustre to his 
name. He had, however, already attracted attention 
as a first-class anatomist and as a brilliant operator, 
and when a vacancy occurred in 1921 by the promotion 
to Uppsala of the chief of a surgical hospital service 
in Stockholm, Hybbinette was put in charge of it. 

Hybbinette’s contributions to surgery reflected his 
flair for problems in mechanics and his manipulative 
dexterity. Book-learning he distrusted, and so, 
though he had a remarkable knowledge of the litera- 
ture of his own subjects, his work was marked by 
independent thought and initiative. His main 
interests were the surgery of the abdomen and bones 
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and plastic surgery. He and Eden of Germany 
independently devised the procedure now known as 
the Eden-Hybbinette operation for recurrent disloca- 
tion of the shoulder-joint. As recently as November, 
1938, he addressed the Swedish Medical Society on 
the subject of cleft-palate and hare-lip—conditions 
for which he had evolved an effective operative 
technique. At the International Surgical Congress in 
Warsaw in 1929 he lectured on reconstructive surgery 
of the hip in cases of arthritis deformans. He was in 
close and constant touch with surgical colleagues 
throughout the world, and was a member of the 
International Surgical Committee. The choice of 
Stockholm for the coming surgical congress was made 
as a tribute to Swedish surgery in general and to 
Samuel Hybbinette in particular. 


CLEMENT TREVES NEVE 
M.B, LOND., F.B.C.S, 


Mr. C. T. Neve, who died on March 2 at his home 
at Croydon at the age of 51, came of a medical 
family who are well known as missionary surgeons 
on the North West Frontier, while his second name 
recalls his uncle, Sir Frederick Treves. Neve was 
educated at St. Bartholomew’s Hospital where he 
carried off the Kirkes scholarship and the gold medal 
in clinical medicine when he qualified in 1911. He 
held resident appointments at Bart’s, at the hospital 
then known as the East London Hospital for Children 
at Shadwell, and at the London Temperance Hospital. 
His interest in surgery was already aroused and in 
1913 he took his F.R.C.S. But he belonged to a 
generation of medical men whose work was to be 
interrupted, and in 1914 he joined up. For the next 
five years he served as a captain in the Royal Army 
Medical Corps. Soon after his return to civil life he 
settled in Croydon. In 1920 he joined the senior 
honorary surgical staff of Croydon General Hospital 
‘where he gave generously of his time, care, and 
skill to the patients. He also served on the board 
of management of the hospital. He was a quiet 
retiring man, but he inspired admiration by his 
capabilities, and affection by his kindliness. His 
leisure was divided between his garden, which he 
cultivated with informed diligence, and the open 
countryside which he greatly loved. He leaves a 
widow, a son, and three daughters, 


HARRY BACON WILKINSON 
M.R.C.S. 


AFTER a long and painful illness Dr. Wilkinson 
died at Southport on Feb. 22 at the age of 71. He 
was the son of James Wilkinson, the proprietor of 
a preparatory school at Southport. He entered Guy’s 
in 1885 and qualified in 1892, He was in poor health 
at that time and so he served in the mercantile 
service for a few years, afterwards holding appoint- 
ments at Guy’s, Nottingham Children’s Hospital, 
and Worcester Mental Hospital. He was then 
appointed deputy medical superintendent of the 
Plymouth Mental Hospital, a post he held until he 
retired in 1932, except for a time in the R.A.M.C. 
during the war, when he was neurologist of the 
Ministry of Pensions for the Plymouth district and 
served with the Mediterranean expeditionary force 
in Serbia, Salonika, Egypt, and Turkey, In medical 
practice his chief and almost sole interest was in 
neurology and psychology, and he put the whole of 
his energy into his work. Perhaps his chief regret 
towards the end of his life was his inability to attend 
the meetings of the local medical societies, 

Dr. Wilkinson was unmarried. 


THE LATE MR. LEONARD JOYCE 


Prof, J. A. RYLE writes: ‘‘ Of good men and women 
there are plenty, but we count ourselves fortunate 
if in a lifetime rich with human contacts we encounter 
ten of truly outstanding nobility of heart and 
character. Among such precious company there 
may be one or two who claim our further regard and 
affection for some rare quality of mind or conduct 
or for the perfection of their scientific or humane 
achievement. By all who knew him well, Leonard 
Joyce of Reading will be included at least within the 
first of these two categories, by his intimate friends 
with the elect minority. 

“ His professional life was one of unceasing 
endeavour to achieve the best. The writer of these 
notes is probably not alone in the belief that he 
actually achieved it, so far as one man can do, in the 
realm of surgery, and that, in the last decade or so 
of his active life, neither London or any other city 
in these islands could boast a better surgeon. In 
diagnosis, in judgment, in the care and scientific 
thoroughness of his investigation of cases, in opera- 
tive skill and technique and in aftercare he made 
himself a master. Nor did he confine himself to a - 
single branch of his art. The needs of a large county 
hospital, where fine general surgeons are often bred, 
do not stop short at abdominal surgery or the 
ordinary routine procedures and emergencies. Joyce’s 
opinion and action in a thoracic or genito-urinary 
problem or, if occasion arose, in a neurosurgical 
problem were instructed, not by necessity, courage 
and enthusiasm alone, but by educated thought 
which he constantly sought to keep abreast of modern 
advances. A neurological friend who visited him a 
fortnight before his death found him fully conversant 
with all Cushing’s monographs. His reading and 
knowledge of the literature was very wide. Year 
after year he would spend a part of his holidays 
visiting foreign clinics and in his unobtrusive way 
he was an active member of several of the more 
important medical societies. 

“It was significant of the admiration which his 
colleagues felt for him that a group of London 
surgeons a few years ago paid a special visit to Reading 
to see some of his work and to enjoy demonstrations 
not only of his surgery and its results, but also of his 
private pathological collection accumulated in illus- 
tration of the subjects which had particularly engaged 
his interest. He was an originator and the chief 
inspiration of the Royal Berkshire Hospital Reports, a 
periodical unique of its kind. He was not a prolific 
writer, but all his publications were of a very high 
standard and they covered a wide field. Noteworthy 
papers came from his pen on the surgical aspects of 
peripheral nerve injuries, on carcinoma of the breast, 
on an operation for the substitution of a thumb, on 
renal carbuncle and perinepbhritis, on subperitoneal 
effusions simulating intraperitoneal disease, and on 
his follow-up system. To the very last his mind was 
active with discoveries and improvements likely to be 
of value to himself and others, based upon his long 
experience and collected and classified by means of 
his careful system of records and follow-up inquiry. 

‘‘ Whether in the Royal Berkshire Hospital, where 
he became senior surgeon, or in his nursing-home, 
Dunedin, the quality of his conscientious work and 
organisation was always a matter for admiring 
comment. A consultation with him at Dunedin was 
a great privilege. Both in the urgent and the chronic 
case his judgment was so sound and so carefully 
considered as rarely to call for criticism or modifica- 
tion, Cases requiring special investigation had 
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always received, in advance of the consultation, every 
possible advantage of modern radiological or chemical 
study. His colleagues accounted themselves almost 
as fortunate in the help which he gave them as their 
patients who came under his care. He inspired a 
deep devotion in his hospital associates and in the 
sisters and nurses who worked for him. It is no 
wonder that his aid was constantly sought throughout 
Berkshire and the neighbouring counties and beyond 
and that for years he was grossly overworked. 

“To all his other qualities were added a quiet 
humility, an intellectual code, and a power of self- 
criticism unusual in a man of such abundant activity 
and achievement in a practical field. Kindly and 
tolerant in his human relationships, with a gentleness 
to his patients masked only in a slight degree by his 
seriousness, genuine in his affection for his fellow men, 
he was intolerant only of carelessness or bad work 
or of anything savouring of intellectual dishonesty. 
Had London claimed him he might have proved too 
humble to be an impressive teacher, but his eager 
interest in medicine, his methods and his results would 
anywhere have ensured, as they did among his 
seniors, contemporaries and juniors in the profession, 
a loyal following of grateful students. His service in 
his allotted sphere may well have been more valuable 
than if chance had attached him to a teaching school. 

‘“ In his life and its general plan and purpose his 
conduct was as true as in his science and surgery. 
Essentially religious, in the word’s best sense, he passed 
in his later years from the orthodoxy of his early 
upbringing to a rationalistic and philosophical mode 
of thought. His sympathy engendered of human 
suffering witnessed here and now, his biological out- 
look, his honesty of mind, his belief in the ultimate 
power of science and reason compelled this change. 
In a last letter to a friend written from his sick-bed 
he spoke of his ‘ faith in the essential goodness of the 
common people, a faith that an age-long process is at 
work making for the greater happiness and welfare 
of humanity at large, a faith in toleration and 
freedom, a faith in the ultimate triumph of human 
reason and understanding.’ We may be glad that 
he did not survive to see Europe in worse disruption. 

“ Fly-fishing and bell-ringing were his relaxations. 
A year or two ago, never having climbed before, he 
accompanied his eldest son on some difficult rock- 


climbs in the Welsh mountains. He was fond of 
camping holidays with his jolly family, He had a 
deep love of natural beauty. He leaves a widow and 
four children—two sons destined for his own pro- 
fession and one daughter a nurse. He was educated 
at Cambridge (where he obtained a first class in the 
natural sciences tripos) and at St. Bartholomew’s 
Hospital. 

“ Living so intensely, toiling so incessantly at the 
anxious tasks of his calling, it is no matter for 
surprise that the years took early toll of his physique 
and that he died of a coronary thrombosis at the 
age of 57, His small, strong figure, his welcoming 
smile and handshake, his active understanding mind 
will leave a cherished picture in the thought of his 
patients, his colleagues and his friends, whose 
sympathy for his wife and children and all dear to 
him will only be heightened by their own sense of 
personal loss.” 


THE LATE SIR HENRY. LUNN 
WHEN his final illness began, Sir Henry Lunn had 
just completed the cruise of the Letitia from Glasgow 
to Toulon by way of the West Indies, and he would 
have accompanied the Hellenic Travellers’ Club (which 


. he had founded in 1909) to Epidaurus and Cos. A 


member of the ship’s company writes of him as 
follows: ‘‘ Although it would not be quite true to 
describe him as a doctor who never practised and a 
parson who never preached it has quite truly been 
said that Lunn gave to thousands of English-speaking 
people a less parochial and insular view of peoples 
of other lands, so helping them to understand each 
other better. His medical work was done fifty years 
ago and his recent contact with the profession was 
on the Hellenic cruise in early spring, frequented by 
the doctor on holiday. On the Letitia he was the 
mainspring of the ship’s life; he knew everyone and 
everyone knew him; and he would wander from 
group to group ready with a fund-of quips and 
anecdotes. And he was always watchful—quick 
to check any little difference that might arise to 
mar the harmony of the cruise : a benevolent presence 
but definitely a dictator. ‘Never lower your sail in 
the face of danger’ was often on his lips. It was 
characteristic of the man, for if he knew fear he 
scorned it.” 


MEDICAL NEWS 


University of London 

Mr. G. A. D. Haslewood, Ph.D., has been appointed to 
the university readership in biochemistry at Guy’s Hospital 
medical school. 


Dr. Haslewood, who is 28, was educated at St. Marylebone 
Grammar School and University College, London. He obtained 
his B.Sc. with first-class honours in chemistry in 1931, his 
M.Sc. in biochemistry in 1932, and his Ph.D. in chemistry in 1933. 
From 1931 to 1932 he did research work in the biochemistry 
Go pertinent at University conere and also acted as demonstrator 
in teaching medical students. om 1932 to 1933 he held a grant 
from the Department of Scientific and Industrial Research, 
and in 1933 he was awarded a Donner foundation grant at the 
research institute of the Cancer Hospital. Since 1935 he has 
been assistant in pathological chemistry at the British Post- 
graduate Medical School. His published work includes papers 
on turbidimetric estimation of protein and microchemi 
blood analysis. 


The degree of D.Sc. has been conferred on Dr. Mary 
Lucas Keene, professor of anatomy in the university at 
the Royal Free Hospital. 


University of Dublin 

Dr. E. A. Bennet has been appointed lecturer in psycho- 
logical medicine at Trinity College. He will visit Dublin 
during each summer term to give his courses of lectures. 


Society of Apothecaries of London 

At recent examinations the following candidates were 
successful :— 

Surgery.—D. E. Harken, A. N. Kalra, S. Smith, and A. B. 
Taylor. 

Medicine.—T. Bliss, G. R. Green, D. E. Harken, and H. 
W oolwich. 

Forensic Medicine.—T. Bliss, G. R. Green, D. E. Harken, and 


H. Woolwich. 
Midwifery.—R. M. J. Franks, T. L. B. Iredale, G. L. L. 


Reynolds, R. G. Ticehurst, and M. Whitehead. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery and mid- 
wifery : G. R. Green, St. Mary’s ; D. E. Harken, Harvard ; 
A. B. Taylor, Lpool; R. G. Ticehurst, Camb. and 
Guy’s; and M. Whitehead, Roy. Colleges, Edin., and 
West Lond. 


Guy’s Hospital 

Mr. W. E. Gaunt, Ph.D., has been ‘appointed to a 
dental research fellowship in the medical school of this 
hospital. 
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University of Sheffield 

At recent examinations the following candidates were 
successful :— 


FINAL EXAMINATION FOR THE DEGREES OF M.B., OH.B. 
Parts I and II.—E. F. Edson (with first- class honours) ; 


Dan Bradb (with second-class arold Gohi Ailsa B. Atkinson, 
rero Beker na M. Campbell, Harold Co E Louis Debovitch, 
awron, J. . Hazeldene, W . Mindham, Ben 


Rarita, d F. R. Zadik 


University of Leéds. 
At recent examinations the following candidates were 
successful :— 


M.D. 
T. Pimpaon (yita distinction); D. M. Leiberman, N. Lissimore, 
and K. O. Milner. 
FINAL EXAMINATION FOR M.B., OH.B. . 
Part II —J. M. Piiton, C. Pickard, and P. E. R. Tattersall, 
first-class honours); O. B. Astley P. D. 


OB ERB ORs: J. Hirst, F. J ele” . Warin, 


; Aikman, 
Gope, £ Dbnoy, R. G. Denniss, 
Gol Hte berg, Gouldsborcugh, A. Green, 


Johnson, H. Larino. D. E. Mitchell, I. 


B. Purdy, G. N. Reed, J. 
N. Shuttleworth, Ida M. Shuttleworth, S A A. Smith, 
Kor, FN L. Taylor, P. J. Waddington, and I. "Yo oung. 
D. O. Hal. 
L.D.8. 


B.CH.D. 
D. W. Brantes O. R. Cornish, E. I. Friend, M. S. Harrison, 
1i Boagson, A "D. Molntyre E. S Midgley H. Rawnsley, 
A. J. W. Turrell, Margaret Willams, and Woodhead. 
D.P.M. 
Janet F. Henderson, Joyce E. Marshall, and M. W. Robinson. 


University of Liverpool 
At recent examinations the following candidates were 
successful :— 
D.M.R.E. 
Part A.—J. H. Fairweather and B. M. Maxwell. 
D.P.H. 
= 1a Ee —dJ. Coronel A ea tesa ae Sate nee at Das, 
e Jeecom e, Ivy allon, Elsie ughes eiper, 
F. T., Ma e, E. H. Moore, and Moira M Murray. 
D.T.M. 
Barton, B. S. T. G. Burnett, J. M. Caldwell, 


J. J. swani, 
N. Dholabhai L.G. Haryani, H.T. F. Fullerton, T oe ter, 
Khanna, 


G. 
S. D. Khali, V. N. Koniszewski T.E 
W. H. R. Lumsden, K. Nadarajah, H. Nelson, tr E. Ooi 


Outerbridge, W . de Pay, R. Singh, . Sundram 
L. Teeluck a 


A. S. Affara, L. J. Charles, H. N. Lee, H. R. R. E. Ramesar, 
and A. H. D. s. de Silva. 

Dr. A. H. T. F. Fullerton and Dr. T. E. Ooi were recom- 
mended for the Milne medal. 


Royal College of Obstetricians and Gynzcolofgists 

The following candidates have satisfied the examiners 
and have been awarded the diploma of the College :— 

F. S. Ponugl; Alexander Buchan, J. W. Brown, Violet 
Conway, J. G. B. DeVine, Norman Dodd, Mary N. Fawcett, 
Richmond mewards, G. H. Ellidge, J. B. Eliott, J. F. Fraser, 
Audrey I. Freeth, E. G. Collins, Evelyn W. Glennie, Alan Grant, 
D. H. Harrison, R. L. H tey, . Hendry, Eugenie ron 
Illingworth, James Kay, R. awrence, J. T. Mair, Mary D. 
Mellersh, Gardiner Mitchell, I. H. C. Morton, Robert Pollok, 
Florence G. Richards, Robert Roaf, Ada M. Sewell, and Helen 

omson. 


Royal Free Hospital 

Applications for the following postgraduate scholarships 
are invited from former students of this hospital :— 

A. M. Bird Scholarship.—£200 for one year to enable a medical 
graduate to obtain general experience in pathology 

Mabel Webb and A. M. Bird Research Scholarship. —£200 a 
year for assistance in carrying on research. 

Further particulars may be had from the warden and 


secretary of the medical school. 


Food Education Society 

In announcing last week the two lectures to be given 
to this society this month, Dr. E. C. Pillman-Williams’s 
lecture on diet and rheumatism to be delivered on April 19 
should have been described as the Bircher-Benner 
memorial lecture. The second lecture will be given by 
Sir Albert Howard on April 26; he will speak on health, 
nutrition, and soil fertility. Both lectures will be held at 
8 p.m. at the London School of Hygiene, Keppel Street, 
W.C.1. 


MEDICAL NEWS 


[APRIL 1, 1939 795 


Microchemical Club 

The following officers have been elected : hon. librarian, 
Miss Isobel Hadfield; hon. treasurer, Mr. L. H. 
Cooper, Ph.D. ; hon. secretary, Mr. W. F. Stephenson ; 
members of committee, Miss M. Corner and Mr. J. R. P. 
O’Brien. The secretary of the society may be addressed 
at Medway Technical College, Gillingham, Kent. 


Functions of Hospitals in War-time 

Addressing a meeting in Birmingham on March 20, 
Mr. Walter Elliot said that in making plans for the use 
of hospitals in a national emergency the Ministry of 
Health realised the important effect of efficient hospital 
service on the general morale. As reported in the 
Birmingham Post, he went on to say that in time of war 
it is not proposed to keep the ordinary hospital service 
reduced below its normal level for any length of time. 
The Ministry had it in mind, he said, that the ordinary 
inflow of patients displaced at the outset of an emergency 
would in a few weeks accumulate again, and would require 
hospital treatment, and must be catered for. 


Use of Analgesics by Midwives 

In the report of the Central Midwives Board for the 
year ended March 31, 1938, which has just been issued 
(H.M. Stationery Office, 4d.) it is stated that during the 
year the board approved 18 institutions for instruction in 
obstetric analgesia and in the use of a recognised apparatus 
for the administration of gas and air by midwives. This 
brought the total number of institutions so approved up 
to 32. A midwife may now receive this instruction as 
part of the compulsory post-certificate course which she 
must attend every 7 years, provided the duration of the 
course is extended from 4 to 5 weeks. Four types of 
apparatus are now recognised by the board. 


National Fitness Council for England and Wales 
The medical committee of this council have appointed 
two subcommittees. The first under the chairmanship 
of Sir Adolphe Abrahams will investigate the effect of 
violent exercise on girls and women from the physical, 
the nervous and the psychological point of view. The 
second under the chairmanship of Dr. G. E. Friend will 
study the criteria of fitness at present applied to different 
sections of the community. The “criteria” committee 
are considering a form which might be used as a basis for 
the medical examination of adolescents, particularly 
members of voluntary clubs and youth organisations, 
so that records from various sources can be correlated. 


Association of Industrial Medical Officers 

This association met on March 24 at the London School 
of Hygiene and Tropical Medicine, with Dr. L. P. Lockhart, 
the president, in the chair. A discussion on Factory 
Construction and Health was opened by Sir Owen Williams 
from the standpoint of the engineer and architect. Starting 
from physiological and physical principles he reviewed 
the function of a building as a means of protection from 
the elements, and remarked that the problem before the 
heating engineer was not ‘‘ how much should this building 
be heated ? ” but “how much should the occupants be 
cooled ?”’ (from their normal blood-heat). Sir Owen 
approved the maxim that the sky should be visible to 
every worker and said that the choice between single- 
storied and many-storied factories should depend entirely 
on the work to be done. He condemned what he called 
eye appeal, and thought that colour schemes should be 
based on use ; thus “‘ attractive’’ colours such as red and 
orange should be painted on parts of the building or 
machinery of which the worker should be kept aware, 
while ‘“‘ distractive ’’ colours such as green served for the 
rest. Colonel A. W. Garrett, deputy chief inspector of 
factories, said that in planning factories a great deal of 
subsequent trouble would be saved if the technical experts 
who were going to use the building would tell the architect 
what they needed and what they would probably need 
in a few years’ time if their work and machines continued 
to evolve. He had formed the impression that the 
immense rooms of the large single-story factory are exceed- 
ingly difficult to ventilate at the centre. 

A discussion followed in which the heating and flooring 
of factories was considered, together with the avoidance 
of noise, environmental monotony and needless labour. 
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Exhibition of Cripples’ Work 

The fifth International Exhibition of Cripples’ Work 
will be held in London in October, 1939, under the auspices 
of the Central Council for the Care of Cripples, 34, Eccleston 
Square, London, S.W.1. Work done by crippled persons 
in workshops, hospital schools, training colleges, and 
home industries will be displayed and will be eligible for 
competition for diplomas and trophies. _ 


Spanish Refugees in France 

Facilities have been afforded by the French govern- 
ment for the import of goods for these refugees duty- 
free through the red-cross organisation. General Ihler 
who is in charge of the camps at Perpignan has 
asked for shirts, underclothes and blankets, and since 
February many bales of goods have been sent from this 
country. Towels, cigarettes, tinned food, soap, and 
cotton-wool have also been dispatched. A recent consign- 
ment consisted of 16,500 blankets, 6000 shirts and 2500 
pairs of trousers. Special quarters for baling these goods 
have been taken over by the British Red Cross Society 
at 15a, Grosvenor Crescent Mews, London, S.W.1, and the 
society is now making an appeal both to manufacturers 
and to the public to help them in their task of aiding the 
French in their humane undertaking. | 


Emergency Bed Services in Liverpool and 


Birmingham 


A central bureau to arrange the admission of urgent 
cases to hospital was opened in Liverpool last week. The 
bureau is situated in the Royal Infirmary and works on 
the lines of the service that’ has been so successful in 
London. An indicator board showing the available beds 
is kept up to date by regular reports from the hospitals, 
and the bureau is linked by private telephone lines to all 
the major hospitals that serve the city. General prac- 
titioners can thus find where a bed is available and 
arrange the admission of an emergency to any of the 
general, special or municipal hospitals by one telephone 
call. The bureau is open day and night, and is to be 
linked up with the Merseyside ambulance services. 

A subcommittee of the Birmingham hospitals council 
has reported in favour of the establishment of a similar 
bureau there, and the council approved the scheme at 
their meeting on March 24. The details are to be worked 
out by a committee consisting of representatives of the 
public-assistance and public-health committees, the hos- 
pitals council, the contributors’ association and Hospitals 
Saturday Fund, the voluntary hospitals, and general 
practitioners. The public-health committee are to place 
5 of their 7 ambulances at the disposal of the bureau. 


A Blood-Bank at Manchester 

A scheme has been approved at the Manchester 
Royal Infirmary for instituting a ‘“‘blood-bank”’ or 
reserve of stored blood. The blood will be drawn from 
donors of groups A (2) and O (4), and is to be used 
primarily for emergency cases and especially for trans- 
fusions required during the night or at week-ends, when 
there may be delay or difficulty in getting donors through 
the ordinary service. It is also intended that the scheme 
should form a nucleus, capable of large development in 
time of war. The donors, who are to be examined regu- 
larly so as to minimise the risk of infection, will be 
obtained as usual through the voluntary transfusion 
service, but they will attend at times convenient to 
themselves. After storage for seven days, blood not 
required for emergency cases will be used for routine 
transfusions; this will avoid wastage. Dr. R. W. Fair- 
brother, director of the clinical.laboratory of the hospital, 
informs us that transfusions are being required more 
frequently, and points out that while the ordinary service 
is generally satisfactory, loss of time in securing a donor 
may have serious results in the occasional case of sudden 
and intense hemorrhage. We understand that more 
systematic training is to be given to students and others 
in the technique of blood-transfusion, and that questions 
involved in the storage of blood will be investigated. 

Dr. Jacob Goldman, resident chemical pathologist at the 
hospital, has been appointed full-time resident blood- 
transfusion officer. 
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The Tuberculosis Service in War-time 


The Joint Tuberculosis Council has issued @ memo- 
randum pointing out that the incidence of tuberculosis 
would probably increase in war-time owing to the dis- 
persion of tuberculous persons, shortage of food, the strain 
of active service and overtime work on munitions, and 
increased employment of tuberculous persons. Extra 
provision must be made not only for dealing with this 
increased incidence but also for accurate diagnosis among 
those called up for service. For this reason a specialist 
tuberculosis medical service should be kept in being, if 
only in skeleton form, and plans should be published 
beforehand concerning the transference of tuberculosis 
specialists to other duties. Similar considerations apply 
to the nursing staff of dispensaries and institutions. Due 
regard must also be paid to the influx of an evacuated 
population. This would entail a rearrangement of dis- 
pensaries, and, if necessary, neighbouring local authorities 
could combine their services. More attention should be 
paid to radiography by experts as a form of diagnosis 
that is not only very valuable but, in comparison with 
the examination of sputum, saves time and excludes the 
traffic in “ positive ” sputum that took place during the 
late war. The Government should therefore take steps to 
ensure the supply of plant, films, and other necessary 
material. The Ministry of Food should allow extra 
nourishment for tuberculous patients. 

This memorandum, which is signed by Dr. Lissant Cox, 
Dr. J. C. Gilchrist, Dr, J. B. McDougall, Dr. Lloyd Rusby 
and Dr. James Watt, is obtainable (price ls.) from the 
hon. secretary of the council, at Preston Hall, near 
Maidstone, Kent. . 


Appointments 


BRYSON 
at Glasgow Royal mary. 

CRAIG, W. JOHNSTON, M.B. Dubl., hon. radiologist to Poplar 
Hospital, London. 

DAWKINS J M.D. Camb., D.A., hon. anssthetist to 


University College Hospital London. 

M.B. Edin., M.R.C.P.E., assistant medical 
officer at the County Mental Hospital, Rainhill, Lancs. 
Is, J. R. GLANFIELD, M.B. Camb., D.A., hon. anesthetist 

to University College Hospital, London. l 

. C., M.B. Lond., F.R.C.S., hon. surgeon to the 
t. Albans and Mid-Herts Hospital. 

Hisor, J. C., M.B. Edin., F.R.O.S., resident surgical officer at 
King George Hospital, Uford. 

HuGHES-DavVIES, V. S., M.B. Lpool, D.O.H., medical officer at 
the Poer Law Infirmary and Institution, Bath. 

LATTER, K. A., M.D. Lond., M.R.O.P., hon. physician to the 
Norfolk and Norwich Hospital. 

MoKissock, WYLIE, M.S. Lond., F.R.C.S., hon. associate neuro- 
logical surgeon to the Hospital for Sick Children, Great 
Ormond Street. 

. H., M.B. Lond., D.P.H., deputy medical officer of 
health for Eastbourne. 
YoraFT, W. E., M.B. Lpool, assistant medical officer at the 
County Mental Hospital, Rainhill, Lancs. 

ROBSON, KENNETH, M.B. Camb., M.R.C.P., medical registrar at 
the Brompton Hospital for Consumption. 

Ross, MARGARET M., M.B. St. And., resident surgical officer at 
St. Anne’s Hospital, Altrincham. 

SMITH, S. R. Narssy, M.B. Aberd., resident surgical officer at 
the Royal Infirmary, Blackburn. 

*WILLOUGHBY, H. M., M.R.C.S., D.P.H., D.T.M. & H., deputy 

medical officer of health for the Port of London. 


V acancies 


For further information refer to the advertisement columns 
Army Dental Corps.—Dental surgeons. 
Aylesbury, Bucks Mental Hosp.—Asst. M.O., £350. 
Bediora Coury Hosp.—Sen. H.S. and Cas. O., each at rate 
o i 


asst. i 
Brighton, Royal Sussex County Hosp.—Cas. H.S., £120. 
Bristol City and County.—Asst. M.O.H., £500. 
Borough.—Asst. M.O., £500. 
orough.—Asst. M.O.H., £500. 


Chester Royal Infirmary.—H.S8. to orthopedic dept., £150. 
ity Road, E.C.1.—Asst. 
physician to children’s dept., 1 guinea per attendance. 


* Subject to confirmation. 
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Colonial Medical Service.—Medical officers. 
er Royal Infirmary.—Res. surg. O. and orthopsedic H.S., 
at rate of £250 and £150 respectively. 
Dublin, Charitable Infirmary, Jervis Street Hosp.—Visiting 
surgeon. 
Dudley Guest Hosp.—Cas. H.S., £150. 
Exeter, Wonford House Registered Hosp.—Asst. M.O., £350. 
Exminster evon County Mental Hosp.—Med. supt., £1000. 
Clears} Woodilee Mental Hosp., Lenzie.—Second asst. res. M. O., 


Guude, oyal Surrey County Hosp.—H.P. and cas. O., at fate 


Herera General -‘Hosp.—H.S. for cas., and ear, nose, and 
throat depts., £100. 

Hosp. for Coe £c., Brompton, S.W.3.—Res. surg. O., 
£150. Asst. res. M.O., at rate of £150. Also three HP. 3 
each at rate ot £50. 

Lambeth Metropolitan Borough, S.W.2.—Deputy M.O.H., £840. 

Lancaster, Royal Albert Institution for the Feeble-mi .—Res. 

un. asst. M.O., £375. 

La Ha is Joint Hosp. Board.—Med. supt. for infectious hosps., 


Leeds Public Dispensary and Hosp. —Res. surg. O., £200. Ophth. 
and aural O. and three H.P.’s, each at rate of £150. 

Leeds, St. James's Hosp.—tThree H. P. ’s, each at rate of £150. 

Leicester Royal Infirmary.—Hon. surgeon. 

Lincoln City.—Asst. M.O.H. and asst. school M.O., £500. 

Lindsey County Council, d&c.—Obstetric and gynecological 
consultant, £700. 

London Chest Hosp., Victoria Park, E.2.—Physician to inpatients. 

London County Council.— Asst. M.O (Class I), £350. Asst. 
M.O.’s ce II), each £250. Cie asst. district M.O.’s, 
£175-£150. 

London Hosp., E.1.—Supervisor of outpatient operations, at 
rate of £200. Surgical and medical outpatient first 
assts., each £150. Also hon. asst. ancesthetist. 

Macclesfield, Cheshire County Mental Hosp., Parkside.—Asst. 


Manchester, Baguley Sanatorium.—Jun. asst. M.O., at rate 


Manchester, Booth Hall Hosp. for Children.—Res. surg. O., £400. 

M anchester, Christie Hosp. and Holt Radium Institute, W ithington. 
Pathologist, &c., £600. 

Manchester, Park Hosp. . Davyhulme.—Asst. res. M.O. and 
jun. asst. res. M. O., atrate of £300 and £250 respectively. 

Manchester Ear Hosp., "Grosvenor Square, All Saints’.—H.S., 
at rate of £150. 

Manchester Royal Infirmary.—Two H.S.’s to spec. depts., cach 
at rate of £50. Also hon. asst. aural surgeon. 

Metropolitan Hosp., Kingsland load, E.8.—Cas. O. and res. 
anæsthetist, £100. 

Middlesex Hosp., W.1.—Res. M.O., 

Mildmay Mission Hosp., Austin A Bethnal Green, E.2.— 
Asst. cas. O., at rate of £140. 

Newark General Hosp. — Res. H.S., at rate of £175. 

Newcastle-upon-Tyne Cily and County. —Maternity officer, £800. 

Newport County Borough.—Asst. M.O.H., £600. 

North Middlesex County Hosp., Silver Street, N.18.—Asst. M.O., 
at rate of £350. 

Nottingham General Hosp.—H.8. to orthopedic and fracture 
dept., at rate of £150. 

Nottingham Hosp. for Women.—Hon. asst. surgeon. 

Nottingham and Midland Eye Infirmary.—Res. H.S., £200. 

Paddington Green Children’s Hosp., W.2.—H.P. and H.S., each 
at rate of £150. 

Plymouth City General Hosp.—Asst. M.O., £300. 

maga rn ae Last India Dock Road, Ii.14.—Jun. H.S., at rate 
o 

Portsmouth, Saint Mary’s Hosp.—Jun. asst. res. M.O., £250. 

Queen Mary’ s Hosp. forthe East End, Stratford, E.15. 2 Registrar 
to ear, nose and throat dept., 50 guincas. 

Rochdale İnfirmary and Dispensary.—Second H.S., £150. 

Royal Air Force.—Commissions. 

Royal Cancer Hosp., Fulham ltoad, S.WV.3.—Sen. asst. radiologist 
for therapeutic section of radiological dept., £450. Also 
radiologist, £400. 

Royal College of Surgeons of England, Lincoln’s Inn Fields, 

W.C.2.— Election of professors and lecturers. 

Royal Eye Hosp., St. George's Circus, S.L..1.—Othcer i/e children’s 
treatment Clinic and O.P. re fraction oflicer, each £380. 

Royal Naval Medical Service.—M.0O.’s. 

Royal Northern Hosp., Holloway, N.7.—H.P., at rate of £70. 

St. Albans County Institution, Oster House. H. S., £175. 

St. Bartholomew's Hosp., £L. C.1.—Hon. instructor for speech 
defects, &c. 

St. John’s Hosp., Lewisham, S.E.13.—Orthopedic registrar, 
35 guineas. 

St. Thomas's Hosp.—Asst. director of radiotherapy. Also 
sen. and jun. radiologists, £600 and £400 respectively. 

Salford, Infectious Diseases Hosp.—Jun. asst. res. M.O., £200. 

Staffordshire Mental Hosp., Cheddlcton, near Leek. —Jun. asst. 
M.O., £500. 

Surrey County Council.—Agst. M.O., £600. 

Soan eai CONNY Borough.—Asst. M. O.H. and asst. school M. O., 
£50 

Taunton and Somerset Hosp.—U.S., at rate of £125. 

Tilbury Hosp., Essex.—H.S., at rate of £140. 

Unirersity College Hosp. Medical School, 1V.C.1.—Beit Memorial 
fellowships for medical research each £400. 

Ventnor, Isle of Wight, Roual National Hosp. for Consumption, &c. 
Asst. res. M.O.. at rate of £250. 

Walsall, Manor Hosp. —Jun. asst. M.O., £150. 

West London Hosp., Hammersmith, W.6.—Chief clin. asst. in 
X-ray (diagnostic) dept., £125. Also res. cas. O. and res. 
anæsthetist, each at rate of £100. 

Westminster Hosp., Broad Sanctuary, S.JV.1.—Hon. appoint- 


ments. 
Wolverhampton Royal Hosp.—H.S. for fracture and orthopmwdic 
dept., at rate of £1u0. 
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Medical Diary 


April 3 to April 8 


SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 


TUESDAY. 

Orthopedics and Neurology. 8.30 P.M., Dr. J. Grafton 
Love (Mayo Clinic) and Dr. C. P. Symonds : Prolapsed 
Intervertebral Discs. Dr. J. L. A. Grout, Dr. F. bee 
Golding, and Mr. Geoffrey Jefferson will also speak 

Psychiatry. 9 P.M., Prof. C. G. Jung: Scope 
Limitations of the Genetic Factor. 

WEDNESDAY. 

Surgery. 8.30 P.M., pathological meeting. Specimens 

will be on view from 5 "P.M. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF BIRMINGHAM. 
TUESDAY.—4 P.M. (Queen Elizabeth Hospital), Dr. James 
Smellie : Infantile Diarrhea. (Last Ingleby lecture.) 
UNIVERSITY OF GLASGOW. 
TUESDAY.—4. a0 P.M. (Tennent Memorial Building, Church 
Street), Dr. I. Chesar Michaelson : The Eye in the Disorders 
of Internal Secretion. 


sa Oa, rea ae MEDICAL SCHOOL, Ducane 
oa 

TUESDAY.—4.30 P.M., Dr. C. M. Hinds Howell: Syphilis 
of the Nervous System. 

WEDNESDAY.—NOON, clinical and pathological conference 
(medical). 3 P.M., clinical and pathological conference 
(surgical). 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
conference. 3.30 P. M., Mr. Charles Read : Sterilit ty. 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gy næcological clinics and 
operations. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 

TUESDAY.—5.15 P.M. (Brompton Hospital, S.W. 3), M.R.C.P. 
course in chest discases. 

LEEDS GENERAL INFIRMARY. 

TUFSDAY.—3.30 P.M., Dr. J. R. H. Towers: 
Middle Age. 


and 


The Heart of 


Births, Marriages and Deaths 


BIRTHS 


BATHURST NORMAN.—On March 21, at Eton, the wife of 
Dr. Harry Bathurst Norman—a daughter. 

BENTLIF. —On March 24, the wife of Dr. Graeme Bentlif, of 
Jersey, C.I.—a daughter. 

Brook.—On Mawel 24, at Barnstaple, the wife of Dr. Stanley 
Gordon Brook—a son. 

GALLIMORE.—On March 21, at Basingstoke, 
Dr. Robert Gallimore—a son. 

GILLIES.—On March 23, at Tavistock, the wife of Dr. T. D. 
Gillies—a son. 

HARON AVES.—On March 21, at Bentinck Street, W.1, the wife 
of Dr. R. Hargreaves—a daughter. 

MarRKBY.—On March 25, the wife of Mr. C. E. Puckle Markby, 
F.R.C.S., of Bournemouth—a son. 

PaTERSON.—On March 25, at Philadelphia, U.S.A., 
of Dr. John F. Paterson, of Little Baddow, 
daughter. 

PEARSON.—On March 21, at Welbeck Street, the wife of Dr. 
J. E. G. Pearson—a ‘daughter. 

Pom.—On March 27, at St. Augustine, Trinidad, the wife of 
Dr. Gerald Pimm—a daughter. 

Proctor.—On March 24, at Plymouth, the wife of Surgeon 
Commander R. L. G. Proctor, R. N.—a daughter. 

THORNE.—On Jan. 25, at Karachi, the wife of Captain W. H. A. 
Thorne, I.M.S. —a daughter. 

WELFORD.—On March 26, at St. Peter’s Square, W.6, the wife 
of Dr. C. R. B. Welford—a son. 

WIGFIELD.—On March 26, at Buntingford, Herts, the wife of 
Dr. Alan Wigtield—a son. 


DEATHS 


CUMBERBATCH.—On March 21, at St. Bartholomew’s Hospital, 
London, Elkin Percy Cumberbatch, M.A., B.M. Oxfd, 
F.R.C. P., of Manchester Square, W.1. 

EarLty.—On March 25, at Hoylake, Philip Vanner Early, 
M.B. Lond., M.R.C.S., aged 52. 

HARBINSON.—On March 26, at Matlock, George Casement Reid 
Harbinson, M.B. R.U. I. 

McCaL L-ANDERSON.—On March 24, in New York, Thomas 
MecCall-Anderson, M.D. 

MARSHALL.—On March 28 at Holmbury, Thorncliffe Drive, 
Cheltenham, William Lawrence W right, C.M.G., M.R.C.S., 
J.P., consulting surgeon, the Royal Infirmary, Huddersfield, 
aged 79 years. Funeral service at Christ Church, 
Cheltenham, on Friday, 12.30 P.M. 

WALMSLEY.—On March 2 ', at Lidden, Robert 
Garrett Walmsley, M.B. Lpool. 


N.B.—A fee of is. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


GOOD QUALITY IN MEDICAL CARE* 
By J. Rosstyn Earp, M.A., M.R.C.S., Dr.P.H. 


You are consumers of medical care, and I want 
to utter a simple warning : caveat emptor. Be careful 
that we do not sell you a pup. 

How are you going to judge the quality of medical 
care which any given scheme proposes to purvey 
to you? Can a layman pass judgment on so esoteric 
an art? I admit that this is not easy but I suggest 
that just now it is very important that you set up a 
bureau of standards, 

How can you measure quality ? You will be told 
that it is essential to preserve free choice of doctor. 
The reason advanced is that this leads to a certain 
physician-patient relationship without which good- 
quality care cannot be had. The argument about 
free choice of doctor reminds me of an argument 
heard in my Victorian youth about free choice of 
husband. It was the Anglo-Saxon tradition that no- 
one should come between the young woman and the 
young man in the arrangement of a marriage, The 
continental tradition on the other hand has been 
‘that the experience of their elders was a safer guide 
than the impulses of youth. I do not attempt to 
judge between these traditions: I observe simply 
that in my experience the success of marriage has 
depended more upon the kind of people who were 
married and upon the attitude of each to the other 
than upon the nature of their introduction. 

I do not underrate the doctor-patient relationship. 
I have had patients who have honoured me with 
confidence and friendship. I agree that such confidence 
is in many cases a prerequisite of good medical care. 
But I also believe that it depends more upon the kind 
of man who is doctor, the kind of man who is patient, 
and their attitude one to another, than upon the 
manner in which they are introduced to each other. 

I submit three standards that I hold to be of more 
importance than free choice of doctor: 


(1) That all consumers everywhere should have 
access to the latest equipment provided by scientific 
discovery for the purposes of diagnosis and treatment. 

(2) That whenever consultation is needed the advice 
of qualified specialists shall be speedily obtainable. 

(3) That all doctors ministering to the medical 
needs of the public shall be informed of modern 
oat procedure and competent to take advantage 

hereof. 


It is now 22 years since I graduated in medicine. 
The advance in the technology of medicine during 
those years has been breath-taking. The education 
I received from 1910 to 1917 by no means fits me 
to practise medicine today, The other day I was 
talking to a doctor who had just been looking through 
a gastroscope and was filled with amazement by what 
it is now possible to see of the inside of the stomach. 
I have never seen the inside of a living stomach nor 
even this new instrument which makes it visible. 
I learned how to recognise pulmonary tuberculosis 
with my eyes, my hands and my ears aided only by 
a stethoscope. Today I know that tuberculosis must 
be seen in the X-ray film since it cannot be heard in 
time. Only by postgraduate study have I acquired 
some ability to read the evidence on an X-ray film. 


* From an address delivered to the Conference on Human 
Needs in New York City, March 11-12, 1939. 


Many of the skills which I acquired by long practice 
in the course of my medical education are now rela- 
tively unimportant. I spent hours in clinical surgery 
learning to distinguish by the use of my hands a 
malignant lump in the breast from a harmless lump. 
Whatever skill I acquired is now valueless. No lump 
should be allowed to stay long enough for me to be 
able to tell you that it is cancer. Every tumour 
should be removed and examined under the microscope 
by an expert pathologist. 

On the other hand, new knowledge, new skills have 
become essential to the practice of medicine and not 
all doctors have found time to go back to school. 
Above all there has been a revolution in our conception 
of the responsibility of the doctor to forestall 
encroaching disease, In my youth it was good enough 
to treat the patient when he came to you with symp- 
toms: in pain, or breathless or wasted to a skeleton. 


Now we know that if we are to save health and life 


we must treat syphilis, cancer, tuberculosis, heart 
disease—yes, the commonest causes of death and 
invalidity—we must treat them before symptoms are 
apparent, This means a new conception of medical 
care. The school-teachers are kept up to date by 
compulsory refresher courses from which they are 
obliged to obtain ‘ credits.” As at present organised 
medical practice provides no convenient summer 
holiday for refresher courses. Hospitals are not 
organised to provide continuous access by all physi- 
cians to the implements of scientific medicine and 
the faculties of medical schools are mostly engaged in 
teaching undergraduates. But there is no good reason 
why postgraduate education for school-teachers 
should be provided and required while postgraduate 
education of physicians is left to detail men from the 
drug houses. | 

It will pay you consumers to give us doctors a 
chance to keep ourselves up to date. Then if we do 
not take our chance we should expect no mercy 
from you. 


STREET ACCIDENTS 


In the course of a discussion on street accidents 
by the Medico-Legal Society on March 23 Dr. Gerald 
Slot suggested the medical examination of candidates 
for driving licences, special attention being paid to 
vision and hearing, since defects in these senses 
and other physical disabilities of drivers are responsible 
for some accidents. In examining pedestrians hit 
by fast-moving vehicles it should be remembered, 
he said, that internal injuries might be far from the 
surface wound, owing to the speed of impact. As 
much information as possible should be collected at 
the time so that an accurate history could be pieced 
together. It was necessary to discriminate at post- 
mortem examinations between injuries due to the 
accident and injuries sustained before the accident, 
which might have caused it. Dr. Slot advocated 
the introduction of a system of notification and 
filing of the histories of all motor accidents and the 
adoption of the American practice of arranging for 
allambulances to carry doctors. The hospital resident 
faced with a serious casualty should not hesitate to 
call in a senior man to deal with it. The treatment at 
hospitals of accidents to well-to-do patients involved 
considerable loss of income to private doctors; nor 
did the doctors attached to the hospitals get sufficient 
recompense for their trouble. Attendance at the 
law-courts during actions for damages was another 
source of loss when the suit was prolonged, and the 
uncertainty when a case would be heard sometimes 
kept a doctor waiting about idle for two or three 
days. It had been established that a verbal promise 
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by the party responsible for the accident to pay a 


doctor for treating the injured person was legally 
binding. 

Colonel Walter Parkes observed that the cost to 
voluntary hospitals of road accidents was some 
£300,000 per annum, of which only about £100,000 
was recovered from insurance companies, since most 
settlements did not allow for payment to hospitals. 
He suggested the addition of 2s. to the cost of a 
driving licence to provide a central fund for the 
treatment of road casualties and the payment of 
hospitals and doctors concerned with them. Captain 

+ M. Eden said that hospitals often had 
difficulty in obtaining the accident emergency fee 
of 12s. 6d.; they should be given a grant from the 
Road Fund and should combine to form a common 
organisation for dealing with road accidents. Other 
speakers supported the idea of a central fund and 
one observed that the insurance company was 
responsible for the accident emergency fee. 


TUBERCULOUS PERITONITIS 


THE work of the Swiss pioneers of heliotherapy, 
Bernhard of St. Moritz and Rollier of Leysin, is 
widely known, but  Rollier’s latest publication 
(Rollier, A., and Leuba, W., Tech. chir. February, 
1939, p. 1) is particularly valuable because it draws 
attention to the essential rôle of correct technique in 
the treatment of tuberculous infection of bowel and 
peritoneum. The area of skin exposed and the length 
of exposure are determined by the improvement in 
the general and local conditions, and by the cutaneous 
reactions, especially the amount of pigmentation. 
Exposure of the abdomen must be avoided in the 
early stages of treatment and is only permitted 
after prolonged exposures of the legs are well tolerated. 
Infringement of this rule spells disaster, there is 
deterioration in the general condition and diminished 
resistance of the patient to the local inflammatory 
process. Rollier’s results are recorded in a series of 
photographs comparing the appearance of the patients 
before and after treatment. They show healing of 
multiple feecal fistuls, closing of tuberculous sinuses, 
absorption of effusions, and disappearance of tuber- 
culous masses, with an astonishing change in the 
patients’ appearance from advanced cachexia to 
flourishing good health and excellent physique. 


TREATMENT OF FRACTURES IN CAIRO 


THE Red Crescent Hospital in Cairo, which receives 
accident cases only, has issued its first annual report. 
In a foreword Mr. M. Kamel Hussein, the surgeon 
in charge, explains that the steady increase in the 
number of road accidents and the concern to deal 
fairly with disabled workers were the two factors 
that decided the authorities to open the hospital. 
It has already outgrown the capacity of its original 
56 beds, and new accommodation, which will give 
the hospital 125 beds, is under construction. The 
methods used in the treatment of fractures are in the 
main those of Böhler, with minor modifications. 
Mr. Hussein would be ‘‘ very happy if doctors would 
discard for ever” the following ideas: (1) that 
massage helps union; (2) that early passive move- 
ment is useful in fractures involving joints, even at 
the expense of accurate reduction; (3) that a certain 
fracture means a certain splint; (4) that plaster-of- 
paris, correctly applied, causes stiffness of joints and 
atrophy of muscles; and (5) that infected open 
fractures should be energetically treated for infection, 
the treatment of the fracture being postponed till 
the wound is healed. He is a firm advocate of 
plaster-of-paris, but only of the plaster applied 
without padding. The safest plaster, he says, is one 
applied skin-tight, so that the shape of the limb is 
easily recognisable on the plaster, the malleoli and 
patella, for example, being visible through accurate 
moulding over their contour. Such a plaster has no 
chance of rubbing or slipping, and can be applied 
thin so as not to embarrass the use of the limb by 
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its weight. In compound fractures plaster is the 
sheet anchor of treatment. In the practice of the 
Red Crescent Hospital it is considered criminal to 
treat the infection first and the fracture later. 
Immediate operation is the rule. The edges of the 
wound are excised, necrotic and badly injured tissues 
are removed, and the wound is closed unless the 
danger of infection is obviously too great. Traction 
is then applied, and the limb, whether or not the 
wound has been closed, is encased in plaster. Inten- 
sive treatment of the wound by fomentations and 
four-hourly dressings is condemned as risking a spread 
of infection and liable to interfere with the position 
of the fractured ends. Traction on infected fractures 
has been applied with no harmful results. | 

The statistics of the hospital show that in twelve 
months 1770 cases were admitted, of which 796 
were fractures and 384 were cranial injuries other 
than fractures. The methods of treatment used and 
the results obtained in each type of fracture are 
discussed by the surgeons responsible. There are 
four resident medical officers acting under the general 
supervision of Mr. Hussein. It is interesting to note 
that of eight cases of linear fissure of the skull 
explored by trephine not one showed any dural or 
cerebral complication. The results in the cases of 
depressed fracture of the skull are encouraging: 
33 patients, all trephined, had an average stay in 
hospital of 13 days, and only 8 of them died. Drainage 
was used in the first case only, and then it was 
found unnecessary; so all wounds were closed 
without drainage. 


FULMARS AND PSITTACOSIS 


ORNITHOLOGIST writes: The discovery that the 
fulmar petrel (Fulmarus glacialis) is responsible for 
psittacosis in the Faroe Isles coincides with the 
centenary of its arrival in those islands; for about 
1839 it first began to breed on the cliffs of Suderoe, 
whence it spread to the neighbouring isles, becoming 
common throughout the group by 1905.1 Previously 
its range was limited (as regards this part of the 
world) to Iceland and St. Kilda. Shepherd,? describing 
his experiences in Iceland, wrote: ‘‘ A very curious 
dish was served up to us for dinner. It consisted of 
roasted Petrels, Guillemots, and Razorbills.”’ An 
early account of Iceland? says that 20,000-—30,000 
young fulmar petrels were caught annually on the 
Westmann Isles off Iceland, and Annandale! says: 
‘“ In 1898, according to the statistics collected daily 
throughout the season, 24,229 young birds of the 
species were taken in the Westmann Isles.... Even 
in the Westmann Isles there are traditions that the 
fulmar was not always an indigene.” It is not 
known when the fulmar first colonised either Iceland 
or St. Kilda, in which latter island the bird has been 
common for at least three centuries... Newton and 
Gadow ‘ said that at St. Kilda 18,000-20,000 young 
fulmars were killed annually in one week in August. 
Cases of psittacosis, if they occurred either in Iceland 
or St. Kilda, would probably have been diagnosed as 
pulmonary tuberculosis, which has always been rife 
in Iceland at least. 

The Faroes lie roughly half-way between Iceland 
and the Shetlands, and it took another forty years 
for the fulmar to extend its range from the Faroes 
to the Shetlands. In 1879 ‘‘a dead whale reached 
the island of Foula, having been brought by the 
currents from the northern seas. On the carcase 
were a number of fulmars, which found a suitable 
nesting-ground on the island and did not return north- 
wards.” 1 That the fulmar, however, had already 
strayed as far as the Orkneys by 1845 is to be 
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understood from the remarks of Buckley and Harvie- 
Brown ê: ‘‘ Since Messrs. Baikie and Heddle published 
their book in 1845 several more specimens of the 
Fulmar have been obtained ’—one shot in 1850, 
one in 1860, one in 1872, and several seen at sea. 
. Even as late as 1907 fulmars were reported as 
uncommon birds in the Orkneys: ‘Several pairs 
were discovered during the past summer frequenting 
the cliffs between Stromness and the Bay of Skaill, 
in the Orkneys. This is believed to be the first 
record from this locality.”’* In 1897 the fulmar 
began to breed on the cliffs of the extreme north of 
Scotland,! and since then it has rapidly extended its 
range southwards. This rapid extension probably 
means that the well-established breeding-grounds, 
such as the Faroes, are very congested; hence the 
liability of the fulmars to disease. 

The suggestion made by Haagen and Mauer,’ 
mentioned in THE LANCET of March 25, that the 
virus of psittacosis is shaken from the wings of the 
young birds into the faces of their captors is belied 
by both the statements and the photographs published 
by Annandale. There is no mention whatever of 
the young birds flapping their wings and making a 
dust. On the other hand, their method of defence is 
an example of the power of several species of birds 
to eject forcibly their gastric contents. The fulmar 
shares with other petrels the habit of ejecting at any 
aggressor, including man, a quantity of disgusting 
oil with a penetrating odour. Newton and Gadow ê 
say: ‘‘ Whenever a live example is seized in the 
hand, it ejects a considerable quantity of this oil 
from its mouth.” ‘‘ The fowlers,” says Annandale,' 
“ aim at stunning them before they can spit; for the 
young birds defend themselves in the same way as 
the adults and can eject their oil violently to the 
distance of several feet. Before doing so, however, 
they stretch their necks, hiss like snakes, quiver, 
gurgle and splutter, and finally open their beaks 
widely, as photographs show—and then out comes 
the oil.” They obviously have no time for flapping 
wings. It is therefore possible that the virus is 
contained in the oil. The clothing of those who catch 
the young birds is described by Annandale as “‘ stained 
in yellow patches with the fulmar’s oil and very 
malodorous.” 

He also says that “ some Faroemen appreciate the 
oily flesh of the bird as an article of diet, but others 
will not eat it; it appears to be more favoured by 
men than by women.” It would be interesting to 
find out whether or how many psittacosis patients in 
the Faroes had partaken of the flesh of the fulmar. 
Much of this oil (which must not be confused with 
the oil ejected by the bird) is extracted by the 
Faroes women for various purposes, including 
illumination, before the flesh is used as food. This 
could possibly account for the cases of psittacosis in 
women. 


TRUE CYSTS OF THE PANCREAS 


TRUE cysts, as distinct from pseudo-cysts, of the 
pancreas are rare. L. Massé, R. Darmaillacq, and 
P. Darmaillacq (Bordeaux chir. January, 1939, p. 10) 
describe two cases of their own, but in the literature 
of the last fifteen years have found only 17 others 
in which the diagnosis has been established beyond 
doubt—that is, by histological demonstration of a 
lining epithelium. These cysts are, in general, an 
affection of adult life, though one of the published 
cases occurred in a child of twelve. They are 
commoner in women than in men and originate 
more often in the tail than in other parts of the 

ancreas. The symptoms are vague and atypical and 
he only pathognomonic sign is the presence of a 
tumour ; hence errors of diagnosis are common. 

Epithelium-lined cysts of the pancreas are of various 
types. Among the 19 cases cited by Massé and his 


5. Buckley, T. E., and Harvie-Brown, J. A., A Vertebrate 
Fauna of the Orkney Islands, 1891, p. 243. 
6. Walpole-Bond, J., Country-Side, 1907, 6, 69. 
7. Hagon, ven E., and Mauer, G., Disch. med. Wechr. Jan. 6, 
» P. 13. 


NOTES, COMMENTS, AND ABSTRACTS 


[APRIL 1, 1939 


colleagues are instances of congenital polycystic 


disease, so-called canalicular cysts, cystadenoma 
(almost always multilocular), adenocarcinoma, and 
cysto-epithelioma (resulting from the supervention of 
malignant changes in a benign cyst). The authors 
maintain that all the different types are neoplastic 
in origin, and that other suggested causes such as 
retention and chronic inflammation can be eliminated. 
They group the cysts under two heads, according as 
they originate from adult pancreatic tissue or from 
hypothetical embryonic rests derived from the 
intestine and remaining embedded in the pancreas 
during the course of development. The cysts in the 
former group are benign and can be cured by simple 
marsupialisation. The second group are always 
malignant; nothing short of complete removal will 
suffice to bring about a cure, and this is not always 
technically possible. Unfortunately the malignant 
type is the more common. 


A CONSTRUCTIVE HEALTH BOOK — 


A GoOoD and unassuming little book entitled ‘‘ The 
Household Doctor ” 1 belies its name: it makes no 
attempt to replace the doctor in the home, but only 
serves to give the ordinary man a clear idea of his 
own body processes and the things which happen 
when these go wrong. Twelve short chapters deal 
with simple physiology and rules for health, not only 
for the ordinary man but for the expectant mother, 
the baby, the growing child, the middle-aged, the 
old, and those who must live in the tropics. Two 
first-class sections cover home nursing and the proper 
contents of the household medicine cupboard. In 
the second part of the book common ailments are 
arranged alphabetically and their nature is described 
clearly. The anonymous author has the gift of seeing 
the wood through the trees, and he reduces compli- 
cated diseases to simple but accurate terms in the 
space of a few lines. His views on child management 
strike a slightly out-of-date note in an otherwise 
modern setting: it is a pity, for example, to find 
mechanical restraint, however mild, recommended 
for masturbation, or the phrase ‘‘ Ladies don’t do 
that” still admitted to nursery vocabulary. The 
section on poisoning is a little masterpiece of com- 
pression and tabulation : generalities first, exceptions 
second, individual cases third. 


MENTAL TREATMENT IN IRELAND 


Past and present facilities for mental treatment 
in Ireland—and the lack of them—were discussed 
by the section of medicine of the Royal Academy of 
Medicine in Ireland at its meeting on Feb. 24. The 
first modern mental hospital in the country, said 
Dr. Francis Pilkington, was St. Patrick’s in Dublin, 
founded by Dean Swift in 1745. In the next 150 
years there was great activity in the building of hos- 
pitals but accommodation always fell behind needs, 
and many of the insane remained under indifferent 
conditions in the workhouses. Dr. J. Dunne deplored 
the fact that legislation in Eire in the last forty years 
had fallen so far short of that elsewhere, especially 
in catering for voluntary patients. He urged the 
need for child-guidance clinics, for at present, he said, 
there was no provision for the backward child, the 
“ problem ” child or the psychotic child. Dr. H. Lee 
Parker thought that the essential difficulty in Ireland 
was the lack of method in taking care of psycho- 
neurotic and borderline cases. He suggested that 
patients should first go to a general hospital to exclude 
the presence of physical disease, and that there should 
be clinics to which they could then be referred as 
voluntary patients. These should be under the 
control of the state mental hospitals, but, in deference 
to popular prejudice, should be in separate buildings 
and should have a name which conveyed no idea of 
insanity. Here patients would be examined and 
treated or, if they turned out to be certifiable, sent 
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on to a mental hospital. He considered it a crime 
that the insane, the epileptic and the feeble-minded 
should all be housed under one roof. 

Dr. W. R. F. Collis divided children for whom 
accommodation should be provided by the state 
into four groups: (1) mental defectives, such as 
mongols; (2) difficult children, for whom child- 
guidance clinics were an urgent necessity ; (3) actual 
psychotic children; and (4) epileptics, who were the 
curse of the outpatient departments of all children’s 
hospitals, and became more and more difficult to 
deal with as they got older. The need for psychology 
clinics for borderline cases separate from the ordinary 
mental hospitals was again urged by Dr. J. ©. Flood, 
who said that for the next half century anything in 
the nature of mental disease would carry a definite 
stigma in Ireland. He was satisfied with the training 
in mental disease that students now received, for 
he thought that every student iat qualification was 
capable of recognising a case of certifiable disease and 
of determining when certification should be carried 
out. Dr. Leonard Abrahamson, the president, 
thought that students should be taught enough 
psychology to enable them to assess their patients 
from this standpoint. In reply to a question from 
Dr. H. J. Eustace as to the value of temporary 
certification, Dr. Pilkington said that this was 
being used to an increasing extent in England, but 
it had the drawback of being more complicated than 
ordinary certification, and seeing that comparatively 
few patients were strictly non-delusional, it had only 
a limited applicability. Child-guidance clinics, he 
said, were very expensive to run, but he suggested 
that there should be an outpatient psychology clinic 
in every hospital for both children and adults, and 
that each clinic should have a few beds available for 
use when required. 


FILARIAL BLINDING IN EAST AND CENTRAL 
AFRICA 


ABOUT a year ago Dr. Adams of the Liverpool 
School of Tropical Medicine reported? a case of 
filarial blinding in a male European, who had lived 
in the Belgian Congo and in Tanganyika and Kenya 
Colony. He had probably been infested with the 
Onchocerca volvulus in one of these countries. Larvee 
of the parasite were found in the skin and the bulbar 
conjunctiva, and, by slit-lamp examination, active 
microfilarise were seen in the aqueous. The blood 
showed a 40 per cent. eosinophilia. A note on this 
report in the Fast African Medical Journal called atten- 
tion to the possibility of cases occurring in Kenya 
and other territories. An inquiry was then set on 
foot and the reports from the various countries 
together with relevant information from the Sudan 
and the Belgian Congo have now been brought 
together in a symposium.? 

The Onchocerca volvulus is conveyed to the human 
subject by Simulium damnosum and S. neavei. :_ These 
biting flies have always been found in areas where 
onchocerciasis is prevalent. Their habits have been 
intensively investigated by Mr. Gibbins of the 
Uganda service, who contributes a valuable article 
to the symposium. S. damnosum is only found in 
well-aerated rocky gorges along rapid streams. The 
distribution of onchocerciasis is, therefore, remarkably 
limited. 

First recognised on the West Coast in 1893, the 
earliest record of onchocerciasis in Central Africa 
is that of Sir Albert Cook, who found the parasite 
in tumours removed from natives of Busoga, in 
Uganda, as long ago as 1899. The filaria develops 
slowly. Several years may pass before there are 
manifestations of its presence. The adults produce 
subcutaneous tumours varying in size from a pea 
to a pigeon’s egg. They closely resemble fibromata 
or sebaceous cysts. They do not suppurate and 
may persist for thirty years. As a rule they are 
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few in number, though Prof. R. P. Strong of Harvard 
and his colleagues, working in a highly infested 
district in the Belgian Congo, found patients with 
as many as 150 small tumours. The adult worms 
breed in these tumours and microscopical examination 
of them shows cross-sections of adult onchocerca, 
of ova containing larv and of masses of larve lying 
free in the cavities (Burke-Gaffney). In addition 
to the tumours caused by the adult worms, the 
microfilarize cause an intensely irritating poly- 
morphic skin eruption and the parasites are easily 
demonstrated in scrapings of the integument. 

That the eye may be attacked by the parasite 
was first recognised by Pacheco Luna in Guatemala 
in 1918, and Dr. E. Brumpt was led to name the local 
parasite Onchocerca cecutiens, though it is now believed 
that this is not a different species. It has been 
suggested that the height of the vegetation may 
render the head more likely to be attacked by the 
fly in certain districts. It is generally recognised 
that where there are tumours on the head ocular 
onchocerciasis is more likely to occur. 

The earliest account of filarial blinding in East 
Africa was given by Mr. F. W. Dry, assistant entomo- 
logist in Kenya in 1921. He described the skin 
affection investigated later by Gibbins and Loewenthal 
(1933), but he made the important observation that 
the tribesmen attributed blindness and impaired 
vision to the biting of flies, which proved to be 
Simulium damnosum. 

For several years the medical officers of the Anglo- 
Egyptian Sudan have studied the condition known 
as Sudan blindness which occurs in certain parts 
of the Bahr-el-Ghazal. They found two types of 
ocular onchocerciasis. The more serious is a retino- 
choroiditis which goes on to optic atrophy. It 
is very rapid in its development, blindness occurring 
in from two to five months after the initial lacrimation 
and night-blindness. This affection is usuallybilateral. 
The other, and more common, disease is a keratitis 
associated with iridocyclitis, which may also lead to 
grave impairment of vision. Microfilarie can often 
be obtained from the aqueous, and slit-lamp examina- 
tion shows the parasites crossing the field of vision. 
In 1935 Dr. A. J. Boase of the Uganda service 
reported the case of a Muganda school-teacher who 
was blind in one eye from optic atrophy. Dr. Boase 
was fortunate enough to see with the slit-lamp ` 
microfilariz crossing the aqueous in the apparently 
sound eye. Prof. Strong, in conducting his intensive 
investigation of a highly infested area in the Belgian 
Congo with the assistance of Dr. Jean Hissette and 
others, found a high percentage of cases of filarial 
blinding. Dr. Hissette gave an admirable account 
of the ocular manifestations illustrated in colour.?® 

The reports collected show that there is evidence 
of the presence of ocular onchocerciasis in several 
East African territories, but in many cases of blindness 
this cause has not been recognised. 

One of the most important features of the 
symposium in the East African Medical Journal 
is Dr. R. J. Harley-Mason’s report of three cases of 
filarial blinding in Europeans in Kenya. All these 
men had been working in a particular district in the 
colony. In this area Dr. E. W. C. Jobson had a case 
of onchocercal tumour in an African and a further 
investigation by Dr. F. Hawking, senior research 
fellow of the Medical Research Council, showed that 
onchocerciasis of the skin was present in a high 
proportion of the natives of the district. Further 
inquiry is being made as to the incidence of ocular 
manifestations. Dr. Harley-Mason, who is an 
ophthalmologist in the Kenya service, suggests that 
a routine investigation of the blood for eosinophilia 
should be made in all cases of chronic conjunctivitis 
occurring in persons who have lived in the tropics. 
He found an eosinophilia of 17 to 23 per cent. in his 
cases. Mr. Gibbins, who has studied the habits of the 
simulide in Uganda, holds that it will be extremely 
difficult to deal satisfactorily with the fly vector of 
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onchocerciasis. The Sudan authorities believe that 
other flies may also be carriers of the filaria. It is 
said that removal of tumours near the eye has a 
beneficial effect on the ocular affections. Antimony 
and other chemotherapeutic remedies have been 
administered with only partial improvement. 
Advanced cases where there is cicatricial change are, 
of course, unaffected. 


PSYCHOLOGICAL FACTORS IN RHEUMATIG 
DISORDERS 


Sir Leonard Hill, F.R.S., took the chair last week 
at one of the lecture-discussions on rheumatic dis- 
orders being held at the St. John Clinic and Institute 
of Physical Medicine, London. Dr. Philip Ellman 
said that clinicians were often struck by the 
importance of emotional factors in determining, in 
particular, the response to treatment of patients 
with arthritic disorders, and it was this which had led 
Dr. Mitchell and himself, in 1932, to make some 
relevant investigations.—Dr. S. D. Mitchell said that 
a psychiatric study of the personalities of two groups 
of 40 patients with rheumatoid and osteo-arthritis 
showed, particularly in the first group, an excess of 
patients of a personality type characterised by 
depressive features, by morbid anxiety and by mild 
ideas of reference. He had been impressed by the 
frequency of emotional disturbance within one month 
of the onset of arthritic conditions. Such disturbances 
might easily act as precipitating factors.—Dr. A. T. M. 
Wilson said it was increasingly recognised that the 
adjective ‘‘ organic ” referred to a secondary phase of 
disease which followed on primary disturbances 
which were purely physiological. Summarising some 
preliminary observations made by Dr. Eric Wittkower 
and himself, he pointed out that experimentally 
produced emotional states could be shown to affect 
the metabolic level, the extent of allergic reactions, 
the development of immunity, the endocrine situation, 
and the vasomotor and muscular tone. All these had 
been described as important factors in rheumatic 
disorders. After discussing investigations reported 
by various workers, he described briefly a few cases 
where “fibrositis,” although it probably had a local 
origin in vasomotor and spastic conditions of muscle, 
was almost certainly part of a psychoneurotic reaction 
to some gross environmental disturbance. This 
finding was borne out by the statement which had 
been made that only in countries with state health 
insurance does the total incapacity produced by 
“ rheumatism ” exceed that arising from tuberculosis. 


SUBJECTIVE EXPERIENCE OF A CEREBRAL 
: TUMOUR 


WHEN a practised imaginative writer who has had 
a tumour removed from his brain sets out to describe 
what happened it is inevitable that the account ? 
will seem highly coloured to the medical reader, who 
would indeed be foolish to look in it for an objective 
case-book record. Frigyes Karinthy, conscious of his 
professional temptations, was scrupulous to put down 
what he remembered in a sober undistorted way, and 
his book may be taken as a fair description of how 
our neurosurgical procedures can affect a very 
intelligent egotistical artist. It is also, of course, a 
first-hand account of the actual experience of dis- 
covering oneself to have a cerebral tumour, with all 
the attendant emotions of dread, uncertainty, detach- 
ment and resignation. The tumour was subtentorial, 
and apparently angiomatous. Its removal was carried 
out by Prof. Olivecrona of Stockholm, after preliminary 
examination had been made in Vienna by Prof. 
Pétzl and in Budapest by various specialists. The 
author describes in much detail the clinics and the 
doctors who were concerned, but occasionally one 
doubts the accuracy of his memory: it seems hardly 
likely, for example, that the Budapest ophthalmo- 
logist who found his papilloeedema to be increasing 
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rapidly would have warned him that if the tumour 
were not removed he would become not only blind 
but a fortnight later completely paralysed, and 
“then idiocy ”’ (p. 143). This may have been one 
of the points at which ‘‘ the writer in me sometimes 
entertains an arrogant belief that he could improve 
upon the truth by a little deliberate artifice ” as he 
candidly tells us, though he goes on to say that he 
did not yield to such inclinations. In any case, this 
is a highly personal document, a remarkable and 
vivid piece of curious autobiography. 


INDEX TO RADIOLOGY.—The American Roentgen | 
Ray Society has published an index ! of publications 
from 1903 to 1937 covering both its Transactions, 
which appeared from 1903 to 1908, and the 38 volumes 
of its journal. This appeared first as the American 
Quarterly of Roentgenology, later as the American 
Journal of Roentgenology, and since 1923 under its 
present title of the American Journal of Roentgenology 
and Radium Therapy. In the authors index there are 
22,500 entries, and in the subject index 160,000. 
Together they give a comprehensive review of the 
beginnings and growth of radiology and radiotherapy. 
The index has been compiled by Dr. George H. Smith, 
and workers in this field will be grateful to him. 


Dr. C. C. FENWICK writes: I must disclaim any 
share in the compilation of the otherwise excellent 
article in your issue of March 25 on the treatment of 
postencephalitic parkinsonism. From the opening 
paragraph it might seem that the Law nursing home 
was indebted to me for some assistance in this 
question, whereas it is in fact only to Herr Siewald 
that the indebtedness lies. 


Messrs. ELI LILLY inform us that the address of their 
head office, to which all communications should be sent, 
is now Eli Lilly and Co., Ltd., Basingstoke, Hants. The 
London office remains available for information. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 18, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0 ; 
scarlet fever, 1739; diphtheria, 972; enteric fever, 
10 (22 “ expected”); pneumonia (primary or 
influenzal), 1205; puerperal pyrexia, 173; cerebro- 
spinal fever, 36 ; acute poliomyelitis, 2; encephalitis 
lethargica, 3; dysentery, 28; ophthalmia neona- 
torum, 88. No case of cholera, plague or typhu 
fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on March 24 was 3292, which included : Scarlet 
fever, 672; diphtheria, 715 carriers, 48); measles, 9; 
whooping-cough, 880; puerperal fever, 10 mothers (plus 
babies); encephalitis lethargica, 300; poliomyelitis, 2. At 


St. Margaret’s Hospital there were 25 babies (plus 15 mothers) 
with ophthalmia neonatorum. 


Deaths.—In_126 great towns, including London, 
there was no death from smallpox, 2 (0) from enteric 
fever, 7 (2) from measles, 1 (0) from scarlet fever, 
24 (4) from whooping-cough, 27 (0) from diphtheria, 
54 (13) from diarrhoea and enteritis under two years, 
and 176 (42) from influenza. The figures in paren- 
theses are those for London itself. 

The number of deaths attributed to influenza has again 
fallen, the totals for this week and the eleven precoding weeks 
(working backwards) being 176, 261, 284, 285, 255, 265, 210 
173, 223, 214, 144, 89. Of these 176 deaths West Ham reported 
8, Bournemouth Luton, and Birmingham each 6, and no other 
great town more than 4. Fatal cases of diphtheria were scattered 
over 18 great towns, Liverpool reporting 5. There were 
3 deaths from whooping-cough at Manchester, and 8 from 
diarrhoea and enteritis under two years at Birmingham. 


The number of stillbirths notified during the week was 
238 (corresponding to a rate of 38 per 1000 total 
births), including 34 in London. 


1. Consolidated Indices, Author and Subject: 1903-1937. 
eur ineaeld, Illinois: Charles C. Thomas. 1939. Pp. 451. 
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THE LISTERIAN IDEA IN 1939*. 


By RENE LERIcHE, M.D, Lyon, LL.D. Glasg., 
F.R.C.S. (Hon. Causa) 


PROFESSOR OF SURGERY IN THE UNIVERSITY OF STRASBOURG 


IT is no light task for me, a relative stranger, to 
speak of Lister in the presence of so many of you 
who have known, loved and admired him, who may 
almost be said to have received sustenance from him 
day by day, and through whom his work has become 
the common heritage of surgeons all over the world. 
Is it indeed possible to say anything of him that you 
do not already know—you who have lived in the 
luminous atmosphere of his thought, in the wake 
and tradition of the great man himself? I might 
well despair of being able to do so. 


ANTISEPSIS AND ASEPSIS 


In reading Lister’s papers, clear, precise, clean-cut, 
and bright like the metal in our operating-theatres, 
it has appeared to me that, nowadays, the fullness of 
the Listerian conception and its permanent applica- 
tion have not always been understood as they ought 
to be. Toying with the words “‘antisepsis” and 
“ asepsis,’? many surgeons of the present day see 
only the letter and not the spirit of Lister’s doctrine. 
They are inclined to the idea that Lister halted on 
the threshold of Pasteur’s work. His ritual would 
then have been only one stage, soon exceeded ; his 
method would then be only a momentary phase in a 
moving practice; and of Lister there would remain 
only a great name, 

Such a conception would show a very imperfect 
knowledge of his work and thought. Indeed such an 
erroneous judgment has already been corrected in 
this place. The late Lord Moynihan put it thus: 
“ We know that the old quarrel as to the relative 
merits of the antiseptic and the aseptic methods was 
senseless and jejune. For Lister was indubitably the 
parent of both. Aseptic surgery is the wise 
practice of antiseptic surgery. There is a difference 
in detail, not in ideal or in fundamental truth.” 

It is true that boiling and dry heat have in great 
measure done away with carbolic acid, but these are 
only antiseptic means for the attainment of asepsis. 
The objective still remains the coagulation of the 
protein element of a microbe. Heat ? Chemicals ? In 
truth there is no essential difference between them, 
Heat is safer, easier to handle. We have adopted it. 
The principle remains the same—the achievement of 
asepsis by antisepsis. Again, it is necessary to note 
that the most rigid partisans of asepsis by heat 
remain faithful, in certain respects, often without 
knowing it, to the attainment of antisepsis by 
chemical means. They disinfect the skin with 
tincture of iodine, alcohol, or picric acid. They 
apply a chemical substance to appendix stumps 
and to the lines of intestinal section. Involuntary 
disciples of Lister, they are unable to escape from the 
dominance of his teaching. 

Our interest then today, in considering the present 
position of the Listerian idea, does not consist in the 
reopening of an old academic quarrel. The question 
is already settled. Our entire surgical practice of 
today is the direct outcome of Lister’s research and 
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teaching, in the light of the demonstrations of 
Pasteur. Lister was the first to understand, and in 
the beginning he fought alone and alone withstood 
the blows directed against his teaching. Such glory 
as his is not to be shared. Having said this, once 
for all, our present interest in the subject is to see 
whether nowadays we do not require to get back to 
Lister’s first idea, for it is just possible that, with all 
the improvements and apparent advances we have 
made in our methods of destroying germs, we may 
have too much overlooked one of the essential elements 
in the problem of sterilisation. 


PATHOGENICITY OF AIR-BORNE GERMS 


Is infection of wounds from air-borne germs of any 
substantial importance ? After his memorable con- 
versation with Thomas Anderson, who told him of 
Pasteur’s experiments, Lister conceived the idea that 
infection of wounds was conveyed by the air. He 
believed that it was the living particles in the air 
that were to be feared and therefore to be destroyed. 
That is why he invented the carbolic-acid spray. 
Nowadays we no longer trouble ourselves much 
about the air in our operating-theatres. We mainly 
fear direct involuntary contagion, contact with 
everything that the surgeon employs and everything 
around him. Germs in suspension, floating in the 
air around, do not worry us. Are we right in so 
thinking ? At first sight, everything seems to point 
towards an affirmative answer to the question. 
Under present surgical conditions infective complica- 
tions of the suppurative type have become exceptions. 
As a rule our operation wounds heal by first intention. 
They are neat, free from redness, and without obvious 
inflammation ; and yet we know that they are not 
entirely free from germs. Our operation scars 
generally form without incident, but they are not 
aseptic, even though we speak as though they were. 
Bacteriological tests have long since proved this. 


For this very reason, as we are generally desirous 
of further improvement, recent years have seen a 
notable renewal of researches on the subject. Petri 
dishes, brought into contact with our instruments, or 
even, as I have proved, with swabs used in the 
abdomen for packing the intestine out of the way, 
are always contaminated. Culture discloses the 
presence of colonies of staphylococci and of strepto- 
cocci. The colonies are few if no-one moves in the 
operating-room, They are numerous if there is much 
movement, if there are many onlookers, if the latter 
are not duly masked, and if they approach close to 
the operating-field. If petri dishes are placed near 
the spectators, the dishes all show numerous germ 
colonies. On the other hand, germs are few if the 
operating-theatre is kept absolutely closed, if the 
floor is constantly wet, and if the air is conditioned 
and filtered. 

This all means that the air of our operating- 
theatres is usually heavily charged with germs when 
we are operating, and all the more heavily charged 
the more it is disturbed. The ordinary matter-of- 
fact surgeon, who is not readily disturbed and is 
easily satisfied, will say perhaps: ‘‘ What, then, does 
it matter? Our patients do quite well, and nothing 
untoward happens.” But it is indeed true that, 
although petri dishes exposed in proximity to us 
furnish colonies of microbes, our operation wounds 
pursue an undisturbed and absolutely apyretic course. 
They heal by first intention and, without a doubt, 
give us smooth linear scars. But do none of them, 
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in the course of a few months, widen out somewhat, 
become exuberant, perhaps a little blue under the 
influence of cold? Do not some of them become 
_ painful and more or less keloid? Do not some of 
them have a hard sclerotic substratum ? Are there 
none that give way—it may be months afterwards— 
causing, perhaps, eventration, although in the 
beginning they seemed quite firm and secure? Are 
there not a number of so-called aseptic operations 
that result in peritoneal adhesions, even though no 
visceral cavity has been opened and there is no 
question of endogenous infection? And, when an 
operation has apparently cured an old septic lesion of 
only moderate virulence, only to be followed by a 
fresh and sudden infective attack, are we not entitled 
to suppose that there has been a fresh infection 
superimposed on it? Finally, do not vascular com- 
plications, phlebitis, and embolism still occur, even 
although otherwise the postoperative course has been 
uninterruptedly satisfactory and the process of 
healing apparently normal ? 


In view of all this it seems justifiable to raise 
once again the question as to what deleterious 
influence may be exerted by infection having its 
origin in the air of our operating-theatres. Though 
not actually pyogenic, may ‘it not perhaps be capable 
of proteolysis, of modifying local protein structure, 
of slowly dissolving new-formed elastic tissue, of 
perverting local tissue metabolism? To put it 
another way, may not this masked or imperfect 
infection, which is incapable of clinical detection and 
which we regard as of little account, have effects on 
the tissues which hitherto we had not ascribed to the 
real cause? One must not forget that the word 
“infection ” has come nowadays to have a much 
wider meaning in microbiology than that which we 
surgeons give it—especially since the peculiar effects 
of ultraviruses and of certain protein molecules 
have become known. If this is so, might we not be 
wise to return to the Listerian idea and to endeavour, 
from now on, to eliminate even the least possibility 
of air-borne infection ? 


CONSTITUTIONAL FACTOR IN POSTOPERATIVE 
DEVELOPMENT OF A WOUND. 


Personally, I am inclined to think that the quality 
of our operation scars, their sesthetic value, their 
firmness, and the future of their development depend, 
above all, on the constitution—local and general—of 
the patient’s tissues. Under similar operative con- 
ditions every patient heals in his own particular way, 
because each has his own tissue values, which may 
be regarded as a reflex of his hormonal personality. 
Without any doubt, attention to detail and the 
development of the most perfect technique have, up 
to a point, a definite influence on postoperative 
healing, but no given surgeon obtains, always and at 
all times, the satisfactory scars he may deserve. 
Some of our patients have linear, soft, and satis- 
factory scars, whereas the scars of others are coarse 
and exuberant; and we are powerless to determine 
the issue. 

Every repair depends very much on the vitality of 
the tissues, a factor which sometimes of itself defeats 
the best of technique. Our scars are composed 
mainly of connective tissue, and the vitality of con- 
nective tissue is regulated normally by circulatory 
and hormonal phenomena that are different for 
everyone. It is true that there is only one general 
plan of wound evolution, but there are wide variations 
from one man to another. During the process of 
healing these circulatory and hormonal values come 


minutes. 


into play, each in its own way, and always with its 
individual characteristics. Quickly acting and well- 
balanced vasomotor reactions generally assure the 
development of perfoct scars. Sluggish reactions—as 
when there is a degree of stasis—lead to hypertrophic 
scars. The subjects of certain hypophysial conditions 
have elastic tissues of poor quality, whereas people 
with excess of parathyroid have satisfactory collagen. 
Many other factors, still unsuspected, doubtless 
influence tissue repair. One day, perhaps, we shall 
have “ hormonally directed healing,” and then our 
patients will be spared many discomforts. 

These reflections indicate to you that I am per- 
sonally inclined to turn in quite a different direction 
to the one I discussed previously ; but I readily 
admit that even these reflections are insufficient to 
justify the setting aside of the other, the microbic, 
hypothesis. It is first of all necessary that we should 
study for a little the means suggested to protect our 
patients against air-borne infection. Two of these 
may be considered: sterilisation of the air by 
physical agents, and some such arrangement as the 
complete outfit devised by Gudin, which has for its 
purpose the attainment of what he has called 
“integral asepsis.”’ . 


ARE PHYSICAL AGENTS ANTISEPTIC ? 


Is it true that certain forms of irradiation can 
exert an effective action on the microbic flora of the 
air in the vicinity of a wound? Some writers have 
affirmed that this is so as regards ultraviolet rays, the 
most precise and consistent observations on the 
subject being those of Hart and of Santy. Hart 
employs special lamps that irradiate the wound 
throughout the whole operation. He. has found that, 
exposed in this way to the rays, petri dishes containing 
staphylococcus cultures are sterilised in a few 
Sterile petri dishes placed near the 
operation-field remain sterile if irradiation is carried 
out, whereas in the absence of irradiation they 
become contaminated. Santy’s operating-theatre is . 
so arranged that the air is made to pass in front of a 
powerful generator of ultraviolet rays and is then 
sent back through a charcoal filter. He has found 
that under such conditions petri dishes, which would 
ordinarily show 30 to 50 colonies at the end of an 
operation, show hardly any (perhaps 4 to 5 colonies 
per dish), even if there are many onlookers. It 
seems that with a few improvements a complete 
sterilisation might be reached. We may have here 
the promising beginnings of further great surgical 
progress, and we shall probably be able very soon to 
reach a new stage in aseptic technique. 

Are ultraviolet rays the only ones to act in this 
way ? For the present, apparently one must answer 
the question in the affirmative. Infra-red rays do 
not seem to have similar germicidal properties. At 
the instigation of Paschoud, I have, during the last 
two years, operated over a thousand times under 
infra-red rays, and it has not appeared to me that, 
clinically, infective conditions calling for operation 
have behaved in any way differently according as 
they were or were not irradiated. And in aseptic 
surgery I have met with cases of phlebitis and 
embolism in patients who had been operated on 
under adequate infra-red irradiation. I am therefore 
convinced that infra-red irradiation makes no 
essential change in the ordinary evolution of healing 
of surgical wounds. This does not necessarily imply 
that exposure to infra-red rays makes no change at 
all in postoperative development. Patients certainly 
suffer less and seem to be more comfortable after 
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their operation. This is probably to be explained by 
the fact that infra-red rays cause hyperemia, and 
this hyperemia modifies the quality of the post- 
operative sympathetic reactions, though it appears 
to have no real action on the infection itself. I have 
placed petri dishes actually in the wound while 
operating under the infra-red rays, and the usual 
microbic developments have taken place. 

We have to be content, therefore, with the ultra- 
violet rays, which, unfortunately, have no analgesic 
effects. A combination of infra-red and ultraviolet 
rays might perhaps be efficacious ; but, on. the other 
hand, it might have some drawbacks both for our 
Patients and ourselves. For this reason it appears 
necessary for us to explore other possible lines of 
action. : 


GUDIN’S INTEGRAL ASEPSIS 


Is it not possible to operate, as Pasteur would 
have wished, in a completely sterile atmosphere 
in a theatre where everything is sterile, into which 
no one should enter unless clad from head to foot 


in sterile garments, a theatre where anything could 


be touched without the slightest risk, and anything 
could be moved about without danger because air, 
walls, furniture, floor—in fact everything—would be 
germ-free ? That is the question that Maurice Gudin, 
of Rio de Janeiro, put to himself a few years ago. 
Long before his time the air in operating-theatres 
had quite often been sterilised by steam or by anti- 
septic spraying; but, as soon as operator and 
assistants entered the theatre, germs entered with 
them, and absolute asepsis was little more than an 
empty word. This attempt at improvement came to 
be regarded as an unnecessary complication, and the 
idea was soon abandoned. 

Gudin’s objective is altogether different. To him 
the credit is due of being the first to realise the 
necessity of a really complete outfit. For this 
purpose he established a group of sterilised rooms, 
so disposed that patient, surgeon, and assistants 
shall enter a completely sterile theatre only when 
they themselves are identically aseptic, dressed from 
head to foot in sterile garments, the operators having 
only a glass-protected opening for their eyes, and the 
patient an opening for the operation field, suitably 
antisepticised. To obtain complete sterilisation of 
the different rooms and their interior fittings, Gudin 
uses, with a special apparatus, formaldehyde vapour, 
which finds its way into every corner and is later 
neutralised by ammonia. Bacteriological tests have 
shown him that under such conditions complete 
sterilisation can be achieved. Door knobs may be 
handled and swabs may be taken from shelves without 
there ever being any possibility of contamination ; 
asepsis is “‘ integral.” 

I have myself operated in Gudin’s sterile block, 
and in spite of the smallness of the operating-theatre, 
with its roof of glass enabling the assistants to over- 
look the operating-table, I was completely at ease 
and operated without tiring. The air is conditioned, 
the temperature is pleasant, silence is complete, and 
I had really a feeling of great security. Here you 
have, then, actually in being, and after the lapse 
of three-quarters of a century, a revival in greatly 
improved form of the Listerian idea of sterilising 
the air by chemical means; a revival in strict con- 
formity with the ideal of Pasteur, with whose views 
on such a matter Lister was always in agreement. 

Others besides Gudin, working on similar lines, 
have achieved a form of integral asepsis. Trenel 
filters the air with cotton and oil in a closed circuit 
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and then regulates its temperature. Masmonteil 
uses superheated sterile steam, which is extracted 
when it has produced the desired effects in precipi- 
tating the microbes. Both Trenel and Masmonteil, 
of course, have an arrangement of successive rooms, 
to avoid the bringing in of germs by the operator’s 
assistants, or the patient himself. The result in the 
way of sterilisation seems to be quite effective. 
Masmonteil states that bacteriological tests show 
that the air is almost sterile, that the walls are sterile 
in 85 per cent. of cases, and the floor in 75 per cent. 
Here also, then, we appear to have an acceptable 
solution of the problem under discussion. Are the 
practical results, however, worth the effort of rebuild- 
ing our operating-theatres and worth the trouble of 
completely altering our ways of working ? 

Gudin compares the usual healing by first intention, 
under conditions not entirely germ-free, with healing 
that is really aseptic, which he terms Pasteurian and 
believes to have positive advantages. Is he right ? 
In theory there can be little doubt that he is. No- 
one could reasonably say the contrary. In actual 
practice it is clearly possible though perhaps not yet 
completely proved. Only a long comparative 
experience can decide, because it is a question of 
minute differences and shades of difference very 
difficult to appreciate. It would, however, be a 
mistake for us to abandon interest in the subject. 
It may be that in integral asepsis we have a condition 
of progress—a progress of which we do not yet know 
the full significance. I have given full weight to all 
the theoretical objections that might be made to 
Gudin’s conception—difficulty, inconvenience, relative 
uselessness, and expense. None of these is of 
determining value. We must never forget that, 
even in Lister’s time, no-one but Lister at first saw 
any reason for changing the traditional practice of 
surgery. Everything was as good as it need be.. 
Al that was done was perfect. And yet what terrible 
failures. And in more recent years have we not seem 
numerous surgeons who strenuously opposed the use 
of masks or of gloves? Even a surgeon is a creature 
of habit. 

For my part I believe that some international 
organisation might well undertake a fresh study of the 
subject of integral asepsis, a subject which is of 
interest to the whole world. Such an organisation 
might well supply the necessary facilities of study to 
a group of investigators noted for their powers of 
research and of discrimination. For the present, 
only one definite statement can be made in this 
connexion—namely, that the Listerian idea still 
dominates the evolution of surgical thought and 
has not yet ceased to give promise of fruit. 


TREATMENT OF WOUNDS 


The Listerian conception, however, was not con- 
cerned merely with operative antisepsis. Its primary 
purpose was to achieve the disinfection of wounds and 
their sterilisation by chemical means. Where do 
we stand today with regard to this very problem ? 

Up to 1914 we had very little exact knowledge of 
the changes involved in the healing of wounds, or of 
how wounds might be disinfected. Four years of 
war surgery, however, brought under our eyes all at 
once an enormous mass of experimental data, which 
we had the opportunity of examining from start to 
finish. No laboratory worker had ever before dreamt 
of experimentation on so vast a scale. One had only 
to observe. Each day brought us its fresh batch 
of completed experiments. The inevitable result 
of the infection was beyond dispute. The conditions 
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were obvious. Definite conclusions could really be 
reached, conclusions free from any ambiguity, pro- 
vided that due care was taken to employ really 
comparable series of cases. In my view, in spite of 
the successes of many chemical substances—B.I.P.P., 
eusol, the hypochlorites, and the various aniline dyes 
and. essential oils—and in spite of the magnificent 
results of the Carrel treatment, the conclusion is 
inevitable, that the large-scale experiment of 1914-18 
established the failure, relative but none the less 
unmistakable, of antiseptics. It showed that what 
determined the fate of a wound was, above all, the 
vital quality of the tissues exposed to infection, 
and not the use of this or that chemical product. 
Any wound that was clean-cut and free from con- 
tusion, if left freely exposed to the air, healed of 
itself, without any antiseptic aid. On the other hand, 
an irregular ragged wound, with separated edges and 
necrotic walls, suppurated for a long time, even when 
treated with appropriate antiseptics; whereas it 
remained sterile and could be sutured, if it were care- 
fully excised. The essential point was that the 
excision should be carried through healthy tissues. 

Direct surgery, then, superseded chemotherapy. 
Without such surgical intervention nothing was of 
any use. With it success was generally assured. 
Certain it is that, about 1917, we realised that, without 
the slightest chemical treatment and without risk, 
we might suture a well-excised wound even if it 
still harboured staphylococci or B. perfringens, 
provided that the vitality of the neighbouring tissues 
was satisfactory. Note that these observations are 
quite in line with conclusions drawn from bacterio- 
_ logical studies carried out on the operation wounds 
of present-day aseptic surgery. Here, too, infective 
complications do not develop, in spite of a certain 
degree of contamination, if hemostasis is efficient 
and the tissues are not traumatised. 

What I have just said applies particularly to fresh 
wounds treated within a few hours of their infliction. 
May the same be said of wounds clinically infected ? 
A priori one might say of these that certain anti- 
septics have proved their efficiency in such cases ; 
but, even so, their effects require analysis. Nowadays 
we know well enough, after seeing so many wounds 
suppurate despite all our efforts, that antiseptics are 
only successful in disinfecting wounds that are laid 
completely open, and we know that, whenever there 
are ragged edges, recesses, lacerated necrotic tags of 
tissues, blind tunnels, or dead spaces, even the best 
antiseptics invariably fail. 

The best antiseptics are not those which in vitro 
have the greatest germicidal power, but those that 
have a powerful proteolytic action, such as Dakin’s 
fluid, which rapidly destroys dead or dying tissues 
and acts, therefore, like a chemical bistoury. It 
would probably be true to say that the process 
by which the germs disappear is of little moment, 
so long as they do disappear. Indeed such a proposi- 
tion would not be incorrect. Nevertheless, if we are 
to make real progress in our art, we must understand 
things aright and not be satisfied with mere words. 
We must try to formulate the essential conditions of 
disinfection of infected wounds. Only then shall 
we be able, on the basis of actual knowledge, to see 
and understand the laws governing antiseptic action. 


CONDITIONS OF DISINFECTION OF WOUNDS 


The first condition of disinfection of an infected 
wound concerns the character of the wound. The 
only wounds that are capable of spontaneous dis- 
infection, or that are readily disinfected by anti- 
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septics, are those that are freely exposed to the air 
in every part. A deep wound cannot be effectively 
disinfected with a chemical substance and a drainage- 
tube. Neither of these can achieve the simple bene- 
ficial effect of a clean cut with scissors. The most 
valuable of all antiseptic agents is the bistoury, with 
which the whole of the injured area can be given free 
exposure ; and Carrel’s method only achieved success 
when it came to be realised that an initial and 
complete surgical preparation was a necessary 
preliminary to its application. Even now many 
surgeons do not realise the practical importance 
of the systematic opening up of wounds, and in peace- 
time, even as in war-time, the majority of failures 
registered in the treatment of infected wounds are 
due to surgeons failing to respect this definite law. 


The second condition of disinfection is the complete 
and prolonged immobilisation of the wound and part. 
To understand fully the importance of this condition, 
it is necessary to specify exactly what happens in the 
case of a wound imperfectly immobilised—a wound 
We all know that the 
dressing of an infected wound, especially if it is 
situated near a bone or joint, is generally followed 
by a brisk rise of temperature. What is less well 
known is that, before the dressing, a blood-culture 
may be sterile, and yet two hours after the dressing 
it is no longer so—the culture is positive. Movement, 
therefore, in the case of certain infected wounds, 
causes a transient septicemia. This accepted fact 
of clinical experience adequately explains the organic 
disequilibrium that follows certain dressings. That 
was why Ollier, reasoning from simple facts of observa- 
tion such as these, long ago made a systematic 
practice, in all his bone surgery, of changing dressings 
as seldom as possible. He dressed his resections 
only after a long interval—a month, six weeks, or 
even longer—after the operation. This practice 
has indeed remained traditional at Lyons for quite 
three-quarters of a century and has hardly been 
changed at all. 


-` More recently, in America, the advantages of 
immobilisation have been rediscovered and proclaimed 
by Orr, and it cannot be disputed that these advan- 
tages are generally very remarkable. Even serious 
and acute infections of bones or joints may quiet down 
within a few days, if the affected part or limb is 
adequately immobilised in plaster—_and this in spite 
of the unpleasant odour which the dressing soon 
acquires. Within a few days the temperature may 
come down to normal and the general condition of the 
patient alter for the better. His appetite returns, 
and his whole appearance is different. After several 
weeks, it may be, when the dressing is changed for the 
first time, the wound is found covered with abundant 
fleshy granulations, well vascularised, of a good 
colour, and remarkably healthy in appearance. The 
erythematous skin round the wound is covered by 
a thick sticky wax-like exudate. Bacteriological 
examination of this exudate shows abundance of 
micro-organisms, just as may be found in the dressings 
and bandages. On the other hand, however, only a 
few germs are to be found on the surface of the wound 
itselfi—not more than two or three perhaps in the 
microscopic field. And in the depths of the wound 
the tissues are germ-free. I have proved. this fact 
many times. 


What exactly has happened? One cannot yet 
say. The micro-organisms have not merely died out, 
since outside the actual wound they are active and 
very numerous. It would appear as if they had been 
simply washed out of the wound by the exudation of 
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lymph, the direct result of the local congestion of the 
deeper tissues, whose normal static equilibrium, on 
which the humoral balance depends, is defective or 
entirely absent. The same phenomenon can be 
seen after exposure of wounds to the sun, even 
as it can be demonstrated in cases treated by hyper- 
tonic solutions, as advocated by Sir Almroth Wright. 
In any case, there is the fact, and there are the 
results. We know that immobilisation is perhaps 
the most valuable of all our therapeutic means of 
combating wound infection. 


LISTERISATION BY THE INTRA-ARTERIAL ROUTE 


When the two conditions of wound disinfection 
which I have just mentioned have been fulfilled, then, 
but only then, may chemical antiseptics be used in 
addition. Their employment is not a mere prelude 
to, or accessory in, treatment of questionable value. 
But what antiseptics ought one to employ ? Surgeons 
of the present day no longer make use of carbolic 
acid, but they are not forgetful of what surgery 
owes to it. In an address on Lister, delivered in 
1927 during the Lister centenary celebrations, my 
distinguished friend, Archibald Young, recorded and 
contrasted in a very striking way the pre-Listerian 
and post-Listerian statistics of the Glasgow Royal 
Infirmary. They speak for themselves. 

Ought we to remain faithful still to carbolic acid, 
like Lucas-Championniére in Paris, and my master, 
Poncet, in Lyons, who were disciples of Lister from 
the very beginning and remained so to the end of 
their lives? Or should the vogue of carbolic acid 
be accepted as a thing of the past? We no longer 
know how to use it. In its stead we make use of the 
lytic action of the hypochlorites, and we have recourse 
to germicides such as mercurochrome, Given the 
conditions specified above, these are certainly of 
great service in the treatment of wounds, but even 
they have only a limited scope. Their action is only 
superficial, Infection in the deeper tissues is 
unaffected by them. Direct contact is required 
between the germicidal agent and the micro-organisms, 
if a successful result is to be achieved. The germicide 
very quickly decomposes, or tissue debris shuts it off 
from close contact with the germs it ought to 
encounter; hence the necessity, as Carrel pointed 
out, of a constantly renewed supply of germicide. 

That is one reason why, in ordinary daily practice, 
chemical disinfection is difficult to use, especially in 


complicated cases, and why it meets with many 
failures. It is not sufficient merely to register these 


failures. They ought to have the effect of urging us 
to give careful consideration to the evidence that 
comes before us from day to day. Our observations 
teach us, surely, that real disinfection acts from 
within outwards, beginning in the depths and later 
reaching the surface. Why then should we shut 
our eyes to the evidence that we have, especially 
since we have at our disposal nowadays means of 
attacking the germs even in the tissue depths ? 
In speaking of this I am not thinking of the intra- 
venous route—wasteful as it is—of which one wonders 
if it can possibly be efficacious in a peripheral lesion. 
Nor am I thinking even of the intracardiac route, 
which I have employed in certain cases of septicemia. 
I have in mind, rather, the intra-arterial route of 
Goyanes, which has been taken up again by Reynaldo 
dos Santos, and regarding which dos Santos has 
recorded some striking results. 

Dos Santos, over ten years ago, demonstrated that 
certain serious infective conditions could some- 
times be arrested by injecting through the skin, and 
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directly into the main artery of the affected region, 
either Gonacrine or mercurochrome, His collaborator, 
Cunha Lamas, published statistics of 120 cases of 
different types of infection treated in this way by 
intra-arterial listerisation, At the Strasbourg clinic, 
since 1929, we have been applying the intra-arterial 
method in a considerable variety of conditions. 
We have stopped counting up the successes it has 
given us in suppurative arthritis of all sorts, in early 
cases of osteomyelitis, in lymphangitis, and in the 
pre-gangrenous infective lesions of arteritis, 


Only the other day I had under treatment a young 
man who was suffering from a suppurative arthritis 
of the elbow after an injury. He had had a temperature 
of 104° F. for three days. He received an injection 
of 10 c.cm. of a 1 per cent. aqueous solution of mercuro- 
chrome. This was given into the axillary artery, and 
within a few hours his temperature fell to 99°5° F. 
and remained down. 


Our experience of ten years, then, seems to justify 
us in claiming that disinfection by the introduction 
of antiseptics by the arterial channel is destined to 
become the method of choice. Further, in view of the 
continuing progress of chemotherapy and the great 
hopes we have of the Prontosil group of drugs, it is 
probable that very soon we may be able to arrest, 
without much sacrifice of tissue, the progress of many 
infective lesions that hitherto have needed serious 
mutilation. Obviously the method calls for technical 
and manual dexterity, and its employment requires 
judgment. It is not a panacea; it has its limitations. 
Infective conditions produce anatomical disturbances 
which may render its action incomplete or useless, 
It therefore has its failures, Yet, with a due sense of 
the importance of what I am saying, I have no hesita- 
tion in claiming that listerisation by the intra-arterial 
route is a great step forward, and such a forward 
step may lead to further advance. 


INTRA-ARTERIAL NOVOCAINISATION 


Observation of patients treated like this in recent 
years has enabled us to analyse more closely the 
physiological mechanism which infection brings into 
operation in the tissues. A considerable disturbance 
of the local vegetative equilibrium is brought about. 
It follows that if Novocain is infiltrated into and 
about the region involved, in sufficient quantity to 
block vasomotor innervation, an incipient infective 
process may be aborted. In the same way novocain 
infiltration of sympathetic ganglia may at once 
arrest the further development of a local or latent 
infection. In view of observations such as these 
at the Strasbourg clinic, we were led ultimately to 
inject novocain into the main artery of a limb in 
which an acute infective process was beginning. 
The infection subsided. It seems, then, quite probable 
that, besides intra-arterial listerisation, frankly 
antiseptic in its purpose and aiming at the direct 
destruction of germs, we have here a possible method 
of getting at the very mechanism of the inflamma- 
tion and of averting, by physiological means, the 
deleterious consequences of an infective inoculation. 
We are continuing our researches along this line 
and have already obtained some unquestionably 
satisfactory results in salpingitis and in certain pelvic 
infections, as already recorded by Daniel. 

Here again, then, we have ground for substantial 
hope. The main problem has assumed a new phase. 
Up to the present all efforts to treat infective processes 
have been antimicrobic. These later efforts are 
directed to the patient, the microbe’s host. Just 
as it takes two to make a quarrel, two elements are 
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necessary for the development of a disease, the host 
and the infecting organism. It can hardly be disputed 
` that much is to be gained by looking after the one 
as well as the other. This is only a further demon- 
stration that the Listerian conception -is still capable 
of bearing fruit in our minds, 


THE LESSON OF LISTER 


Such fruitfulness does not surprise us. Ever 
since I received the honour of being asked to address 
you, I have been trying to penetrate the official and 
almost legendary figure of Lord Lister and to 
appreciate the real man, Any man of outstanding 
personality is apt very soon to be depicted in legend 
and history on a somewhat artificial pattern. With 
the passage of time the hero becomes more and more 
an almost abstract figure, often quite different from 
what he was in life. Through the pages of many 
addresses and panegyrics I have sought to find out 
what, after all, was the inner rhythm or essence of 
Lister’s mind. Having analysed him to the best 
of my ability, I desired to reconstruct for myself a 
picture of the man. It is clear that it is not an 
easy thing to do. Even in the case of living people 
we never see more than the shadowy outline of their 
personality, and we see it only through ourselves. 
On the other hand, the work that a man has done may 
well reflect the man himself, and we can often con- 
struct for ourselves a picture of the man through the 
lessons he has taught us, and, in so doing, not go 
very far astray. 

We have learned from Lister the supreme virtue of 
intuition, the strength of reason based on experi- 
mental research, and the creative power of persevering 
effort, of disinterested effort that is never satisfied 
but always strives to do better still, And so Lister 
appears to me, above all, a man of unusual type 
to whom truth was directly intuitive, a man of 
complete honesty of mind and thought and deeply 
sensitive to everything human. I picture him to 
myself a more or less solitary figure, working at his 
researches alone, his entire life centred on his purpose, 
ever master of himself, and determined yet restrained 
in all his ceaseless experimentation. His genius 
was not the kind that, in tumultuous fashion, carries 
everything before it. It was the sort which achieves 
victory slowly through the radiant glory of truth 
itself, Listers work was securely based upon the 
solid rock, and, if ever work was beneficial to mankind, 
his surely was. 


POTASSIUM AND THE T WAVE OF 
THE ELECTROCARDIOGRAM 


By W. A. R. THomson, M.D. Edin. 


FIRST ASSISTANT, MEDICAL UNIT, ST. THOMAS’S HOSPITAL, 
LONDON 


Towarps the end of last century and during the 
first decade of the present century the physiologists, 
motably Ringer (1882, 1883) in this country and 
Howell (1899, 1902) in America, carried out a large 
mumber of investigations into the effect of the sodium, 
potassium, and calcium ions on the isolated heart 
of the frog and the terrapin. Howell also experi- 
mented, though to a lesser extent, on the isolated 
mammalian heart. On the whole, clinicians paid little 
attention to this work, and even the physiologists, 
with certain notable exceptions, seemed to lose interest 
in it; and it was not until recent years, very largely 
as a result of the work on Addison’s disease and 


experimental suprarenal insufficiency, that the 
inorganic ions came to reoccupy the interest of 
physiologists and to enter into the sphere of clinical 
utility. 

So far as the mammalian heart is concerned, 
Howell and Duke (1906-07) showed that an increase 
in the concentration of potassium chloride in the 
circulating fluid of the isolated heart caused weakening 
and slowing of the beat, ending in inhibition. 
Mathison (1911) found that intravenous injection 
of this salt produced ventricular fibrillation, though 
the heart might also come to rest in diastole without 
any arrhythmia,’ Similar results were obtained 
by Hering (1915). Apart from the studies of Harris 
and Levin (1937) and Winkler, Hoff, and Smith 
(1938), which will be referred to more fully later, 
there is little information about the effect of potassium 
salts on the electrocardiogram. 


METHODS 


The serum potassium was estimated by the method 
of Kramer and Tisdall (1921) as modified by Peters 
and Van Slyke (1932), the blood being obtained 
from an antecubital vein without stasis 34 hours 
after breakfast and the serum separated from the 
clot 14 hours later. All estimations were made in 
duplicate. In the taking of the electrocardiogram 
every care was taken to ensure that the standardisa- 
tion should be accurate, 3 millivolts = 3 cm. displace- 
ment of the fibre. | 


PRESENT INVESTIGATION 


During the course of an investigation of the effect 
of sodium and potassium salts on hypertension, which 
is being carried out in collaboration with Prof. 
O. L. V. S. de Wesselow, an apparent correlation 
between the level of the serum potassium and certain 
electrocardiographic changes has been noted, which 
is of sufficient interest to report. This correlation 
was first noted in a case of Addison’s disease. 


CasE 1.—A male, aged 24, was admitted to — 
St. Thomas’s Hospital under the care of Prof. 
de Wesselow on May 13, 1938, with a history of 
increasing pigmentation of the skin for one month 
and dyspnoea on exertion, vomiting, and loss of 
appetite for one week. On examination he was found 
to be a typical case of Addison’s disease in early 
crisis with marked pigmentation and hypotension 
(blood-pressure 88/58 mm. Hg). He was allowed 
to rest in bed, taking an ordinary ward diet, without 
any medication, until the 17th, when the blood- 
pressure was 70/45 mm. Hg; on this date the serum 
electrolytes were estimated (table I) and the next 
day an electrocardiogram was taken (fig. la). The 
subsequent course of the serum electrolytes and the 
electrocardiogram is summarised in table I, the 
noteworthy feature being that a fall in the level of 
the serum potassium from 31-6 to 8-3 mg. per 100 c.cm. 
was accompanied by a diminution in the height of 
T, from 7 to 1-5 mm. (fig. 1). The patient received 
the usual treatment: a low potassium diet, large 
doses of sodium salts by mouth, and subcutaneous 
injections of Eucortone; he showed considerable 
improvement when he was discharged from hospital, 
the blood-pressure being 104/74 mm. Hg. 


In view of this striking apparent correlation 
between the level of the serum potassium and the 
height of the T wave, it was decided to investigate 
other cases and to study the point in other patients 
to whom we had already administered large doses of 
potassium by mouth for experimental purposes, at 
the same time estimating the serum electrolytes and 
taking electrocardiograms. The relevant clinical 
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TABLE I—SERUM ELECTROLYTES AND ELECTROCARDIO- 
GRAMS IN ADDISON’S DISEASE (OASE 1) 


Electro- 
Serum cardiogram 
Blood- Hb 
Date | potas cal- | 9e l 
ae sium | Sodium jcium Tı | Ta | Ts 
Per | 
Mg. per 100 c.cm. cont: Height (mm.) 
May 17 | 31°6 284:7 9-9 90 96 oe s 
o] 18 ee ee e@ ee ee 1°5 70 5:0 
» 31 | 17°7 303°1 9-9 37 78 $6 a as 
June 1 ee ee ee ee ee 1:0 4'0 2°5 
” 9 15°9 309-6 11:5 26 93 ee ee ee 
» 10 ee ee ee ee oe 0:75 2-0 1°5 
» 23 8°3 319-5 9:9 21 79 |10 |15 | 0°75 


features of these patients are as follows (table II 
providing details of the changes in the serum electro- 
lytes, the height of the T waves, and the dosage of 
the various salts which were administered) :— 


Case 2.—Female, aged 31. Chronic nephritis 
and uremia. Blood-pressure 205/125 mm. Hg. 
This patient was rather upset by the potassium 
citrate, which caused considerable nausea and 
vomiting; hence it was impossible to estimate how 
much of the salt she had absorbed. Fig. 2 shows the 
electrocardiograms obtained before and after the 
administration of potassium. 
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CASE 3.—Female, aged 35. Chronic nephritis and 
uremia. Blood-pressure 250/130 mm. Hg. 

Case 4.—Female, aged 22. Malignant hyper- 
tension. Blood-pressure 210/110 mm. Hg. Died 
on Oct. 27, 1937. l | 

CASE 5.—Female, aged 43. Essential hypertension. 
Blood-pressure 180/115 mm. Hg. Subtotal thyroid- 
ectomy a year before admission. 

CasE 6.—Male, aged 40. Admitted under the 
care of Dr. H. K. Goadby for investigation on 
account of allergic symptoms. 


DISCUSSION 


Nicholson and Soffer (1935) found a bradycardia 
in suprarenalectomised dogs, and in eight of these, 
in which they obtained electrocardiograms, auricular 
fibrillation with a slow ventricular rate was demon- 
strated, which they attribute to the high level 
of serum potassium in their animals (13-3-23-6 
m. eq./litre), As they themselves point out, this 
arrhythmia is not common in Addison’s disease, but 
the levels of serum potassium found in this disease 
never approximate in magnitude to those found in 
the suprarenalectomised dog. There is a difference of 
opinion as to the electrocardiographbic changes in 
Addison’s disease. Duque Sampayo and his colleagues 
(1934) reported a prolongation of the S-T interval 
with low voltage, whereas Albers and Thaddea (1937) 
reported decreased amplitude of the deflections with in- 
version of T and depression of the S—T interval. Frates 
(1934) found a definitely high T wave in four out of 
seven cases in which electrocardiograms were taken ; 
the T wave, he claimed, was high in cases of moderate 


TABLE JI—SERUM ELECTROLYTES AND ELECTROCARDIOGRAMS IN CHRONIO NEPHRITIS (CASES 2 AND 3), MALIGNANT 
HYPERTENSION (CASE 4), ESSENTIAL HYPERTENSION (CASE 5), AND ALLERGY (CASE 6) 


Serum Electrocardiogram 
Rlood- 
Hb. 
Potas- | Caj | urea l 
S odium; x T T T T 
Date giam | cium ! , i ‘ Remarks 
Mg. per 100 c.cm. Bal Height (mm.) 
CASE (1938) 

Oct. 17 is aan i aa Y one 1:5 2.0 ' 40 | Oct. 20-24: Pot. citrate 15 g. daily by mouth ; 
» 18 22-6 10:8 258 | h ma ae Gi) ve he considerable vomiting 
m 25 ee ae ee ee 1°5 4:0 3°0 12:0 
» 29 ane a | 0:5 1-5 2-5 es 

CASE 3 (1938) 

Oct. 18 22-1 a 10:3 195 a se ee | Oct. 28-Nov. 4: Pot. citrate 1-6 g. daily; total 
» 24 ss F we ow 2-0 2°5 1:0 consumption 32°5 g. 

- 28 ee e oe oes 2:0 2 5 1:0 

Nov. 4 251 aca 10:9 165 3-0 4°5 2-0 | 
» l1 20:4 ea 9-9 149 3:0 4:0 1:0 

CASE 4 (1937) 

Sept. 30 16-2 325 | 64 R 50 $o xa x .. | Oct. 5-8: Pot. citrate 5 g. daily by mouth 
ct. 2 we is és ee 2:0 3°5 5:0 sre Oct. 15-21: Parathormone, 5 units daily 
= 5 20:7 313 6'6 276 42 a a ee af 
a 6 as na ie ae 2:5 7:0 9-5 
8 33-1 315 6-5 345 45 ee ick a 
» ll So au a 2-0 7:0 | 10-0 
» 13 19-3 324 6:1 369 25 ats = $ 
» 15 sé es . 1-0 6:0 6:0 
» 21 25:0 332 5:7 39 2-0 7:0 6:0 

CASE 5 (1938) 

May 19 19-6 321-1 | 11-0 21 86 5°5 2-0 |—4°5 May 20-27: Sod. citrate 15 g. daily by mouth, 
=. 27 10:9 344:3 9°8 20 83 3-0 1:5 |—4-0 sod. chloride 30 g. daily by mouth 

June 7 21:5 314-4 | 10-8 29 77 5'0 20 | —50 May 27-June 14: Pot. citrate 15 g. daily by 
» 14 17:3 312-4 | 10:5 20 80 5:0 1:0 | —5-0 ns mouth, pot. chloride 15 g. daily by mouth 
w 27 16:3 320-4 | 10:8 19 80 4:0 0:5 |—4:0 mes 

CASE 6 (1938) 

Nov. 18 19:4 12-9 20 sa 1:5 1-0 |—0-75 Nov. 21-28: Pot. citrate 15 g. daily by mouth 
» 25 oe es s 2-0 3:0 0:75 zs Nov. 23-25: Pot. chloride 15 g. daily by mouth 
= 28 21-7 11:8 33 3 2-0 3°0 1-0 ai Nov. 26-28: Pot. chloride 20 g. daily by mouth : 

Dec. 5 | 178 11-1 | 21 rg 1:0 10 |}—0-5.| .. vomited each day after final dose of 5 g. 
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severity and was low or flat in the terminal stages 
of the disease. Mattioli (1937) found no evidence 
of a high T wave in ten cases and concluded that 
there were no characteristic electrocardiographic 
changes in this disease. In none of these reports, 
however, are any figures given for the serum 
potassium, 

Nicholson and Schechter (1937) produced a rise 
in the serum potassium in dogs by bilateral ureteral 
ligation and found this to be accompanied in some 
cases by auricular fibrillation and typical changes 
in the T wave. Auricular fibrillation was obtained 
in eight out of twelve dogs, and changes in the T wave 
were found in all the tracings in leads II and III 
and consisted of a sharp T wave of high amplitude, 
in some records as high as the Q RS complex. In 
addition the T waves were often diphasic. There 
was no prolongation of the S-T segments. They 
state that the changes in the T wave can be explained 
by a fall in CO, tension, since they were observed 
after the injection of ammonium chloride. In man, 
Barker and his colleagues (1935) found that an increase 
in CO, tension was accompanied by an increased 
amplitude of the T wave; and in perfusion experi- 
ments with heart-lung preparations of the dog 
Kountz and Hammouda (1932) found that perfusion 
with anoxemic blood tended to lower or invert the 
T wave; excess of CO, increased the size of the 
T wave. Hall and Cleghorn (1938) also studied the 
electrocardiographic changes in suprarenalectomised 
dogs, and in one case, which they describe in detail, 
the following changes were found. While the animal 
was in excellent health as a result of the administra- 
tion of cortical extract, the electrocardiogram showed 
T, negative and T, diphasic. Later during supra- 
renal insufficiency, when the serum potassium was 


(a) 
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potassium chloride intravenously into dogs at slow 
rates and observed the changes in the electrocardio- 
gram. The first change to appear was an increase 
in the amplitude of the T wave, which became 
apparent at serum potassium concentrations of 
5-0-7-8 mM per litre and increased progressively 
until the T wave equalled the QRS complex in 
amplitude and brevity. 

. As these last authors point out, the changes that 
can be produced in the level of the serum potassium 
in the experimental animal are much greater than 
any that can be produced in the human being, partly 


because intravenous administration is dangerous 


and partly because potassium is excreted so efficiently 
by the kidneys that it is almost impossible to produce 
a definite rise in the serum potassium by oral 
administration of any of its salts. Another point of 
importance in this connexion is that when one is 
dealing, as in the case of potassium, with an ion 
which is dominantly intracellular in its distribution, 
its level in the serum need not necessarily be an 
accurate guide to its concentration in the tissues. 

The only clinical condition associated with high 
potassium figures is Addison’s disease, and it is 
therefore in this condition that the correlation 
between the serum potassium and the electro- 
cardiogram should be best exemplified, and such 
is the case in the series now reported. The correla- 
tion in case 1 between the falling concentration of 
serum potassium and the diminishing amplitude of 
the T wave is striking. That the high amplitude 
of the T wave is not due to the level of the blood- 
urea may be assumed from the fact that in chronic 
nephritis a high T wave is not necessarily found. 
The only other condition in which it is possible to 
obtain a raised concentration of serum potassium 


(b) (c) 


Fig. 1—Electrocardiograms in Addison’s disease (case 1): (a) May 18, 1938 (serum potassium 31-6 mg. per 
100 c.cm.) ; (b) June 10, 1938 (serum potassium 15-9 mg. per 100 c.cm.); (c) June 23, 1938 (serum potassium 


8-3 mg. per 100 c.cm.). 


30-8 mg. per 100 c.cm., Tı became positive, T, 
diphasic, and T, more negative. 

Harris and Levin (1937) injected a 5 per cent. 
solution of potassium chloride intravenously in 
normal patients and concluded that there was no 
definite correlation between the magnitude of the 
electrocardiographic changes and the concentration 
of potassium in the serum. The only definite and 
consistent change which they obtained was a lengthen- 
ing of the T-P interval, but there was no correlation 
with the level of the serum potassium, They state 
that “the height of T is sometimes increased,” 
but give no details. The most direct and recent 
contribution to the subject is that of Winkler and his 
colleagues (1938), who injected isotonic solutions of 


is the advanced stage of chronic nephritis, and it 
was for this reason that potassium was administered 
to cases 2 and 3. In case 2, unfortunately, it was 
not possible to obtain figures for the serum potassium 
subsequent to the administration of potassium 
citrate, but in view of our experience with other 
such cases there can be little doubt that the level of 
the serum potassium did rise, and the important 
fact here is that, when potassium administration was 
stopped, the T wave fell to its original level. Case 3 
is not quite so convincing, in that T, did not return 
to its original level, in spite of the fact that the serum 
potassium fell from 25-1 to 20-4 mg. per 100 c.cm. 
Is it possible that here we are dealing with an accumula- 
tion of potassium in the tissues ? In case 4 the same 
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correlation between the 
level of the serum potas- 
sium and the amplitude 
of Tis seen. On account 
of the advanced stage of 
the disease the serum 
potassium never returned 
to its original level; 
hence it was impossible 
to determine whether the 
T wave would have re- 
gained its original dimen- 
sions had the serum 
potassium level returned 
to its original level. 


Case 5 is of interest in 
that a drop of the serum 
potassium, along with a 
rise of the serum sodium, 
was accompanied by a 
diminution in the height 
of the T wave, followed 
later by a simultaneous 
rise in both the serum 
potassium and the 
T wave, Case 6 was 
investigated to determine 
whether in a patient 
with no apparent endocrine or renal disturbance the 
T wave could be altered by the administration of 
potassium. Such an alteration did take place in 
the T wave, accompanied by a slight rise in the serum 
potassium. As has already been pointed out, the 
level of the serum potassium need not necessarily 
represent the intracellular concentration, and it is 
possible that in this particular instance we may 
have been dealing with an increased intracellular 
concentration. 

In this preliminary report it is not possible to 
detail the possible significance of these findings. 
A larger number of cases is being investigated which 
may throw some light on the subject. The literature 
on the effect of biochemical changes on the electro- 
cardiogram is astonishingly scanty; but, in view 
of the association shown to exist between the action 
of acetylcholine and potassium (Brown and Feld- 
berg 1936, Feldberg and Guimarais 1936), as well 
as the work of the earlier investigators already 
referred to, it does not seem unlikely that the 
inorganic ions may play an important part in cardiac 
pathology. There is also the work of Harrison and 
his colleagues (1930) showing a diminution of 
potassium in the myocardium of hearts from patients 
dying of congestive heart failure, and that of Dennis 
and Moore (1938), who found in cats an average 
increase of 50 per cent. in the potassium content 
of the coronary venous blood from hearts in which 
ischeemia had been produced, compared with normal 
hearts. This latter observation may in turn have 
some connexion with the findings of Wood and 
Wolferth (1934) in regard to the presence of abnormally 
large T waves in chest leads taken in some cases of 
coronary thrombosis, Should the observations now 
reported be confirmed, they would seem to provide 
yet further evidence in favour of the view that in 
biochemistry may be found the solution of certain 
outstanding problems of cardiovascular disorders. 


SUMMARY 


Electrocardiograms in 
chronic nephritis and 
uremia (case 2): (a) 
Oct. 17, 1938 (serum potas- 
sium 22-6 mg. per 100 
c.cm.); (b) Oct. 25, the 
day after the adminis- 
tration of potassium 
citrate was stopped; (c) 
Oct. 29, five days after 
cessation ofadministration 
of potassium citrate. 


panied by a diminution in the height of the T wave 
in the electrocardiogram. 

(2) Five other cases are described in which a rise 
in the level of the serum potassium was accompanied 
by an increase in the amplitude of the T wave, 
followed in some of them by a decrease in the 
amplitude of the T wave when the level of the serum 
potassium fell again. 

(3) It is suggested that there is a correlation 
between the concentration of the serum potassium 
and the height of the T wave. 


I am indebted to Prof. de Wesselow for the 
interest which he has taken in this work and for 
permission to study cases 1-5. I bave also to 
acknowledge the kindness of Dr. H. K. Goadby 
in allowing me to investigate case 6. 
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INDICATIONS FOR ADHESION-CUTTING 
IN ARTIFICIAL PNEUMOTHORAX 
WITH THE RESULTS OF FIFTY CONSECUTIVE 

THORACOSCOPIES 


By JoSEPH Smart, M.A., M.D. Camb., M.R.C.P. 


OHIEF ASSISTANT, ST. BARTHOLOMEW’S HOSPITAL; MEDIOAL 
REGISTRAR, LONDON CHEST HOSPITAL 


THE introduction of thoracoscopy and adhesion- 
cutting by Jacobaeus has improved the results of 
treatment of pulmonary tuberculosis by artificial 
pneumothorax very considerably, but at present the 
generally accepted indications for the division of 
adhesions are somewhat limited. For various reasons 
to be mentioned later these indications should be 
extended. It is principally from this point of view 
that this paper is written. 


INDICATIONS 


The usually accepted indications for the division 
of adhesions are: (1) persistence of a cavity; 
(2) persistence of tubercle bacilli in the sputum ; 
and (3) repeated hemoptysis. Matson (1929), in 
America, adds two more: (4) failure of the sputum 
to continue to decrease in spite of the artificial 
pneumothorax ; and (5) clinical evidence of an adhesion 
causing symptoms, such as paroxysmal cough, or & 
slight rise of temperature at the time of refills, or 
perhaps the persistence of pleural effusion. 

These are the most important indications so far as 
the immediate recovery of the patient is concerned ; 
but, if the final results are in view, as judged over a 
period of five years, the division even of apparently 
harmless adhesions should be considered. These 
apparently harmless adhesions may prevent firm 
healing of the lung. This is demonstrated by the 
following facts :— | 

(1) Saugmann and Gravesen (Gravesen 1925) 
classify the results of théir treatment of pulmonary 
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by artificial pneumothorax, and both these series 
of figures confirm the findings of Saugmann and 
Gravesen. These results clearly show the importance 
of a free artificial pneumothorax. 

(2) In some cases of pulmonary tuberculosis 
treated by artificial pneumothorax the lung breaks 
down again at the site of the original lesion after 
the termination of the artificial pneumothorax, 
which apparently controlled the disease while it was 
maintained. In these cases there is often an 
adhesion over the diseased area which prevents 
complete relaxation of this portion of the lung. 
This is demonstrated by the serial radiograms of a 
patient in whom the disease became active again 
when the lung was allowed to re-expand after three 
years of apparently successful treatment by artificial 
pneumothorax (see figure). 

(3) Post-mortem examinations have been per- 
formed on patients who have died from some other 
cause while being treated for pulmonary tuberculosis 
by artificial pneumothorax. Sections of the collapsed 
lung and adhesions have shown caseous tubercles at 
the base of an adhesion, whereas the rest of the lung 
had apparently healed. 


This has been confirmed at the London Chest 
Hospital, where there is a specimen of the lung and 
pleura of a man who had pulmonary tuberculosis 
which had been treated by artificial pneumothorax 
for three years. He then committed suicide, and the 
specimen shows the collapsed lung and pleura with 
three adhesions. One of the small apical adhesions 
was divided longitudinally, and macroscopically this 
showed a small caseous tubercle at the base of the 
adhesion. The portion removed was sectioned and 
microscopically examined. Small round-cell infiltra- 
tion and some endothelial proliferation were demon- 
strated, but there were no giant-cells. 


Furthermore, tubercles are not uncommonly seen 
at the base of adhesions at the time of endoscopy. 
These facts prove that tubercles may exist at the 
base of adhesions, and when they are situated in this 
position firm healing is unlikely, since this area is not 


Serial diagrams of radiographic findings in a patient in whom pulmonary tuberculosis became active again when the 
lung was allowed to re-expand after three years of apparently successful treatment by artificial pneumothorax. 


tuberculosis by artificial pneumothorax into three 
groups: (a) cases with a free artificial pneumothorax ; 
(b) cases with adhesions but otherwise a satisfactory 
artificial pneumothorax ; and (c) cases with adhesions 
which prevent the artificial pneumothorax from being 
satisfactory. Their results over a period ranging 
from 5 to 13 years show that in the first group 70 per 
cent. of patients were well and at work; in the 
second group 33 per cent. were well; and in the third 
group only 11 per cent. were alive and well. 


results of their treatment of pulmonary tuberataap 
7 SG 


relaxed and with every respiration and heart-beat 
the diseased part of the lung is pulled upon. 

The operative risk of introducing a cannula and 
studying an adhesion is almost negligible, as is 
proved by the great number of published reports of 
successful thoracoscopies. . 

I submit therefore that, in any case of pulmonary 
tuberculosis treated by artificial pneumothorax in 
which there are adhesions that appear divisible, the 


tsan atient should be thoracoscoped and the adhesions 
(1929) and Unverricht (1924) also publishei ith AAi 


ed, if this can be safely accomplished. Thoraco- 
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condition of the patient, the radiogram, and the 
sputum examinations are satisfactory. The import- 
ance of the word “ safely ” cannot be overestimated, 
for although there is almost no risk in thoracoscopy 
and the inspection of an adhesion, the division of an 
adhesion entails a definite risk. If the division can 
be safely performed it should be done; if not, the 
adhesion should be left alone, since the clinical con- 
dition of the patient in these cases is satisfactory 
and does not justify this additional risk. 

In support of this thesis it may be mentioned that 
Gullbring of Stockholm and Tuxen of Oslo (personal 
communications 1936) consider that adhesions should 
be divided even though apparently harmless. During 
the last few years they have divided this type of 
adhesion whenever the operation could be performed 
with safety. Since Gullbring has adopted this measure, 
his results show a considerable improvement. 

Thus patients suitable for adhesion-cutting can be 
divided into two groups :— 

(1) Those with apparently harmless adhesions, 

(2) Those in whom the artificial pneumothorax is 
unsatisfactory because of adhesions, as shown by 
the persistence of a cavity or of tubercle bacilli in 
the sputum or by repeated hemoptysis. 


RESULTS 


For purposes of analysis my cases can conveniently 
be divided into the above two groups. 


Group 1 consists of 10 cases in which the general 
condition was good, no tubercle bacilli were demon- 


TABLE J—RESULTS IN GROUP 1 
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TABLE JI—RESULTS IN GROUP 2 
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strated in the sputum, no cavity was seen radio- 
logically, and no hemoptysis had occurred since the 
induction of the artificial pneumothorax. The only 
indication for dividing the adhesions was to produce 
a more perfect artificial pneumothorax. In this 
group there was no constitutional disturbance. 
7 cases a free artificial pneumothorax was produced, 
and in the remaining 3 cases the collapse was con: 
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siderably improved. After thoracoscopy the tem- 
perature remained normal in all the cases except 3 
in which it was raised to 99° F. for two evenings. 
There was no effusion, or it remained the same in 
quantity in all the cases except 3; in these there was 
@ small effusion which was absorbed in the course of 
afew days. There was slight surgical emphysema in 
5 cases, There was no bleeding in any of the cases. 


Growp 2 contained 32 cases. A cavity was present 
in 29, and in the remaining 3 the sputum contained 
tubercle bacilli although there was no obvious cavity. 
In 8 cases two thoracoscopies were performed on the 
same patient; hence the number of thoracoscopies 
in this group is 40. 

No bleeding occurred at any time that could not be 
easily controlled by diathermy. 


I would like to express my indebtedness to Dr. 
F. G. Chandler for his help. 
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ILLNESS OCCURRING IN CONTACTS WITH 
CONFLUENT SMALLPOX 
By E. T. ConyBEARE, M.D. Lond., F.R.C.P. 


A MEDICAL OFFICER OF THE MINISTRY OF HEALTH 


° 


AN instance of the introduction of variola major 
into England from India was recently recorded by 
Mellows (1938). A young airman travelling by sea 
from Australia was infected by smallpox during a 
shore trip made at Bombay, where the disease was 
prevalent. He was taken ill during the last part of 
the voyage and on arrival was removed directly from 
ship to hospital, where he soon afterwards died. 
Within three months six cases of variola major, three 
of them fatal, occurred among a population of 42,000 
resident within 14 miles of the hospital, but in none 
of these cases was a direct connexion established 
with the imported case. 

The airman referred to above was landed at the 
hospital about 9 A.M. on March 4. This was the eighth 
day of his illness and the fifth day of the confluent 
eruption, which, for the most part, had reached a 
vesicular stage but on the face was beginning to 
become pustular. Sixteen persons were in direct 
contact with him between his arrival in the port 
and his death four days later. These comprised two 
boarding medical oflicers, five members of the crew 
of the launch in which he was transferred from ship 
to hospital, three members of the nursing staff at the 
hospital, three members of the medical staff of the 
port authority (other than the two boarding officers), 
a doctor relation who was frequently with him in 
hospital, and two medical officers of the Ministry 
of Health who saw him together on a single occasion. 
Within a few days of contact seven of the sixteen 
persons enumerated above experienced febrile illnesses 
which had many features in common. The dates of 
contact and details of the illnesses of the seven 
persons (designated as A, B, C, D, E, F, and G) are 
given in the accompanying table, from which the 
following points may be noted :— 


In +*~~4e"—This ranged from 29 to 48 years. 


Sex.—y\ll were males. The only female contacts 
were three members of the nursirg staff at the hospital 
02 
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DETAILS OF AN ILLNESS OCCURRING IN CONTACTS WITH SMALLPOX 


Successful] Date 


Date of cina- | Success-| Result of | Date | Apparent ; Dura- | Date 
Sex tion and | full P f incuba- " of Da 
Case| and | Reason of contact weeding | orao: on atte, | onset| tion | pyrexia pou rash Main of” 
age contact March tion | cinated | "On Ae | in | period | noted ‘a a) in | OYPLOMS | duty 
before | after contact | March! (days) | y8?) | March 
contact | contact 
A | M38] M.O., P.A 4-8 Infancy | Mar. 5| Max. react.| 11 3-7 103° F. 7 — /1,2,3,4,5,| 22 
staff 1928 3rd—4th day 6, 7,8,9,1 
1936 

B | M29 Ditto 4 Infancy | „ 10 | Max. react.| 11 7 104° F 6 |13-15 1,2,3,4, 5, 30 

Srd—4th day 7, 9,1 | 

C | M 37 Ditto 4 1930 a 5 | Max. react. 9 5 ? 2 — 1, 2, 3, 12 
3rd—4th day 5,9 

D | M 37 | Launch crew, 4 1936 » 4 | Max. react. 9 5 ? 4 13 1,2, 3,5, 15 
P.A. staff l 3rd-—4th day | 9,10 

E | M48 Doctor 4-8 1932 » 4 | Max.react.; 14 7-10 |101°8° F. 3 — |1,2,3,4,| 14 

relation 3rd—4th day . 5, 6, 9,1 

F M 48| M.O., Min. 5 Infancy | July 14 | Max. react. 14 8 103° F. 3 — 1,2, 3, 5, 14 
of Health 1922. |- 4th day 9,16 

G M 35 Ditto 5 Infancy | Mar. 7 | Max.react.| 14 8 101° F. 3 — 1, 2, 3, 5, 1 
1926 7th—8th day 6,9 


Index to main symptoms.—1. Headache. 2. Shivering. 
tenderness. 6. Sweats. 7. Nausea. 8. Vomiting. 
. react. = maximal reaction. 


who were in attendance on the patient for several 
days before he died. These persons had been success- 
fully vaccinated and revaccinated before contact. 
They were again revaccinated on March 4. In two 
the reaction was of the kind usually associated with 
complete immunity to ‘smallpox (maximal reaction 
within twenty-four hours) and in one that associated 
with partial retrogression towards susceptibility 
(maximal reaction on the fourth day). 

Degree of contact.—In two (A and E) this was inti- 
mate and repeated. In three (D, who assisted with 
the landing stretcher, F, and G) it was limited to a 
Single occasion and did not last longer than 30 
minutes, 

Apparent incubation period.—In one of the three 
who were in contact on a single occasion only the 
F began after five days, and in two after eight 

ys. 

Vaccinal condition.—All had been successfully 
vaccinated or revaccinated before contact. In B, 
who was vaccinated in infancy, there was a history 
of two unsuccessful attempts at revaccination. 
Successful revaccination preceded contact in F by 
16 years, in G by 12 years, in © by 8 years, in E by 
6 years, and in A and D by 2 years. 

Six were again revaccinated within forty-eight hours 
after contact. In all except B this revaccination was 
successful and the resulting reaction reached a 
maximum in three to four days. In B the revaccina- 
tion on the day of contact did not provoke a reaction, 
but a second attempt six days later was successful. 
F was not revaccinated between the time of contact 
and the illness. 

Severity of the illness.—In two, as judged by the 


height and duration of the fever and by the period ` 


of sick absence, the illness was severe. In four, as 
judged by the same standards, it was moderately 
severe, and in one slight. 


Onset.—In all seven this was sudden, with fever, ` 


headache, shivering, and pains in muscles or joints. 
In two there was also a preliminary nausea, and in 
one vomiting not otherwise accounted for. 

Course of the fever.—In five cases occasional observa- 
tions of the temperature were made, and these 
showed a maximal fever on the second day of the 
illness. In four the fever subsided on or before the 
third day. . TERAN 

Skin eruption occurred in B and D only.: On thè 
third and fourth days of his illness B developed a 
sparse papular rash with three lesions on the face, 
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3. Muscular or joint pains. 
9. Subsequent 


) 


5. Generalised muscular 
dyspnea on exertion. 


t 


4. Backache. 


lassitude. 10. Subsequent 


| one on the trunk, one on the right wrist, and two 


on the palm of the left hand. All the papules became 
vesicular, and a few subsequently suppurated, leaving 
scars, The appearance, distribution, and course of 
this eruption were consistent with a diagnosis of 
smallpox. On the fourth day of illness D developed 
a transient sudaminal rash which was limited to the 
ankles, knees, and elbows. This eruption neither 
became vesicular nor suppurated, and it disappeared 
within forty-eight hours, leaving no scars. 

Symptoms.—General symptoms dominated the 
illness, headache being severe until the fever subsided. 
There was neither soreness of the throat nor any 
complaint of nasal obstruction, Three complained 
of severe backache, three of drenching sweats, and all 
seven of generalised muscular tenderness. 

Sequelce.—In all there was lassitude for several weeks, 
and in two a moderate degree of dyspnoea with a 
tendency to undue perspiration on exertion. 

Absence of illness in contacts.—No illness of the same 
kind was reported among family or other contacts 
of the seven persons affected. 


DISCUSSION 


The occurrence more or less simultaneously of a 
febrile illness in seven among sixteen contacts of 
a single smallpox patient appeared to be something 
more than a coincidence. The circumstances suggested 
that a single pathogenic agent was the cause, and that 
this had been encountered during contact with the 
imported smallpox case. The symptoms were similar 
in all the persons affected, and in F and G, who were 
together in contact with the patient on one occasion 
only, there was a remarkable simultaneity of onset. 
Symptoms or signs suggesting that a bacterial agent 
caused the illness were entirely absent. The almost 
complete absence of localising signs in the respiratory 
tract or lungs and the lack of spread to family or 
other contacts appeared to exclude epidemic influenza. 

The illness may have been a modified form of 
smallpox. In two patients there were skin eruptions, 
and in one (B) the appearance, course, and distribution 
of the rash were consistent with a diagnosis of variola, 


-~The apparent incubation period in this patient was 


sgven days, which was also the average apparent 
incubation period of the whole group. The illness 
‘ ) 
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of B before the development of his rash, although 
possibly a little more severe, was similar to that of 
the other seven. Partial susceptibility to smallpox 
and vaccinia is believed to be associated with an 
accelerated reaction to vaccination. Having regard 
to the probable similarity between naturally occurring 
variola and artificial infection with vaccinia, it is not 
unlikely that, if immunity to the former produced 
by vaccination, although incomplete, was nevertheless 
sufficient to modify the disease to the extent of 
aborting the characteristic eruption, the incubation 
poe would tend to be less than the usual twelve 
ays 

The first description of smallpox without an 
eruption (variola sine variolis vel sine eruptione) has 
been attributed to Thomas Sydenham, whose 
‘ Medical Observations concerning the History and 
Cure of Acute Diseases ’’ was first published in 1676. 
In the section of this work devoted to ‘‘ the continued 
fever of the years 1667, 1668, and 1669” there is a 
description of a ‘‘ variolous fever” which was, in the 
words of the author, “ with the exception only of 
those symptoms which were the necessary effects 
and consequences of the eruptions, if not identical, 
closely akin to the small pox.” This fever was, 
however, a protracted illness, since “it distressed 
the patient (unless he died first) with the severity of 
its symptoms for seven or eight weeks together,” 
and therefore it cannot be regarded as identical with 
the illness occurring in smallpox contacts which has 
been described above. According to Fagge (1886) 
the term ‘‘ variola sine variolis’’? was first used by 
de Haen in 1775. 

Curschmann (1875) noted that smallpox might 
terminate in the initial stage and recorded an instance 
of a woman in which it did so but who later bore 
a child with the characteristic eruption of variola. 
Clinical descriptions of smallpox without eruption 
have also been given by Ricketts and Byles (1908), 
and by Kathe (1918). The latter recorded an incident 
in a German military hospital during the war, when 
5 among 42 vaccinated and revaccinated contacts 
of a smallpox case apparently passed through the 
initial stages of a smallpox illness, but only 1 developed 
the characteristic eruption. A personal experience of 
this kind of illness has been recorded by Lawrence 
(1938), who, three days after nursing a case of 
confluent smallpox fatal on the tenth day at a 
Chinese mission hospital, became ill with fever up 
to 103° F., headache, lassitude, and slight pain in the 
back. No skin eruption developed, recovery was 
complete on the fourth day, and none among several 
other contacts was affected. This author regarded 
his illness as an attack of smallpox cut short by the 
protection gained from vaccination regularly repeated 
every seven years. MacCombie (1912) remarked that 
he had only seen such cases in vaccinated or revac- 
cinated persons, but it is probable that smallpox 
without eruption has occurred in unvaccinated as 
well as in vaccinated persons. 

If the illness under discussion was a form of small- 
pox, it may be noted that none of the patients 
infected contacts. Fagge (1886) mentions an instance 
recorded by Marson, in which a woman, whose 
smallpox illness terminated without eruption, appar- 
ently infected her sister, but Ricketts and Byles 
(1908) were of the opinion that the toxemia of 
smallpox was seldom infectious, and stated that 
measures for the control of contacts with patients 
who suffered from variolous toxemia which had not 
been followed by efflorescence were unnecessary. 
Gins (1924) affirmed, however, that cases of smallpox 
were infectious before the eruption by reason of 
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unobserved lesions on the mucous membrane of the 
throat and nose. Cumpston and McCallum (1925) 
considered the pre-eruptive period of toxæmia 
had been infective in some of the cases they encoun- 
tered during Australian outbreaks. The immediate 
contacts of A, B, C, D, E, F, and G were familial 
and, with one exception, all were successfully vac- 
cinated or revaccinated in time to obtain protection 
if the illness had been smallpox ; it follows therefore 
that failure to infect others is not conclusive evidence 
against the illness described having been smallpox 
in a modified form. 

Six of the persons taken ill were revaccinated soon 
after contact; and in several of them the illness 
which coincided with the presence of a skin reaction 
to revaccination was at first regarded as being of 
vaccinal origin. F, however, was not revaccinated 
during the interval between contact and illness ; 
yet his experience was similar to that of the six who 
were. This appeared to exclude the possibility that 
the illness was a form of vaccinia. 

A further examination of the vaccinal condition of 
the six persons who experienced the illness a few days 
after successful revaccination was not made, because 
it did not seem likely that it would provide informa- 
tion of any value. On the other hand, the last successful 
revaccination of F was as long ago as 1922, and in 
him the result of a revaccination after the illness 
appeared to be important. Accordingly, approximately 
four months afterwards he was revaccinated in 
one insertion on the left upper arm. The resulting 
reaction reached a maximum and took the form of a 
small vesicle in the space of four days, indicating 
partial retrogression towards susceptibility to small- 
pox and vaccinia. This finding does not exclude 
the possibility that the illness experienced by F in 
March, 1938, was a form of smallpox. Absence of 
the characteristic eruption might have been associated 
with failure to develop a complete immunity to . 
vaccinia. Chapin (1910), quoting Armstrong on this 
point, mentioned three cases of smallpox without 
eruption which were subsequently found refractory 


- to vaccination. 


It may be concluded from the foregoing that a 
careful observation of non-specific illness occurring 
within the usual period of incubation in vaccinated 
or unvaccinated smallpox contacts might reveal factors 
of considerable importance in the epidemiology 
of the disease, 


SUMMARY 


(1) An illness occurring in seven contacts of a fatal 
case of confluent smallpox is described. 
(2) Possible causes of this illness are discussed. 


The author wishes to thank Sir Arthur MacNalty, 
Dr. J. R. Hutchinson and Dr. P. B. Mellows for their 
help in the preparation of this paper. 
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. EXTENSIVE THROMBOSIS — 
AFTER PENTOTHAL SODIUM INJECTION 


By RecGinatp T. Payne, M.S., M.D. Lond., F.R.C.S. 


VOLUNTARY ASSISTANT, DEPARTMENT OF SURGERY, BRITISH POST- 
i GRADUATE MEDICAL SCHOOL, HAMMERSMITH; LATE 
CASUALTY SURGEON, ST. BARTHOLOMEW’S HOSPITAL 


THE increasing use of the intravenous route for 
the administration of diagnostic, therapeutic and 
anesthetic solutions has inevitably led to an increas- 
ing number of secondary thrombotic and other local 
effects. As a rule these effects are trivial, and they 
rarely lead to any serious complications, but it must 
be recognised that the intravenous route can never 
be entirely devoid of risk, In the case of intravenous 
anesthesia, Pentothal sodium has been found to 
cause local thrombosis in a small proportion of cases, 
and for this reason the 5 per cent. solution is preferred, 
being less likely than the 10 per cent. solution to 
give rise to this complication. The present case is 
recorded as an example of extensive thrombosis in 
superficial veins of the upper limb following the use 
of the 5 per cent. solution, and incidentally as the 
most extensive thrombosis I have ever seen following 
any intravenous procedure in this situation. 


CASE-RECORD 


The patient was a man of 67 who came under my 
care on account of varicose veins. During the Boer 
war he contracted typhoid fever, and shortly after- 
wards he had two attacks of phlebitis in the left calf. 
There was nothing in his history to suggest that he 
had ever had a deep thrombosis. There had been 
two further attacks of phlebitis in the left calf, the 
last being 20 years ago. He had had his prostate 
removed 18 months before coming under my care. 
Since then the veins had gradually increased in size 
‘in both legs and there had been a great deal of 
trouble with eczema in the left calf. 

The patient was well built but rather plethoric, 
and his superficial venous system generally was of 
the prominent thick-walled type often found in 
athletes. Both internal saphenous veins from the 
groins to the ankles were thick-walled, much dilated, 
and incompetent. In most places the veins were 
relatively straight, but in the lower part of the calves 
they were very tortuous. A marked degree of venous 
congestion was present in the region of both internal 
malleoli, and dermatitis was starting to develop in 
the skin of the lower and inner part of the left leg. 
Operation was advised on account of the extent of 
the incompetent veins and the troublesome skin 
irritation. 

On the morning of operation thejpatient was given 
1 c.cm. of Omnopon. Dr. Frankis Evans then gave 
0-5 g. of pentothal sodium in 5 per cent. solution into 
the right median basilic vein. The vein was large 
and prominent and there was not the slightest diff- 
culty in getting into it. The whole injection was 
intravenous, and the time of the injection was 
14-2 min. Subsequently the patient was given gas 
and oxygen and the operation for the ligature and 
excision of the varicose veins in both lower limbs 
occupied 2 hours. 

On the second day after operation the patient 
complained of pain in the right antecubital fossa 
near the site of injection. There was no evidence of 
local swelling or discoloration, but the vein itself 
was palpable for about 2 in. as a slightly tender 
cord. Following this the thrombotic process gradually 
extended both up and down the arm. By the fifth 
day after operation the thrombus had extended 
distally along a large superficial vein of the forearm 
as far as the lower and outer part of the radial styloid 
process, and in aj proximal direction as far as the 


anterior fold of the axilla. There was no redness or 
discoloration of the skin, and there was hardly any 
appreciable thickening of the tissues around the vein. 
The whole course of the thrombus was tender and 
the patient complained of severe discomfort in the 
upper limb which he attributed to rheumatism. The 
thrombus did not appear to extend beyond the 
anterior fold of the axilla. The condition was at its 
worst from the fifth to the eighth days after operation, 
after which resolution began. By the time the 
patient left the nursing-home 17 days after operation 
the vein was palpable as a slightly tender cord in 
the arm and forearm. 


Thrombosis is a recognised though rare complica- 
tion following the use of pentothal sodium, and most 
papers published on the subject mention that this 
drug seems to produce thrombosis more readily than 
the other barbiturate derivatives. Some of the 
papers which have referred to local complications 
following the use of pentothal sodium are given at 
the end of this article. Local inflammatory com- 
plications may also follow leakage or extravasation 
of the solution into the subcutaneous tissues. There 
was nothing in the case recorded here either at the 
time of the injection or later to suggest that there 
had been any leakage. There was no difficulty in 
giving the injection, and there was‘never any local 
swelling or discoloration, or scarring of the tissues . 
adjacent to the injection. 


SUMMARY 


A man of 67 developed extensive thrombosis of the 
superficial veins of the forearm after the intravenous 
injection of 0°5 g. of pentothal sodium in a 5 per 
cent. solution. There was no evidence of leakage 
into the surrounding tissues. 
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FEMORAL HERNIOPLASTY 
By Ernest M. Cowett, M.D. Lond., F.R.C.S. 


SURGEON, CROYDON GENERAL HOSPITAL 


REFERENCE to the current textbooks of surgery 
is disappointing as regards the treatment of femoral 
hernia, 


Romanis and Mitchiner (1937) describe the treat- 
ment but do not give any end-results.. Thomson and 
Miles (1931) and Choyce (1932) discuss the inguinal 
operation, also without giving results. Rose and 
Carless (1937) admit 20-30 per cent. recurrence from 
the low operation. These authors, as well as Bailey 
and Love (1936) mis-spell ‘‘ Lotheissen’s ”? operation. 

In the English monographs, McAdam Eccles (1908) 
does not mention the inguinal route,and Hutchinson 
(1923) gives the expectation of a permanent cure as 
80 per cent. He refers to Lotheisen’s operation. 

There are two valuable papers: those of Keynes 
(1927), who points out that mere removal of the 
sac does not cure, and Souttar (1934) on the surgical 
anatomy of femoral hernia, with good drawings. 

The history of the subject is fully dealt with by 
Watson (1924), who gives the credit of the introduction 
of the inguinal route to Annandale, of Edinburgh, 
in 1876. 

There is not much recent continental literature on 
this subject. One or two papers have appeared on 
the use of fascial transplantation. 
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ANATOMICAL DETAILS OF SURGICAL IMPORTANCE 


Transversalis fascia.—When the external oblique 
aponeurosis has been divided and the cord or the 
round ligament held up, the strong layer of trans- 
versalis fascia is seen forming the floor of Hesselbach’s 
triangle. This is important because it has to be 
divided and sutured before the operation is completed. 


Peritoneal sac.—The peritoneum concerned consists 
of (1) a suprasaccular portion, (2) the mouth and 
neck in the crural canal, and (3) the body or fundus 
below the inguinal ligament (Poupart’s). 

The suprasaccular portion is lax, voluminous, and 
funnel-shaped, narrowing to the mouth below. It is 
usually covered by a layer of fat and can easily be 
stripped from the iliac vein on the outer side and the 
bladder on the inner side. In front it may bulge 
forwards like a small direct inguinal hernia. When 
excised at operation this portion of the peritoneum 
should measure at least 2 by 3 in. Wide resection and 
suture of this portion of the peritoneum is one of the 
details essential to the success of femoral hernioplasty. 

The mouth often shows the fibrous thickening 
described by Souttar. This fibrous ring renders the 
mouth permanently patent. . 

The fundus is invariably covered by a thick layer 
of lobulated fat, which impedes the reduction of the 
sac through the crural canal. 


Ingamentous structures.—The fibres of the inguinal 
ligament are usually well developed and afford a 
suitable material for the pedicled facial flap to be 
described later. The pectineal portion or lacunar 
ligament (Gimbernat’s) is an important structure to 
recognise. In strangulated femoral hernia the fibres 
may be cut or stretched to increase the size of the ring. 
The pedicled flap is stitched to its outer border (see 
figure). 

The pectineal ligament (Cooper’s) is a strong 
band of white fibres easily seen on the pubic ramus, 
when the bladder is held out of the way by gauze 
on a sponge-holder. It forms a suitable anchorage 
for the free end of the pedicled flap. 

Elood-vessels.—Access to the deeper parts of the 
wound is such that any abnormal vessels can easily 
be picked up and ligatured. 


FEMORAL HERNIOPLASTY : THE OPERATION 


Experience has led to the modification of one or two 
details in the operation originally described (Cowell 
1927). A curved incision is mado through the skin and 
superficial fascia from the pubic tubercle to a point 
l in. below and internal to the anterior superior 
iliac spine. The flap is turned down by gauze dissec- 
tion. The oblique aponeurosis is opened by an incision 
above the centre of tho canal to allow of a flap from 
the lower portion being turned in later. The cord 
or round ligament is displaced and the transversalis 
fascia divided. 

Isolation of suprasaccular peritoneum.—The finger 
is passed backwards on the inner side of the external 
iliac vein, then inwards, along the pectineal ligament, 
behind the upper portion of the sac, and then hooked 
forwards to complete its separation. The fatty 
covering of the sac at the saphenous opening is 
exposed by gauze dissection. Gentle traction from 
above, combined with pressure from below, will 
generally deliver the empty sac through the crural 
canal. If the contents are irreducible, the peritoneum 
above is incised, and the contents are dealt with 
before this procedure is attempted. Occasionally 
it is necessary to stretch the crural opening or even 
to incise the fibres of the lacunar ligament. The 


whole sac is now held up and freed from the bladder 
on the inner side by gauze dissection. 

Excision of sac.—A wide excision of peritoneum is 
essential to success. The peritoneum is clipped by a 
series of forceps, beginning on the inner side, and 
cut away with scissors. There is no difficulty in 
suturing the long incision. 

Closure of the opening into the crural canal.—A flap, 
half an inch wide, is cut from the lower portion of 
the inguinal ligament, passed through a small opening 
in the transversalis fascia, and stitched to the pectineal 
ligament. Its inner border is stitched to the lacunar 
ligament above. A firm flap is now in position which 
effectively closes the crural canal. The iliac vein is 
on the outer side, and no stitches are needed here. 


Drawing made from a post-mortem preparation. 
Femoral hernioplasty viewed from above. A, 
inguinal ligament (Poupart’s) showing pedicled 
flap; B, transversalis fascia, divided parts turned 
back; c, lacunar ligament (Gimbernat’s); D, pec- 
tineal ligament (Cooper’s); £, iliac vein in sheath; 
F, flap cut from a, cavering the opening of the 
crural canal, stitched in position; Go, part of 
pubic bone. 


If desired, fascial strips can be used as sutures, but 
thread is‘ perfectly satisfactory. The small femoral 
hernia needle made by Mayer and Co., held on a 
needle-holder, is useful for passing these deep stitches. 

Completion of operation.—The incision in the. 
transversalis fascia is sutured, the cord or round 
ligament replaced, and the canal closed by suturing 
the cut edges of the external oblique aponeurosis. 
The superficial fascia and skin are sutured in the usual 
way. 

This operation takes 30-40 minutes and may be 
performed even in strangulated hernia in elderly 
patients, when it is advisable to get out of bed the 
day after operation. 


ANALYSIS OF OPERATIONS 


The accompanying table shows the incidence of 
femoral hernias according to sex, age, and side in 
a series of 700 hernia operations. 


j 
Sà Commonest | Right! Left 
Sex Cases | Age-limits age side side 
Males 23 22-71 40-50 14 9 
Females 48 6-80 50-60 31 17 
Femoral herniotomies 1925-38 ue 71 


The contents of the sac have included fluid (hydro- 


cele of sac), omentum, large and small bowel, 


appendix, fallopian tube, and, in one patient, a 
strangulated appendix epiploica. 

The recurrence-rate accepted by modern writers 
is 4—5 per cent. In my series, in which the patients 
have. been carefully followed up, there has so far 
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been only one case of slight recurrence, a bulge not 
bad enough to operate on. 

The efficient closure of the ring allows the patient 
to get up at the earliest possible moment. This 
prevents elderly patients from developing pneumonia. 
My series included six resections for gangrenous gut. 

There was only one death, that of a mental patient 
in a grave condition before operation for a strangulated 
hernia requiring resection of the bowel. 


CONCLUSIONS 


Femoral hernioplasty is a safe and satisfactory 
operation, 
perform. The results are good ; a recurrence-rate of 
about 1 per cent. may be expected. It is a suitable 
operation for elderly and infirm patients. Several 
of my patients were over 70 years old and one over 80. 
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POSTPARTUM NECROSIS OF THE 
ANTERIOR PITUITARY 
PRODUCTION OF SUBSEQUENT PREGNANCY 
By H. L. SHeenan, M.D., M.Sc. Manc. 


DIREOTOR OF RESEAROH, GLASGOW ROYAL MATERNITY 
AND WOMEN’S HOSPITAL; AND 


Rosin Murdoc, M.B. Glasg.* 


EXTRA ASSISTANT OBSTETRIO SURGEON TO THE HOSPITAL 


In a recent article (Sheehan and Murdoch 1938a) 
we have pointed out that patients with anterior- 
pituitary insufficiency, due to a previous postpartum 
necrosis of this gland, can be cured symptomatically 
by a subsequent pregnancy, provided there are no 
serious complications at the delivery. Two of the 
cases in that paper (cases 2 and 4) had only been 
followed for a short time after delivery. The subse- 
quent history of these patients appears worthy of 
record: in each of them menstruation began two 
months after delivery and has continued since at 
regular monthly intervals and in normal amount, 
six times in case 4 and eight in case 2. 

The method of treatment in patients who have 
complete or partial amenorrhea with a normal-sized 
uterus has been to encourage the patient to become 
pregnant. In patients who have developed super- 
involution of the uterus, however, it has always been 
considered that further pregnancy was impossible, 
and no case where this has occurred appears to have 
been published. It is therefore of interest to record 
a case where a deliberate attempt to produce preg- 
nancy in a patient with superinvolution has been 
successful. The earlier history of this patient has 
been briefly summarised as case 5 in a previous 
publication (Sheehan and Murdoch 1938b), but fuller 
details will be given here in view of the significance 
of the case. 


* With the aid of the Robert Jardine research scholarship. 


easy for an experienced operator to’ 


symptoms. 


CASE-RECORD 


History.— Present age 34. No previous illnesses 
except appendicectomy when she was a girl. Earlier 
menstrual history normal. At 24, 26, and 27 she had 
spontaneous deliveries following full-time pregnancies, 
without any complications during either the pregnancy 
or puerperium; there was ordinary lactation for a 
week or two each time. Normal menstruation recom- 
menced about two months after these deliveries, and 
her general health was always good. 

At 29 she had a twin pregnancy with spontaneous 
delivery at term. A few minutes after the birth of 
the children she became unconscious and did not 
recover until a long time after delivery of the placenta. 
Exact details of this collapse are lacking, but it was 
presumably due to obstetric shock or a severe post- 
partum hemorrhage. There was no lactation or 
swelling of the breasts during the puerperium ; 
there were symptoms suggesting a mild puerperal 
sepsis, and she remained in bed for three weeks 
After this delivery there developed certain signs and 
symptoms which are typical of the anterior-pituitary 
insufficiency that results from postpartum necrosis 


_ of a great part of this gland® From what is already 


known of the pathology of this subject (Sheehan 
1937) it can be asserted with reasonable certainty 
that such a necrosis did in fact result from 
the postpartum collapse. As is not uncommon, 
the insufficiency was greater in some aspects than 
in others, There was complete absence of menstrua- 
tion or of molimina, apart from one slight vaginal 
bleeding which was rather painful and lasted only 
a few hours; this bleeding occurred nine months 
after the delivery and may have been due to the 
trauma of a coitus. Typical menopausal flushings of 
the face occurred at short intervals for about two 
years. Nearly all the hair was lost in the axille and 
on the mons, though it remained on the labia. 
Dyspareunia developed in the upper vagina, becoming 
gradually more severe. There was definite physical 
weakness, which began to improve spontaneously six 
months post partum and was almost gone a year 
later. She became very sensitive to cold so that she 
could never keep warm despite extra clothes, and 
there was dryness of the skin, with absence of 
perspiration even in the axilla. The skin showed 
some scaliness, quite noticeable on the legs. She had 
also some flatulence and aching in the left hypo- 
chondrium. The weight, appetite, and thirst remained ~ 
unchanged. There was no mental deterioration or 
loss of sleep, and the libido, which had always been 
slight, was unaltered. Coitus continued at about 
normal intervals and without any contraceptive 
measures. 

Examination.—At 32 she first came under observa- 
tion. She appeared well nourished and showed no 
premature ageing or obvious pallor, There was very 
little hair in the axille or on the mons veneris. The 
external genitalia resembled those of a senile woman. 
The vagina was shrunken and narrow ; its epithelium 
contained no glycogen and stained only yellow with 
iodine ; its secretion was scanty, with a pH of 7-8, 
and showed no Déderlein bacilli. The cervix was 
extremely small and felt like a little dimple high in 
the vaginal vault. It was not possible to feel the 
uterus with any certainty on bimanual examination, . 
and the adnexe were not palpable. Vaginal examina- 
tion caused some pain to the patient. Measurements 
of the uterus with a sound gave a length of 14 in. 
radiography with Lipiodol indicated that the cervical 
canal was about } in. long, and that the cavity of the 
uterine body was ł in. long from fundus to internal 
os and } in. wide at the openings of the tubes. The 
tubes were patent and of normal dimensions. The 
blood-count was 3,900,000 red blood-cells and 5200 
leucocytes per c.mm. Sugar-tolerance tests on two 
occasions with 50 g. of glucose by mouth showed an 
almost flat curve, with a maximal rise of 10 mg. 
per 100 c.cm. in one test and of 20 mg. in the other. 


Treatment was begun 3}? years after the onset of 
Over a period of 34 months injections of 


i 


a commercial extract made from the anterior pituitary 
were given. This seemed to produce slight leucorrhea, 
but the genitalia remained unchanged, and the general 
condition of the patient was not affected. 

After this she was given injections of Progynon B 
oleosum 50,000 international benzoate units (I.B.U.) 
every 2-3 days for five weeks (total 101 mg. dihydroxy- 
cestrin benzoate in 15 doses). This caused some 
increase of the leucorrhœa and some lower abdominal 
pain; 5 days after stopping the injections there was 
a slight vaginal bleeding lasting only a few hours 
and clearly related to the withdrawal of cestrogenic 
hormone. She was not examined until three weeks 
later; at this time the vagina and vulva did not 
show any remaining evidence of cestrin stimulation, 
though for a month the uterus and cervix felt very 
slightly larger than before. 

For the next four months she was left without 
treatment. The amenorrhoa continued, and the 
physical signs of superinvolution remained exactly 
as they were before treatment, but there was slight 
growth of axillary and pubic hair, and the sensitivity 
to cold was rather less. 

Meanwhile a study had been made of the beneficial 
effects of subsequent pregnancy in patients with 
similar lesions of the pituitary which had not caused 
superinvolution. It was therefore decided to try to 
induce a pregnancy in the present case. The method 
proposed was first to produce and maintain with 
appropriate hormones a premenstrual condition of 
the uterus and endometrium, then to stimulate 
follicle production in the ovaries, and at this stage 
to provide opportunities for fertilisation of any ova 
which might be produced. . This treatment was 
begun 44 years after the onset of superinvolution. 

The details of the treatment are as follows: the 
dosage was experimental. (a) For 37 days, injections 
of progynon B oleosum forte 50,000 I.B.U. every two 
days (total 127 mg. dihydroxy-cestrin benzoate 
divided into 19 doses). (b) From the 21st to the 37th 
day of treatment with progynon she was also given 
injections of Proluton 5 mg. every two days (total 
45 mg. in 9 doses). (c) From the 26th to the 32nd day 
of treatment with progynon she was given, besides 
the progynon and proluton, daily injections of 100 
mouse units of Antex Leo (total 700 mouse units in 
7 doses). (d) From the 29th day of treatment with 
progynon onwards she was instructed to have coitus 
as frequently as possible. 

Effects of treatment.—The general purpose of the 
treatment was rather disturbed by an unexpected and 
undesired uterine hemorrhage, which began on the 
3ist day of treatment and continued for almost a 
fortnight. For the first four days clots were passed 
and the bleeding was heavy; after this it gradually 
faded away. There was no pain and no menstrual 
molimina, ; 

On the 41st day after beginning the treatment she 
was examined. The pubic hairappeared rather thicker. 
The vulva appeared normal and had entirely lost its 
previous senile appearances. The vagina was large, 
and its epithelium showed a very well-marked 
glycogen reaction with iodine. The secretion had a 
pH of about 7, but this was affected by the continua- 
tion of the uterine hæmorrhage. The cervix had the 
ordinary size and shape of a multiparous cervix. 
The uterus was also enlarged and slightly retroverted 
“but did not appear to have undergone relatively as 
great a hypertrophy as the cervix. There was no 
pain on examination, and the patient said that the 
dyspareunia had gone. The finding of such obvious 
changes so soon after the end of the treatment can 
be ascribed to the remaining influence of the cestrogenic 
hormone which had been given. The reason for the 
uterine hzemorrhage was not clear; it began and 
continued during the treatment and seemed to have 
been initiated by the follicle-stimulating hormone. 
However, it was hoped that the effect of the follicle- 
stimulating hormone would continue for some time 
longer, and that the effect of the cestrogenic hormone 
would not be lost too rapidly. So, as the hemorrhage 
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was becoming very slight, she was instructed to 
continue frequent coitus for another few weeks. 

There was no subsequent hemorrhage or other’ 
symptom, but about six weeks after finishing the 
course of injections she became pregnant (the date 
of conception is calculated from the subsequent 
course). She had morning sickness from the 8th to 
the 18th week of gestation; Friedman tests at 10 
and 11 weeks were strongly positive, and foetal move- 
ments were felt from the 18th week onwards. At 
14 weeks she had very slight vaginal bleeding, which 
followed coitus and lasted two days. Otherwise the 
pregnancy continued normally. The vagina and 
vulva retained their healthy functional appearance, 
and the vagina continued to give a strong glycogen 
reaction. By the middle of pregnancy the pubic 
and axillary hair were quite thick and the axill 
perspiration had returned. The patient felt perfectly 
well and did not complain of cold or weakness. The 
blood-pressure varied from 97/75 to 120/80; the 
temperature, pulse, and urine were normal. From 
about 37 weeks onwards there was a continuous 
slight flow of milk from both nipples. 

When the pregnancy was calculated to have reached 
39 weeks, labour was induced by puncture of the 
membranes, for it was desired to avoid dystocia 
(two of her previous babies had been unduly large). 
Labour pains were regular and normal, and after 
thirteen hours she was delivered spontaneously of a 
live female child, weighing 7} lb. and quite healthy. 
The placenta, which weighed 1} lb., was delivered 
spontaneously twenty minutes later, with no signi- 
ficant hemorrhage. The puerperium was uneventful, 
except that the breasts did not show the normal 
engorgement at the fourth day and never secreted 
more than 100 c.cm. of milk daily. It is hoped that, 
as a result of the pregnancy, the patient’s pituitary 
will remain sufficiently active to maintain full health 
and allow the re-establishment of menstruation. 


DISCUSSION 


The question that arises is whether the pregnancy 
began spontaneously, was caused by the gonadotropic 
hormone, or was caused by the cestrogenic hormone. 

The endocrine function of the ovaries was appar- 
ently in complete and permanent abeyance; acting 
as her own test animal, the patient gave no indication 
of cstrin production, and the superinvolution affected 
the entire genital tract. This was presumably 
associated with an absence of follicular development 
or ovulation. Although there had been some remission 
of the general symptoms of hypopituitarism before the 
final treatment, there was not the slightest sign of 
any recommencing function of the ovaries. It does 
not therefore appear satisfactory to regard the develop- 
ment of the pregnancy at this time as purely accidental. 

The explanation which appears most probably 
correct is that the extract of pregnant mare serum 
stimulated the development of follicles in the ovaries ; 
that the resultant production of cestrin maintained 
the hypertrophy of the genital tract previously pro- 
duced by the injected cstrin; and that the rupture 
of one of the artificially stimulated follicles liberated 
the ovum, which was fertilised. The time-lag of 
about seven weeks is rather surprising, for it is usually 
considered that the gonadotropic hormone produces 
its effects more rapidly. The previous atrophic 
condition of the ovary, and the time required to 
produce an ovum with complete potentialities, may 
be factors of importance in this connexion. 

The third possibility, which cannot be entirely 
disregarded, is that the injected cestrin acted in the 
same way as a pregnancy, producing hypertrophy 
of the remaining portion of the anterior pituitary ; 
that this was followed by increased functional activity 
of the pituitary ; and that this in turn caused the 
functional stimulation of the ovary. This explanation, 
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however, is not supported by the results of wstrin 
therapy on other patients of this type. 


SUMMARY 


"` A case is recorded of a patient who had complete 
superinvolution of the uterus, and other related 
symptoms, as a result of a postpartum necrosis of the 
anterior pituitary four and a half years previously. 
Patients with such lesions of the pituitary who have 
not developed superinvolution are greatly benefited 
by subsequent pregnancy ; so hormone therapy was 
instituted in the present case to enable pregnancy to 
occur., Pregnancy began six weeks later and the 
delivery was normal. 


Our thanks are due to Dr. E. M. McKendrick, late 
house-surgeon in the Glasgow Royal Maternity and 
Women’s Hospital, who assisted greatly in the 
treatment. 
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A RAPID TUBERCULIN TEST * 


By HALLIDAY SUTHERLAND, M.D. Edin. 


In most textbooks and in my ‘ Tuberculin Hand- 
book ” (1936) the statement is made that 6-48 hours 
after the cutaneous tuberculin test a positive reaction 
is shown by a round, raised, reddened, indurated 
macule, surrounded by erythematous skin, that the 
reaction reaches its height within 3 or 4 days, and 
that the patient should be seen 24, 48 and 72 hours 
after the test. A fortnight ago I was testing a case 
of hay-fever for sensitivity to. pollen extract, using 
the dermal “ prick ” reaction, and saw the white weal 
appear in 5 minutes. Later I wondered why the 
cutaneous reaction to tuberculin should be delayed 
for 6 hours, and remembered the injunction of John 
Hunter “ Why think ?—Try.” So I tried the 
cutaneous prick test with tuberculin on patients 
with tubercle bacilli in the sputum, and found that 
a white weal easily recognisable and measuring about 
five millimetres in circumference appeared within 
5 minutes, and next day became the reddened macule 
indicative of a positive cutaneous test. 


The technique is simple. The skin on the front 
of the forearm is cleansed with industrial spirit and 
then dried. A drop of carbol-normal-saline is placed 
on the skin and a few centimetres away a drop of 
undiluted tuberculin, For this purpose I use Tuber- 
culin Albumin Free because it contains no foreign 
proteins except the protein of the tubercle bacillus. 
The skin is stretched with the 
thumb and fingers of the left hand, 
and the cuticle first under the drop 
of normal‘ saline and then under 
the drop of tuberculin is pricked 
with a hypodermic needle (size 8). 
The operator should have the 
sensation of sticking a pin into a 
blotting-pad so that only the upper 
layer of the blotting-paper is punc- 
tured, and that is a useful method 
of acquiring the right degree of 
touch. Blood should never flow, 
for this would wash the tuberculin 
out of the cuticle, but a pin-head of ; : 


* Extract from an eddress on tuberculin 
in diagnosis and treatment given to the 
Listerian Socicty at King’s College Hos- 
pital medical school on March 1, 1939. 
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blood in the needle track does not interfere with the test. 
The saline and tuberculin are wiped off with dry cotton- 
wool as sufficient tuberculin has been carried down 
to the cutis vera on the point of the needle. Normal 
saline is the negative control, and if any weal appears 
around this puncture the weal is due to dermographia. 
In that event it is necessary to wait until the reddened 
macule has or has not developed at the site of the 
tuberculin puncture. 


The cutaneous tuberculin test has at least one 
advantage over the intracutaneous—namely, that 
only one test is made, whereas by Mantoux’s method 
at least two tests are needed to establish a negative 
reaction. In the hands of an experienced worker 
both tests are equally delicate. The “ rapid tuberculin 
test” is, I think, an advance in clinical medicine 
because it allows the physician to determine at one 
consultation whether the patient is positive or 
negative, and if it is used in epidemiological surveys 
concerning the distribution of tuberculous infection 
in the community each batch of subjects need only 
be seen once. l 


BACILLUS PYOCYANEUS INFECTIONS 


A CASE TREATED WITH SULPHANILAMIDE 


By W. STEWART, M.D. Glasg. 
PATHOLOGIST TO THE ROYAL INFIRMARY, WORCESTER; AND 


T. Bates, M.B. Lond., F.R.C.S. 


SENIOR SURGEON TO THE INFIRMARY 


THE effects of infection with Bacillus pyocyaneus 
are usually regarded as fairly mild, but severe results 
have been recorded. Thus Fish and others (1937) 
describe a fatal case of acute endocarditis due to 
this organism after prostatectomy, and Kearns 
(1936) describes another following cutaneous infection 
of the forearm in a drug-addict. A woman reported 
by Rolly (1906) died after a typhoid-like septicæmia 
lasting 11 days, during which B. pyocyaneus was grown 
from both her blood and cerebrospinal fluid.. The 
post-mortem examination showed meningitis and 
bacterial endocarditis with multiple abscesses in the 
spleen and kidneys. Ewell (1936) describes a case of 
B. pyocyaneus bacteræmia secondary to a pyelo- 
nephritis and prostatic abscess which ended fatally 
after a rather chronic course. Nieh (1936) reports 
seven cases of systemic infection with pyocyaneus 
in the east. In several of these maculopapular or 
vesicular skin eruptions appeared on the 5th, 8th 
or llth day and pyocyaneus could sometimes be 
recovered from the skin-lesions. The duration of 
fever was about a fortnight and the symptoms 
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simulated the typhoid-dysentery group. Three of 
the cases showed leucopenia and one developed 
agranulocytosis. Only one recovered. According to 
Nieh the bacillus has also been found in epidemic 
oer aaa and has been isolated from polluted 
wells. i 

The sulphanilamide drugs have been used success- 
fully in urinary infections with the allied typhoid 
organisms (Barer 1937) and B. coli (Kenny et al. 1937) 
and Soeters (1937) in Holland reports the case of a 
child with a B. pyocyaneus septicæmia who recovered 
with Prontosil soluble and blood-transfusions. The 
case reported here, however, appears to be the first 
in which a B. pyocyaneus infection has been treated 
with sulphanilamide in this country. 


CASE-RECORD 


The patient was a rather frail woman of 55, the 
wife of a farmer. She was admitted with symptoms 
suggesting infection with the typhoid-paratyphoid 
group. Three days before admission there had been 
shivering accompanied by pain in the back, consider- 
able weakness and headache. On admission toxæmia 
was very pronounced and her temperature was 
104:6° F. There was no enlargement of the spleen 
and no abdominal tenderness or rash. She was 
passing 10-12 dysenteric motions a day, and com- 
plained of severe headache and profuse perspiration 
especially at night. Her previous history was negative 
except for a slight attack of puerperal sepsis several 
years ago. Blood-count: hæmoglobin 77 per cent., 
red cells 4,100,000 per c.mm., white cells 3800 per 
c.mm., polymorphs 79 per cent., lymphocytes 15 per 
cent., monocytes 3 per cent., basophils 1 per cent., 
metamyelocytes 2 per cent. Widal reaction negative 
to typhosus O and H, and paratyphoid A, B and C. 
No agglutination with Brucella abortus. The result was 
similar five days later. Blood-cultures, aerobic and 
anaerobic, were negative. Cultures of the fæces gave 
B. coli and B. pyocyaneus. Cultures of the urine gave 
B. coli, Streptococcus faecalis and B. pyocyaneus. The 
patient’s serum agglutinated the pyocyaneus isolated 
in oo up to 1 in 50 and (very slightly) 1 
in 125. 

No.specific treatment was given for the first two 
days after her admission. Streptocide (Evans) was 
then given in doses of 1 gramme two-hourly for the 
first thirty-six hours and then 3 g. spread over the 
twenty-four hours for the next four days. On the day 
after treatment began the temperature and pulse-rate 
began to drop and they reached normal four days later 
(see chart). There was a slight rise in temperature 
five days after stopping the sulphanilamide but 
clinical improvement continued. Ten days after 
admission the B. pyocyaneus had disappeared from 
the fæces and the urine contained only large numbers 
of streptococci. 

The B. pyocyaneus isolated produced the green 
colour on agar, it was motile, liquefied gelatin, and 
produced acid in glucose but no fermentation in 
lactose, mannite, saccharose, inulin or maltose. 


Attempts were made to assess the value of strepto- 
cide treatment in mice injected with cultures of the 
DB. pyocyaneus isolated. As this organism is relatively 
avirulent about 300 million had to be given to produce 
a fatal result. In a first experiment the mice not given 
streptocide died on the first and second days after 
injections from a septicemia in which the bacteria 
could be easily cultured from the heart-blood and 
apleen, while most of the mice given streptocide 
survived. These results were by no means constant 
in repeat experiments. Several of the batches that 
were given the cultures without streptocide seemed to 
suffer from no deleterious effects or only showed a 
transient roughening of the hair. It was clear that 
with a bacillus varying so much in virulence no 

accurate conclusions could be drawn. 
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SUMMARY 


Infection with B. pyocyaneus is usually mild, but 
the organism may produce a septicemia resembling 
typhoid that is often fatal. 

A middle-aged woman with diarrha@a and severe 
toxemia, in-whom B. pyocyaneus was grown from 
the urine and fæces and whose serum agglu- 
tinated the organism, recovered after injections of 
sulphanilamide. 

Attempts to assess the value of sulphanilamide 
in experimental infection with pyocyaneus in mice 
were inconclusive owing to great variations in 
virulence. 


We are indebted to Mr. G. F. Home, the librarian 
of the Royal Society of Medicine, for his assistance 
and coöperation. 
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VENOUS HUM IN BILHARZIAL 
CIRRHOSIS OF THE LIVER 


By M. R. Krenawy, M.D. Cairo, M.R.C.P. 


MEDICAL TUTOR AT THE FOUAD I UNIVERSITY HOSPITAL, 
OAIRO 


IN a previous communication (Kenawy 1937) I 
described the continuous venous hum as occurring 
in bilharzial cirrhosis of the liver in Egypt. It 
occurs in other types of cirrhosis also and is produced 
by some venous communication, the nature and exact 
site of which have been disputed. Rolleston and 
McNee (1929) 
ascribe it to dila- 
tation of the 
coronary vein or 
to a dilated com- 
munication be- 
tween the internai 
mammary vein and 
radicles of the 
portal vein. Sir 
Arthur Hall (1937) 
described post- 
mortem findings in 
a case in which 
the left portal vein 
was much dilated 
and communicated 
by a circuitous 
course through the 
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round and falci- . Wa 
form ligaments Bilharzial cirrhosis of the liver, 
with the right showing ascites, enlargement of 
internal mammary spleen, and elevation of skin 
vein, which had (marked by arrow) at the site of 
varicose dilata- the thrill and venous hum, 


tions. Bates (1937) 
believed that the bruit was caused by stenosis 
of the inferior vena cava by ‘‘a perivenous hepatic 
fibrosis.” 

The venous hum is usually heard over a localised 
area over or just below the xiphoid process of the 
sternum. It is continuous and is accentuated by 
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deep inspiration. Further clinical observations on 
two cases have brought out the following points: 
(1) Over the site of the hum and in a strictly localised 
area a continuous thrill could be felt, especially on 
applying very lightly the tip of one finger ; (2) careful 
inspection of the site of the thrill showed an elevation 
of the skin (see arrow in figure), whith is probably 
due to an underlying vein; (3) when light pressure 
was applied over the elevation, the thrill disappeared ; 
and (4) when the stethoscope was applied to the 
xiphoid process and the hum listened to, the applica- 
tion of light pressure over the site of the thrill caused 
the hum to disappear. When the pressure was 
released the hum returned. 

The following is a brief account of the two 
illustrative cases :— 

CASE 1.—A woman, aged 40, gave a history of 
dysenteric symptoms two years ago, followed by 
aching discomfort in the left side and gradual swelling 
of the abdomen. Examination showed emaciation 
and abdominal distension. The spleen was enlarged 
down to the iliac fossa and the hypogastrium., The 
liver was felt four fingers below the costal margin, 
and ascites was present (see figure). A blood-count 


showed :— 

Red cells .. -. 3,340,000 {| Polymorphs .. 49% 

White cells 1400 | Lymphocytes 28% 

Hemoglobin 66% Hyalines 15% 

Colour-index 0°85 | Basophils ee 3% 
Eosinophils .. 5% 


The blood was negative for malaria, and the Wasser- 
mann reaction was negative. A fractional test-meal 
showed hypochlorhydria. Examination of the stools 
was negative for parasitic ova. Sigmoidoscopy 
eee no abnormality. Heart and lungs were 
normal. 


CASE 2,—A girl, aged 12, complained of abdominal 
discomfort and dyspepsia for a year. ‘The spleen 
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was a handbreadth below the costal margin, and the 


liver three fingers. There was no ascites. A blood- 
count showed :— 

Red cells .. e.. 3,000,000 Polymorphs .. 56% 
White cells 3600 Lymphocytes 26% 
Hemoglobin 50% Hyalines 3% 
Colour-index es 0°8 Eosinophils .. 15% 


There were no malarial parasites, and the Wassermann 
reaction was negative. Examination of the stools 
was negative for ova. There was no cardiovascular 
abnormality, and the lungs were free. 


The above observations prove beyond doubt the 
superficial nature of the venous hum in cirrhosis of 
the liver and exclude the possibility of stenosis of 
the inferior vena cava. The superficial venous com- 
munication responsible for the hum must be con- 
stricted somewhere during its course; hence the 
thrill and the roaring sound. It is possible that the 
constriction takes place at the linea alba or possibly 
at the diaphragm. In certain cases the hum is 
heard near or above the umbilicus, and in those 
cases the constriction must take place at the linea 
alba. The above case-records show that there is no 
relation between the hum and the degree of splenic 
enlargement, but its presence indicates a collateral 
anastomosis between the portal and systemic circula- 
tion. The hum is seldom met with and hitherto has 
been only of academic interest. 

I must record my grateful thanks to Dr. M. 
Erfan Bey, professor of tropical medicine in the 
Fouad I University, in whose beds these cases were 
investigated. 
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AT a meeting of this section held on March 28 
the chair was taken by the president, Dr. E. 
LETHEBY TipyY, and a discussion on recent advances 
in the 

Treatment of Pneumonia l 
was opened by Dr. L. E. H. Wuirsy. He said that 
the original experimental work on mice with 
M. & B. 693 had been confirmed beyond doubt, and 
its activity in vivo had been confirmed in vitro by 
A. Fleming and his colleagues with thirty types of 
pneumococcus. Sensitivity varied with strains rather 
than with types and depended upon the phase of the 
organism, the age of the culture and the degree of 
virulence. In clinical practice M. & B. 693 was most 
dramatically effective in acute infection ; in chronic 
and long-standing cases of bronchitis its action might 
be very slight. The results of G. M. Evans and 
W. F. Gaisford, which had been amply confirmed, 
showed that the drug was not influenced by type and 
that if the patient lived for twenty-four hours and 
retained some 5 g. the chance of success was greatly 
increased, irrespective of the day of the disease 
on which treatment was commenced. These 
requirements were in strong contrast to those of 
serum therapy. 

The drug should therefore be the first line of attack 
in lobar pneumonia. Whether passive immunisation 
with serum or active immunisation with vaccine 


should be combined with it was difficult to decide. 
The results of the combined treatment were better 
in animals than those of either treatment alone, but 
in clinical practice, by the time the type had been 
determined or the vaccine made, the first 24 hours of 
dosage with the drug would have given some indica- 
tion of its efficacy and the combined method could be 
employed if the clinician thought fit. The scheme 
of dosage suggested by Evans and Gaisford had given 
good results: 4-5 g. in the first 24 hours followed by 
3 g. daily up to a total dosage of 25 g. The drug, 
being insoluble, was not absorbed to the same extent 
by different persons. In some cases as good a 
result was obtained with a blood concentration of 
1-3 mg. per 100 c.cm, as with 10-18 mg. per 100 c.cm, 
This finding suggested that for certain patients a 
lower dosage than 25 g. might be used, and that 
estimations of blood concentration would probably 
be an essential part of the control of treatment. 
Patients treated on the 5th day and afterwards 
required no more than 15 g. to bring about a crisis 
and cure. In the few places where sufficient clinical 
material was available, Dr. Whitby pressed for 
complete laboratory control and investigation. It 
would be important to determine the fatality-rate 
in bacteræmic cases, because the prognosis depended 
rather on bactersemia than on type. Daily controls 
of blood concentration should be made, first to 
obtain more information on the minimal blood 
concentration, and secondly to determine whether 
failures were due to poor absorption of the drug 
rather than to insensitivity of the strain. The drug 
existed in the blood partly in an active unchanged 
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form and partly in an inactive acetylated form. The 
proportion varied in different patients, and those 
who acetylated the drug readily might be those who 
resisted treatment. Administration should be con- 
tinued for about 5 days even though the temperature 
dropped, for premature discontinuation was always 
associated with an exacerbation. Better results 
were obtained with a sustained minimal concentration 
than with an intermittent maximal one, and there- 
fore with small doses at short intervals. A large 
dose merely maintained the blood level for a longer 
time. There was a quantitative relationship between 
concentration in vitro and the number of bacteria 
that could be destroyed. Animals, however, 
required almost as large a dose to counteract a 
small inoculum as a large one. Mild infections 
required almost the same dose as did acute and 
fulminating ones. 

The basic indications for the drug were definite 
coccal infections. It had no action on influenza. 
Its chief disadvantage was that in about 30 per cent. 
of patients it set up gastric irritation and vomiting 
which was sometimes severe. This often subsided 
after 24 hours, and to tide the patient over this 
period the method of administration of the drug 
could be varied. Search had therefore been made for 
an injectable compound, and particular attention 
had been paid to the soluble sodium salt sodium 
2-sulphanilyl-aminopyridine (837). This had a 
hydrogen-ion concentration of about 11, but when 
suitably diluted (1 g. in 20 c.cm.) could be given intra- 
venously, In 2 per cent. dilution it was suitable for 
rectal administration. It was rapidly excreted, and 
injections were necessary by night as well as by day 
in order to maintain an effective concentration. The 
best dosage would have to be carefully worked 
out. Multiple small injections would probably. be 
necessary, and its main use would be in the first 24 
hours. 

Dr. G. J. LANGLEY reported on clinical trials in 
æ series of cases treated in the emergency ward of 
a hospital in Salford. They were all in the age- 
group between 16 and 60. Serum had been given 
to all patients admitted before the end of the 3rd 
day who showed the presence of a pneumococcus 
type I or type II. Patients admitted after the 3rd 
day had been used as a control series. The average 
difference in the duration of the disease before 
admission in these two groups was 2} days, and the 
life-saving value of this difference remained to be 
estimated. If alternate cases had been made controls, 
the number of cases treated would have been too 
small. The drug had been tried in 34 patients, of 
whom 3 had died. It was striking that whereas in 
the past eight years 9 cases of type III pneumonia 
had all died, 3 recent cases treated with M. & B. 693 
had all recovered. These had been the first 
recoveries from infections with this type that he had 
ever seen. Unless the higher type pneumonias 
could be studied under expectant treatment, it 
would remain impossible to judge of the effect of 
any remedy. It would be necessary to study some 
2000 cases before the course of any type could be 
established in 100 cases. It had been shown in the 
past that an attack of pneumonia left the patient 
a carrier for a month, recovery of the organism 
becoming more and more difficult with the lapse of 
time. He was anxious to know whether treatment 
with the drug had any effect on recovery of the 
organism from the sputum. If the pneumococcus 
was made to disappear, bacteriological diagnosis 
would become impossible. The type of statistical 
criticism to which serum work was subjected in the 
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United States would be called for in assessing the 
results of treatment with the drug. 


Dr. W. F. GAISFORD summarised the results of a 
year’s experience with M. & B. 693 on a series of 
between 600 and 700 patients at Dudley Road 
Hospital, Birmingham. Of these, 400 had been 
cases of lobar pneumonia. Every patient over 
five years of age who had a minimum of 3 g. of the 
drug was included, except those dying within 12 hours 
of admission. The total mortality had dropped 
from about 23 per cent. to between 6 and 7 per cent. 
The mortality in patients over fifty had dropped from ` 
50 per cent. to 24 per cent., and in patients under 
fifty from 17 per cent. to 1-6 per cent. Temperature 
had returned to normal within 48 hours of beginning 
treatment with the drug. Continuance of pyrexia 
after a drop had indicated either a complication or 
an organism that was not a pneumococcus. There 
seemed to be no alteration in the rate of resolution— 
in some cases, in fact, this appeared to be delayed. 
A rapid improvement in the general condition took 
place after the fall in temperature. The mental 
depression characteristic of the sulphanilamide group 
had been observed in a number of cases but persisted 
only for a short time. Complications included 
empyemas of various origins, four cases of clear 
sterile effusion, and an effusion in a type XVII 
pneumonia. Complications due to the drug itself 
had been mild only. A number of rashes had been 
seen, similar to those caused by sulphanilamide but 
less severe. In allergic patients these rashes had 
become frankly urticarial ; they had been independent 
of the dosage and had disappeared in a few days. - 
Cyanosis had been observed but had ceased to cause 
anxiety. An existing cyanosis was not a contra- 
indication to the use of the drug. Very young 
patients did not vomit, but in adults this complica- 
tion was important. It often depended upon gastritis 
and its origin was not central, If a patient vomited, 
the next dose should be given by a different route. 
Vomiting was, however, rarely so persistent as to 
prevent a sufficient dose from being retained. As 
far as could be judged, intravenous injections of 
the sodium salt had not been satisfactory, but intra- 
muscular injections had been efficacious and had 
caused no reaction. He had found it best when using 
M. & B. 693 to saturate the system in the first 
hours and then give a sedative to allow the patient 
to rest. 


DISCUSSION 


Prof. A. FLEMING observed that M. & B. 693 did 
not seem to kill the pneumococecus which must 
presumably be killed by the natural defences of the 
body. It would therefore seem desirable to increase 
those defences as much as possible, The fatality- 
rate might be still further reduced if patients were 
immunised when the drug was given. The results 
in animals of combining serum or vaccine treatment 
with M. & B. 693 or sulphanilamide had been consider- 
ably better than those of either method alone, and 
he wished that some clinician would try the effect 
of combining vaccine treatment with the drug. 
It was true that time was short, but the extent of 
immunity required to influence the result was small. 
The pneumococcus might perhaps develop a fastness 
to the drug, as some published results (Lancet, 
March 11, 1939, p. 562) had seemed to show. A 
medical officer had sent two cultures of pneumococcus 
by air from New Guinea, and both had been alive on 
receipt. They had been taken from a patient with 
pneumonia type I, the first before treatment with the 
drug and the second after death. They had shown an 
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enormous difference in sensitivity, the second appear- 
ing to be quite resistant. The difference suggested 
a reason why some patients did not respond to 
the drug. 

Mr. A. J. Ewrns, D.Sc., reminded the section of 
the vast amount of work which went to the elaboration 
of a drug of this kind. The chemical side involved 
the synthesis of a number of drugs and their assess- 
ment was very arduous, most of the work being 
without visible success. 

The PRESIDENT observed that Dr. Ewins was 
` responsible for the active chemical work of the prepara- 
tion of M. & B. 693. 

Dr. H. S. Banks said that he and his colleagues at 
Park Hospital had typed about 30 cases of pneumonia 
in the last few months. He had been impressed by 
the absence of deaths among cases treated with the 
drug, although these had nearly all been middle- 
aged patients and really bad lives. There had been 
a fair proportion of empyemas. 
of the drug in the pus was often considerably higher 
than in the blood. The sodium salt had often been 
injected into the pleural cavity and the titre of the 
drug in the pus raised to a very high figure—over 
100 mg. per 100 c.cm. The loss of sensitivity by the 
organism might have a bearing on this fact. The 
sodium salt had been valuable in cases of vomiting 
and accounts of its toxicity seemed to have been 
exaggerated. A very low concentration produced 
by it in the blood and cerebrospinal fluid had been 
effective against the pneumococcus, 

Dr. WINSNES (Bergen) spoke of the interest of 
. the work on this drug, which he had come over 
specially to see, 

Lieut.-Colonel C. H. BARBER said that he had seen 

excellent results from vaccine treatment of a small 
series of lobar pneumonia cases many years ago, 
Resolution had, however, not taken place any sooner. 
He hoped the combined method would be investigated 
fully. 
Dr. MAURICE DAVIDSON said he had been disturbed 
by the indiscriminate way in which the sulphanil- 
amide drugs had been used by junior members of the 
profession. No-one was yet in a position to say 
whether or not they had any damaging effects 
upon the body. A drug which was sufficiently 
potent to kill a virulent organism might be capable 
of damaging the renal epithelium or even the 
myocardium, 

Dr, Err Davis described a rash of a scarlatiniform 
type which had appeared on the sixth day after treat- 
ment with the drug had been begun on a child aged 
16 months; it had become morbilliform and had 
spread all over the body and face and inside the 
mouth, making the child more critically ill than if he 
had had pneumonia. It had been treated with 
1 per cent. gentian -violet. 

The PRESIDENT pointed out that pneumonia 
developed much more slowly in older patients, and 
diagnosis was apt to be delayed. Such patients 
often suffered from a condition now termed pneumon- 
itis, which might or might not develop into lobar 
pneumonia. If empyema developed more commonly 
in patients who had been successfully treated with 
the drug, this would provide an argument in favour 
of the use of vaccine. The question whether the 
drug killed the pneumococcus or whether the lung 
resolved was unimportant; what mattered was 
whether the patient was going to live. The responsi- 
bility for the wild use of these drugs in general practice 
lay with the travellers of the firms. Enough time 
had passed to show that the drug would not cause 
agranulocytosis or pernicious anzmia, 


The concentration - 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY 


AT a meeting of this society held in Sheffield on 
March 10 a discussion on 


A.R.P. in Relation to Maternity Work 


was introduced by the president, Prof. FARQUHAR 
Murray (Newcastle). He had studied the problems 
that would arise in the evacuation and treatment of 
obstetric cases in the area served by the Princess 
Mary Maternity Hospitalin Newcastle. The ordinary 
routine would certainly have to be modified in an 
emergency, but the decision to allow a patient to 
be sent home would have to be based on reasonable 
medical grounds and provision must be made for her 
future needs. He had made a test evacuation of the 
hospital and another after six weeks, noting which cases 
could be sent home, what form of ‘transport would 
be necessary (ambulances or private cars) and whether 
the patient was to be discharged to the hospital district 
or outside it. The two tests gave very similar results : 
taken togethér they showed that of 82 cases in 
hospital, 69 could be evacuated and 13—with heart 
disease, toxzmia, puerperal infections, or csesarean 
section—would have to be retained. Normal cases 
could be sent home 24 hours after delivery. About 
half the cases could be sent home by car, the others 
by ambulance. The medical officers of health of the 
Various areas concerned would accept responsibility 
for domiciliary care by county or municipal mid- 
wives of booked cases which could not be admitted. 
It would be necessary to provide transport and equip- 
ment for the extra confinements and nursing under- 
taken on the hospital’s own district, which could of 
course be enlarged. Removal of the whole hospital 
and its services to any new area would be unsound 
as it would be unreasonable to expect women to 
leave their families just because they were pregnant. 
The President’s main contention was that a diffusion 
both of patients and of the necessary hospital services 
would be necessary. 

Dr, ARTHUR GEMMELL (Liverpool) suggested that 
the two desiderata of keeping gravid women with their 
families and yet providing hospital facilities for them 
could be obtained by the registration of pregnancy, 
the interchange of information between local 
authorities, and the allocation of “school groups ” 
of children and their parents to definite places in the 
reception areas. Existing hospitals or houses in these 
areas could be set aside as maternity units and extra 
obstetrical personnel could be supplied there. Some 
arrangements would have to be made for maternity 
beds and district midwifery in the dangerous areas, 

Dr. V. T. THIERENS (M.O.H. Blackburn) suggested 
that the larger maternity units should be moved 
to existing or improvised outer-zone maternity 
hospitals, affiliated to one another, and administered 
in each region by one central codrdinating body 
responsible for the distribution of staff, patients and 
equipment, In the Blackburn area he had estimated 
that in a state of emergency about 6 per cent. of 
births would still require hospitalisation. Dr. Thierens 
opposed the scattering of midwifery services into 
numerous small and separated units. | 

Mr, ALFRED GOUGH (Leeds) was strongly in favour 
of the evacuation of pregnant women from the danger 
zones and provision of multiple small homes with some 
larger ones offering a more complete obstetrical service. 

Prof. DanreL DouGaaLt (Manchester) suggested 
the appointment of a regional obstetrical officer with 
complete control of personnel and equipment. 
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Mr. T. F. Topp (Manchester) and Dr. H. BURTON 
(Manchester) described a technique for 


Spinal Analgesia in Labour 


Dr. Burton said that an injection of about 
9 minims of a heavy 10-5 per cent. solution of Percaine 
was given to the patient in the sitting position and 
she was kept in this position for 15 minutes. The 
method was reserved for the second stage. Subjective 
pains were relieved within 15 minutes, and involuntary 
bearing-down was abolished ; a saddle anesthesia and 
paralysis of the muscles of the outlet rendered 
delivery very easy. Of 60 primigravida given this 
treatment 50 delivered themselves spontaneously ; 
10 required low forceps. Labour was slightly pro- 
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longed but without ill effects. The prolongation was 
mainly due to the absence of involuntary bearing- 
down ; the patients had to be told when to strain. 
The method seemed particularly applicable to cases of 
heart disease owing to suppression of muscular effort. 


Mr. Topp discussed the theoretical aspects of spinal 
analgesia in labour. He hoped and believed it would 
be possible to devise a really selective spinal anæs- 
thetic technique ; no other method left the patient 
conscious and codperative., — 


Prof. Mues Pures (Sheffield) shqwed an 
enormous simple papillomatous ovarian cyst removed 
many years after a laparotomy at which the condition 
was regarded as hopelessly malignant. 


REVIEWS AND NOTICES OF BOOKS 


Control of the Circulation of the Blood 
By R. J. S. MoDowa tt, M.D., D.Sc., professor of 
physiology, University of London, King’s College ; 
with the assistance of G. E. MALCOLMSON, M.D., 
Lt.-Col. I.M.S. (ret.), and I. McWHAN. London: 
Longmans, Green and Co. 1938. Pp. 619. 
713s. 6d. 


Abraham Lincoln is said to have retorted to a well- 
meant inquiry as to what he was reading that he was 
not reading, he was studying. Ifthe reader is not a stu- 
dent of the circulation when he starts Prof. McDowall’s 
book, he will be by the time he has finished. It is no 
discredit to the author to say that it is an achieve- 
ment to have read it. The book has been written for 
serious use rather than mere instruction. It furnishes 
a most complete compilation of information about 
the circulation, and the enthusiasm of the author for 
his subject has been almost completely sublimated 
into the effort to compress his matter into a reason- 
able space. His method of presenting it is partly 
historical and partly that of building up evidence in 
relation to the various facets of the problems 
discussed. Only those who have tried to do this 
even on a small scale will realise how skilfully the 
findings of numerous investigators have been com- 
bined so as to provide a consecutive account. 


The style is informal, and the dignity of authority - 


pleasantly absent. No book is nowadays complete 
without illustrations, and the problem of which to 
select from the 7000 original works quoted has been 
neatly solved by using only those from the author’s 
own laboratory. In one or two places known facts 
have been summarised in the form. of tables con- 
venient for quick reference. The most impressive 
part of the book is the bibliography, which contains 
an unusual feature—a brief note after each reference 
indicating the subject with which it deals. The 
reader will inevitably be surprised—and perhaps a 
little chastened—when he learns of the early date at 
which some phenomena were first noticed. The mass 
of original work cited shows once again that our 
conceptions depend more on a kind of evolution 
than on specific discoveries. We should have liked 
to know Prof. McDowall’s opinion of some of the 
observers he quotes and of their apparatus and 
methods, but he has preferred in the space at his 
disposal to give us access to as much information as 
possible so that we may ourselves pass Judgment. 

His book is a contribution to the subject which 
should outlast our generation. It consolidates the 
knowledge so far reached of the physiology of the 
circulation, and will undoubtedly fulfil his hope that 
it will enable future workers to increase the more 
easily the store of knowledge of which they have been 
the fortunate heirs, 


Vitamins and Vitamin Deficiencies 

Vol. I. Introductory and Historical. Vitamin B, 

and Beriberi. By LESLIE J. HARRIS, Ph.D., Sc.D. 

Camb., D.Sc. Manc., F.I.C. nutritional laboratory, 

Medical Research Council and University of Cam- 

bridge. London: J. and A. Churchill, 1938. 

Pp. 204. 8s. 6d. 

Tus is the first of a series of volumes, of which 
seven are projected by the author, on vitamins and 
allied factors; the last is to deal with the practical 
application of the knowledge set out in its pre- 
decessors and with dietetics. In the production of 
this series the plan has been first to describe the 
parts of the map that have been well explored and 
sharply outlined, in the hope that the regions of which 
our knowledge is still vague will have become better 
marked out in the interval. As far as vitamin B, is 
concerned, Dr. Harris has succeeded well in his 
object of providing a detailed summing-up of the 
results of modern research, complete with bibliography. 

The book is really comprehensive but never loses 
its theme, so that the reader is guided through a 
well-told story, and does not find himself rambling in 
a disordered maze of facts. The book is for the 
student, and even the advanced student, rather 
than for the layman; the specialised worker in 
vitamins will find here the picture of a vast continent 
which will enable him to learn the principal features 
of the territory surrounding his own little country. 


Physical Diagnosis 

(12th ed.) By RicHARD C. CaBoT, M.D., professor 

of clinical medicine emeritus in Harvard University ; 

and F. DENNETTE ADAMS, M.D., instructor in medi- 
cine in the Harvard Medical School, and associate 
physician at the Massachusetts General Hospital. 

London: Bailliére, Tindall and Cox. 1938. Pp. 846. 

22s. 6d. 

Wen this work first appeared Dr. Cabot 
deliberately ignored techniques with which he was 
personally unfamiliar or which he considered useless. 
Now this attitude has been changed on the grounds 
that ‘“‘no-one’s experience, no matter how varied 
or extensive, is sufficient to include all that the 
student of physical diagnosis should know.” In 
the present edition of the book Dr. Cabot and his 
co-author strive to present as far as possible “a 
cross-section of the views on diagnosis held by the 
staff of the Massachusetts General Hospital.” This, 
as might be expected, has necessitated many addi- 
tions and much rearrangement of material. History- 
taking, physical examination and the body as a whole 
are discussed in the opening chapters. The later 
ones deal each with a region of the body, setting out 
the methods of detecting departures from the normal 
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and assessing their significance. The authors have 
wisely confined themselves to common or relatively 
common disorders. The book is amply illustrated 
with beautiful photographs. We note in passing 
that the plate illustrating the Sims position shows 
the patient lying on the right side. The aphoristic 
style of writing impresses the matter on the memory, 
and the outstanding features of the work are clarity, 
thoroughness and common sense. No student who 
buys it will regret having done so. 


Treatment by Manipulation in General and 

Consulting Practice 

(8rded.) By A. G. TIMBRELL FISHER, M.B., F.R.C.S., 

orthopedic surgeon, St. John Clinic, London. 

London: H. K. Lewis and Co. 1939. Pp. 256. 

12s. 6d. 

Tus book is the revised and partly rewritten third 
edition of Mr. Timbrell Fisher’s well-known ‘ Mani- 
pulative Surgery.” It describes clearly and scienti- 
fically the objects of and indications for manipulation 
as a method of treatment for certain disabilities 
of joints and their neighbouring structures, and 
gives with clarity and precision details of the methods 
employed. The absence of overstatement and the 
recognition of the limits of the method lend added 
weight to the claims that are made. Mr. Timbrell 
Fisher recognises (in a footnote on p. 11) that 
manipulation is no longer a neglected art but now 
occupies its rightful place not only in practice but, 
more important still, in surgical teaching. 

As a guile to the scope and limitations of manipula- 
tion in treatment this book fills a need that must be 
felt by every practitioner. The descriptions of the 
actual performance of manipulative treatment for 
various conditions, though full and clear, are not in 
themselves sufficient to ensure success. Really good 
results depend more on practice and experience in 
this than in any other branch of surgery. 


Personality Development and Social Control 
In Terms of Constitution and Culture. By IRA S. 
Wiz, M.S., D., New York City. London: 
Humphrey Milford, Oxford University 
1939. Pp. 57. 3s. 6d. 

Tms little book is a reprint of three lectures 
delivered at the Tavistock Clinic in 1937. The first 
two, which deal with personality in terms of constitu- 
tion and in relation to culture, are evidently composed 
for delivery to an audience of psychological experts. 
They are phrased in terms which have become 
familiar to readers of modern works on psychology, 
but remain rather daunting to others. The average 
medical reader would have to take some’ trouble 
to discover the author’s meaning, while the layman 
unversed in this specialised language would probably 
not understand it at all. This obscurity is regrettable 
because although there is nothing strikingly new 
in what he has to say, Dr. Wile is clearly a thinker 
with a complete grasp of his subject, and has the 
faculty of stimulating thought in others. 

The third lecture, on social control and the preven- 
tion of personality disorders, is in a very different 
category. Itis written in plain and vigorous language, 
and is an appeal to the public conscience, Dr. 
Wile holds that half the cases of certifiable insanity 
are preventable and backs up his contention with 
figures that carry conviction. He instances some 
of the diseases which have once plagued mankind, 
and are now almost unknown, to give point to his 
plea for more effort to deal with the causes of 
insanity at their inception. This lecture deserves 
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to reach a larger audience than that which originally 
heard it and should certainly be read by eugenists 
and sociologists and indeed all those who take an 
interest in the mental welfare of the race, 


Refraction of the Eye 

By ALFRED COWAN, M.D., associate professor of 

ophthalmology, graduate school of medicine, 

University of Pennsylvania. London: Henry 

Kimpton. 1938. Pp. 319. 21s. 

To many medical practitioners and ophthalmo- 
logists interested mainly in the clinical aspects of their 
specialty the study of optics and refraction is dreary 
work. In his preface the author of this book expresses 
a desire to arrange his subject so that he who runs 
may read. His long experience as a teacher in a 
large postgraduate school has given him an under- 
standing of the needs of both students and practi- 
tioners, and his aim has been to show how the clinical 
application of refraction emerges logically and in 
orderly sequence from the basic scientific facts of 
optics. This practical approach does much to 
enliven even the most theoretical sections of the 
book. 


Workbook in Elementary Diagnosis 

For Teaching Clinical History Recording and 

Physical Diagnosis. By LOGAN CLENDENING, 

professor of clinical medicine, University of Kansas, 

een Henry Kimpton. 19288. Pp. 167. 

s. 6d. 

Tu1s is an entertaining new version of the ABC 
of history-taking and physical signs. It is no pocket- 
book, for it measures 8ł by 11} in. The author 
modelled it on the laboratory notebook in physics 
or chemistry, and he invites the student to record his 
observations on a patient in such a notebook just as 
he would a laboratory experiment. (But what 
laboratory scientist would tell his students to record 
the size of an object in terms of ‘‘ an almond, a water- 
melon, an orange, &c”’?) The instructions for 
making observations are however clearly and 
spaciously set out and tersely worded. It is all 
quite sound and simple. At the end are seventy 
pages of exercises, in which the student is told to do 
all these things that have been described to him, and 
is given room for writing his findings. Two features 
of the book are noteworthy. One is that wherever 
possible the classical physical signs are given in the 
words of those who first described them ; of pleural 
friction, for example, ‘‘ Hippocrates said ‘the lung 
squeaks like a leather strap.’’’ The other is the 
illustrations, which are bold line drawings of the 
style familiar in modern nursery literature, It is 
an excellent book but somehow we should hesitate 
to offer it to the English medical student in case 
he should find it too reminiscent of the kindergarten. 


Le duodenum 

Atlas de radiologie clinique. By P. COTTENOT, 

médecin radiologiste de l'Hôpital Broussais ; 

Lévy, ancien chef de laboratoire à la Faculté de 

Médecine ; and Ep. CHERIGIEA, assistant de radio- 

logie de l'Hôpital Broussais. Paris: G. Doin. 

1988. Pp. 223. Frs.2865. 

WHENEVER they examine a duodenum the authors 
of this work take about 8 films of it; in special 
cases they may increase the number, even up to 20, 
and when still in doubt they are prepared to repeat 
the whole examination. In general their diagnosis 
rests upon interpretation of these series of films 
rather than upon what is seen by fluoroscopy. They 
use a Potter-Bucky diaphragm; they take antero- 
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posterior or oblique views of patients erect or supine 
and they sometimes use compression. Occasionally 
they give an intravenous injection of atropine and 
calcium gluconate to relax a duodenum that is con- 
tracted by spasm. The results recorded by their 
technique are set forth in this atlas, which is a very 
beautiful production, uniform in style with the atlas 
of the radiology of the colon issued by the same 
publishers a few years ago. It contains some 500 
excellent full-size reproductions of radiograms of the 
duodenum, each accompanied by a drawing outlining 
its significant features as interpreted by the authors. 
Many examples are given of variations in the normal 
duodenum and also of anatomical anomalies, 
Diverticula, stenosis, deformation from extraduodenal 
causes and tumours are illustrated, and about half 
the book is devoted to ulcers and the effects of opera- 
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tions. The figures are adequately described but 
beyond that the text is reduced to a minimum. 
There is something very satisfying about the 
precision achieved by this sort of technique in 
the study of shadows. The radiologist establishes the 
exact position and the approximate size (at least 
relatively to others in his series) of his ulcer, and can 
tell whether an cdematous halo surrounds it or not. 
How far all this will give added precision to diagnosis, 
prognosis, and treatment has yet to be worked out. 
The radiological history of duodenal ulcer is incomplete 
without examples of the scarred duodenum, deformed 
by a healed ulcer but without stenosis ; such examples 
are omitted here, probably because the authors 
restricted their choice, in the sections on ulcer, to 
cases which had been surgically verified. In other 
respects however the atlas is as full as could be wished. 


NEW INVENTIONS 


IMPROVED UTERINE DILATORS 


ALL uterine dilators from Hegar’s invention down 
to the present time have two grave faults. The first 
is their shape, a parallel-sided cylinder surmounted 
by a short cone, which makes their action more in 
the nature of a burst than a dilatation. The second 
is their unnecessary length apart from the portion 
that acts as a handle. It is to these two mistakes in 
design that the principal dangers of dilatation of the 
cervix are due—namely, rupture of the cervix and 
perforation of the body of 
the uterus. 

The dilators Messrs. 
Thackray of Leeds have 
made for us avoid these 
faults. The dilating portion 
of each one is a much elon- 
gated cone regularly tapering 
from its base to its extremity. 
The diameter of the extremity 
of dilator No. 2 is that of 
the middle of the dilator 
No. 1. The diameter of the 
extremity of dilator No. 3 
is that of the middle of 
dilator No. 2, and so on. 

The result in use is a true 
wedge-like action. The first 
dilator having been passed 
and withdrawn, the second 
passes without resistance until 
it is half-way in, at which 
distance its halfway diameter 
exactly corresponds to the 
amount of dilatation that the 
base of the first dilator has 
effected. From then onwards 
until its complete insertion a 
true stretching force is exer- 
cised and as the proximal 
half of each succeeding dilator 
passes this stretching is repeated, the process being 
analogous to the insertion of a series of wedges. 

The dilating portion (2? in. long) is joined to a 
straight handle, and at the junction is a projecting 
rim which prevents the instrument being passed 
further than 2? in. into the uterus, so that perforation 
is impossible except in the case of a very undersized 
organ, which should be immediately apparent to the 
operator when as a preliminary he passes the sound. 
The dilators are made in solid rustless steel and the 
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dilating portion is curved in the normal curve of 
the uterus. . 

These dilators have been in use at Hammersmith 
Hospital for the best part of a year, and all agree 
that they are superior to the older instruments. 
They do not rupture the cervix, and it is impossible 
for them to slip inwards suddenly and perforate the 
uterine wall, not only because of the projecting rim 
but because the wedge shape is incompatible with 
the sudden giving way of resistance; in short, they 
make the operation both easier and safer. 


Victor Bonney, M.S. Lond., F.R.C.S. 
Visiting gynecologist, British Postgraduate 
e Medical School; and 


A. COCKCROFT BARKER, M.B. Edin. 


NEW COLOSTOMY APPLIANCES 


THE lot of the patient with a permanent colostomy 
opening is not a happy one, whatever his method 
of dealing with his disability. If the cause of the 
obstruction has been successfully removed, if he 
secures a thorough daily evacuation by irrigation or 
by aperients, and if he has acquired, as many do 
acquire, an efficient sphincter-like control of the 
opening, he is little worse off than ordinary mortals. 

In carrying out the morning evacuation, however, 
whether by irrigation or aperients, the following 
considerations make it almost impossible for the 
sensitive patient who does not possess special 
apparatus to stay over-night at a friend’s house or at 
an hotel. (1) The uninterrupted privacy of his own 
bedroom or of perhaps the only available w.c. must 
be secured for anything up to an hour. (2) During 
that time he is concerned solely with the business 
of the evacuation and cannot even move from his 
chair. (3) The fear of the spread of objectionable 
odour beyond the limits of his room. (4) The need 
of special accessories, such as a waterproof ground 
sheet and sanitary pail. 

These difficulties are almost non-existent for the 
user of the Salisbury Major and Salisbury Minor 
here described, for as soon as the irrigating fluid 
has been instilled and the appliance finally adjusted, 
the patient may walk about, shave, Wash and dress. 
At suitable intervals he may leave his room to empty 
the reservoir of the appliance and flush it through 
with water, or for any other purpose. These appli- 
ances have been developed from the one I described 
two years ago (Lancet, 1936, 2, 576). 

The Salisbury Major (fig. 1) consists of a celluloid 
dome approximately 4 in. wide by 2 in. deep, with 
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two studs at each side for attaching the belt. In 
front is a 2} in. aperture through which is introduced 
the irrigation catheter with its large diameter anti- 
reflux guard. Any leakage finds its way by gravity 
into the dependent rubber tube reservoir, the bottom 
end of which is closed securely by a strong letter- 
clip. When the instillation is completed the aperture 
is closed by means of a soft rubber bung. The 
celluloid cap as supplied on the original apparatus 
has been discarded owing to the impossibility of 
making an inexpensive cap in that material with a 
leak-proof fastening. The tubular rubber reservoir 
is of sufficient capacity to hold the whole evacuation. 
During the later stages of evacuation, when the full 
capacity of the reservoir is no longer called for, the 
spring clip closing its lower end is tied to the belt, 
thus halving the effective length of the tube and 
allowing it to be worn folded under the clothes. The 
apparatus is flushed out at convenient intervals by 
inserting the spout of a bedroom water-can into the 
1} in. aperture on the top of the dome. This aperture 
is provided with a cap. 

The Salisbury Minor (fig. 2) is a shallower and less 


bulky edition of the Major. As it has no opening | 
in front it has to be applied to the body after with- S 


drawal of the catheter. This can easily be done with 
a negligible leakage of practically clear water. This 
apparatus (unlike the Major) can be used without the 
detachable Sorbo abdominal cushion ring. Used in 
this way it is still less conspicuous under the clothes, 
an advantage for those obliged to wear a protective 
apparatus all day. It is also an advantage in hot 
countries where rubber perishes easily, or where 
replacements are not easily available. On test I 
found that the Minor when used without the sorbo 
ring was, at first, unsuitable for cases with a hernia- 
like protrusion of the colostomy area, as there was 
no room left in the dome for fæces. Such cases are 
by no means uncommon. This difficulty has since 
been overcome by the simple hernia control (fig. 2A). 
This is a wheel-like contrivance made throughout 
of 4 in. cylindrical celluloid rod and is fitted 
immediately within the dome where it presses against 
the abdominal wall. It is held firmly in place against 
two small celluloid blocks cemented inside the dome. 
It fulfils its purpose efficiently of controlling the 
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Fie, 1—Salisbury Major. 


Fia, 2—Salisbury Minor 
with hernia control (A). 


hernia during irrigation or at other times. Further, 
it is comfortable and does not damage the tissues. 
It can be fitted by the makers to almost any type of 
colostomy cup. 

The Salisbury Major is probably the better of these 
two appliances for irrigation purposes only, and 1s 
comfortable and reliable, if a trifle bulky, for all-day 
use. The Salisbury Minor is to be preferred chiefly 
for its inconspicuousness when worn under the clothes 
or for use abroad. Either apparatus can be employed 
for dealing with the evacuation produced by the use 
of an over-night pill or morning saline aperient, 
provided that the semi-solid parts of the evacuation 


are flushed away before they accumulate too much 
in the dome of the appliance. 

The Salisbury Biretta (fig. 3) consists of an india- 
rubber bag, capacity 14 pints, in appearance resembling 
a biretta. The part corresponding to the head- 
band of the Biretta is about 4 in. in diameter, and is 
held between two flat ebonite rings, firmly screwed 
together. The outer ring—i.e., the one nearer the 
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Fia.3—Salis- 
bury Biretta 
A with detach- 
able collar 
(a). Fic. 4—Salisbury Minimus. 


body when the appliance is in use—is of D section 
for comfort. A detachable sorbo ring is supplied 
for additional comfort and security against leakage. 
Inside the ring is an easily detachable short flanged 
collar of which the end projecting into the bag is 
specially shaped as shown in fig. 34. The function 
of this collar is to prevent the bag becoming sealed 
upon itself and to retain the feces in the periphery 
of the bag. Owing to the size and flexibility of the 
bag and the presence of the collar, the fæces must 
remain in the most dependent portion of the bag, 
whatever the position of the patient. A hernia 
control can be fitted if required. : 

The bag is easily and quickly cleaned, merely by 
removing the collar and turning the bag inside out 
under the tap. There are no crevices needing special 
care in cleaning. The appliance is held in position 
by a belt attached to the rings by four straps fitted 
with quickly detachable fasteners. l 

This appliance is intended (1) for those in the 
immediate postoperative stage, to save the expense 
and objectionable features of the usual bulky dress- 
ings ; (2) for those subject to nocturnal “ accidents ” ; 
(3) for patients who prefer to take a morning aperient 
or an overnight pill rather than to employ the 
irrigation method of emptying the colon; and (4) 
for occasional all-day use. __ 

The Salisbury Minimus (fig. 4) is an adaptation 
of the St. Mark’s plate. At its lowest part is a 1} in. 
opening leading into a very short flanged celluloid 
tube. Over the flange is stretched the circular 
opening cut in the middle of a 10 in. length of rubber 
tubing. Provision has been made for preventing 
the rubber tubing from sealing itself against the 
flange of the celluloid outlet pipe. The upper end 
of the rubber tubing is firmly closed by the upper 
belt strap which passes over it, and the lower end is 
closed by a specially flat spring letter-clip. A 
hernia control similar to fig. 24 can be fitted to 
increase the capacity of the very shallow dome, and 
this can be still further increased by using the detach- 
able sorbo ring. Emergency cleansing is effected 
by pouring water through the rubber tube after 
removing the clip and loosening the upper strap 
only. This appliance is intended as a safeguard 
of minimum bulk for wear, for example, under 
dress clothes, and when any discharged matter is 
likely to be of small quantity and perhaps of liquid 
consistency. 

All these appliances have been made for me by the 
Kenwood Surgical Company, of 189, Regent Street, 


London, W.1. 
Belmont, Surrey. Joun I. F. Kniaut, M.R.C.S. 
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ECONOMY IN HEALTH INSURANCE 


THE International Labour Office has added to 
its important series of Studies and Reports on Social 
Insurance a volume on economical administration 
of health insurance benefits. The first part,’ which 
is published separately, is the work of Dr. WALTER 
PRYLL, who has had many years’ experience of 
health insurance in Germany, and it deals with 
the various ways in which economy may be secured 
in the general administration and particularly in 
the work of the insurance doctors. The subject is 
obviously of basic importance. Insurance funds 
are mostly built up from the weekly contributions 
of wage-earners, many of whom can ill afford 
even these small payments; and all concerned 
with health insurance, whether as insured persons, 
administrators, or practitioners, are under obliga- 
tion to do their best to ensure that the moneys 
available are strictly conserved for their legitimate 
purpose—to fulfil the needs of the insured people. 
The desire to make the most of insurance contri- 
butions has, indeed, stimulated the modern develop- 
ment of health insurance. At first its main object 
was to compensate the disabled worker for his loss 
of earnings by giving him weekly cash payments 
during the period of disablement ; medical care, if 
provided at all, was regarded as a secondary con- 
sideration. Increasing experience showed, how- 
ever, that it was more economical to reduce the 
period of disablement by providing efficient treat- 
ment to restore the lost capacity for work. The 
insurance organisations found also that further 
economies could be effected by undertaking health 
education and other preventive measures; and 
this side of health insurance has since the war been 
greatly developed in central Europe, the object 
being, as PRYLL says, “ to change a steadily increas- 
ing proportion of the insured population into 
healthy risks, to restrict therapeutic measures to 
their natural minimum, to transfer the doctor 
from a healer of the sick into a family medical 
adviser, and to make the sickness insurance scheme 
a means of safeguarding the health and working 
power of the economically weaker sections of the 
population.” 

But these developments offer new occasions for 
economy. There is a tendency to make unnecessary 
use of radiography and other expensive aids to 
diagnosis, to call in a consultant where no question 
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of a second opinion should arise, and to order 
without sufficient justification courses of insti- 
tutional, balneological, or other expensive forms of 
treatment. The prevention of the unnecessarily 
expensive use of drugs is a serious problem. Dr. 
PRYLL mentions a case described by W. HEUBNER 
in which a patient suffering from pneumonia was 
given within 24 hours: “external painting with 
iodine ; cold compresses ; internally, three doses 
each of cardiazol, digipurat, and codein, together 
with inhalations of oxygen at intervals ; two sub- 
cutaneous injections of ephetonin, one dose of 
anastil; intramuscularly, camphor oil, trans- 
pulmine, and quinine-urethane up to a volume of 
12 c.cm. in all, together with two intravenous 
injections of 10 c.cm. of grape sugar solution with 
cardiazol and digipurat.”” Such extreme cases are 
doubtless rare, but minor lapses into polypharmacy, 
and the use of expensive drugs when equally 
efficient and less expensive substitutes are avail- 
able, are by no means uncommon. The repre- 
sentative bodies of the medical profession recognise 
the necessity of observing due economy in prescrib- 
ing. The International Medical Association, for 
example, has repeatedly declared that though 
insurance doctors should have entire freedom to 
prescribe all medicines that are needed for proper 
treatment, the medical organisations should under- 
take to suppress unnecessarily expensive prescribing. 


PRYLL thinks that excessive treatment is often 
given because the doctor is unable to make a 
diagnosis. “The most economical treatment,” he 
says, “is the right treatment, and it cannot begin 


‘until the diagnosis, prognosis and plan of treatment 


have been drawn up.” Another cause, in his 
view, is the lack of agreement on many thera- 
peutic questions. This he attributes to the back- 
ward state of research, which has advanced farther 
in the diagnostic than in the therapeutic field, and 
he lays stress on the importance of promoting 
research as a measure of economy. A third 
important measure is the development of the 
preventive side of health insurance, especially in 
the work of the insurance doctor in his capacity 
as family adviser : l 

“ The services of the insurance practitioner are not 
only medical but also educational and protective. 
In other words, the insurance practitioner must 
explain to the patient and those living with him the 
most economical methods of treatment and care, 
give them advice on matters of hygiene, and in 
emergencies call in the assistance of the existing 
welfare organisation to help them in various matters 
affecting their daily life, such as income, food, 
housing, employment, etc. The insurance practi- 
tioner cannot.escape these special features of his task. 
The insured persons look on him less as a learned 
doctor than as an adviser with special knowledge of 
medical and welfare matters, who will stand by them 
in all the difficulties connected with their illness, and 
who gives this assistance because he feels it is his 
vocation.” 


Finally PRYLL discusses the need for effecting 
economy by ensuring that cash benefits payable 
during periods of disablement are not paid to 
persons who are in fact capable of work. The 
technique of preventing such payments has, he 
thinks, improved with increasing experience of 
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insurance administration. The steady reduction 
in the number of insurance societies, which has 
=- taken place in nearly all countries, has been held 
to make for economical administration, but on the 
other hand it is contended that in a small society 
the members and the officers are so closely in 
touch with each other that they are able to effect 
economies that would be impracticable in a large 
society. It will be seen that the question of 
securing economy in health-insurance administration 
has many different aspects and they grow more 
rather than less important. 


GLANDULAR FEVER 


THE causation of glandular fever or infectious 
mononucleosis still remains in doubt. Clinical 
studies have made it almost certain for some time 
that the disease is due to an infective agent and 
that its various types have a common etiology. 
Bacteriologists, however, have been unable to 
incriminate any single organism. Several investi- 
gators claim to have identified a cultivable 
bacterium as the.cause, but each has described a 
different one so that these are unlikely to have 
been more than accidental contaminants. 

In 1931 Brand + suggested that the infective 
agent might be a protozo6n of the genus toxoplasma. 
During the epidemic of 1930 he succeeded in 
producing a febrile disease in rabbits and guinea- 
pigs by inoculating them with blood from three 
human cases of glandular fever, and from two of 
these cases he was able to obtain passage strains 
of the disease in rabbits. 
no features that could not be produced experi- 
mentally by inoculation with T. cuniculi, a toxo- 
plasm of rabbit origin, and toxoplasms were 
constantly found in the organs of his primary 
and passage animals. Nevertheless, numerous 
control inoculations made on the same stock of 
animals with the blood of normal and of febrile 
people were entirely negative. Rabbit blood from 
one of the passage strains when inoculated into 
monkeys produced a disease very similar to human 
glandular fever. In the blood and organs of these 
monkeys no toxoplasms could be found, yet when 
their blood was inoculated back into rabbits the 
toxoplasms reappeared and the rabbits died of 
toxoplasmosis. So far Bland’s observations have 
been neither confirmed nor contradicted. 

Wisinc? now describes the production in 
monkeys of a disease, similar to glandular fever 
and to Bland’s experimental monkey infection, 
by the intracerebral and subcutaneous inoculation 
of emulsions of lymph-glands from two human 
cases. This disease was carried on in monkeys, 
in one instance for five passages and in the other 
for two, by the injection of lymph-gland emulsion. 
Smears of tissue from the human and monkey 
glands did not reveal the presence of any micro- 
organism, but sections of the human glands, 
stained with Giemsa and with victoria-blue, showed 
granules resembling elementary bodies. Wising’s 
photograph of these is not very convincing, since 


1. Bland, J. O. W., Brit. J. exp. Path. 1931, 12, 311. 
2. Wising, P. J., Acta med. scand. 1939, 98, 328. 
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the granules lack that regularity of size and shape 
we should demand of any object that claims 
to be an elementary body, but photographs of 
elementary bodies often are unconvincing, and 
no doubt the actual preparations are more definite. 
The most interesting part of Wising’s work is 
his claim to have transferred the monkey infection 
back to man with the production of typical 
glandular fever. An assistant who pricked his — 
finger with the knife that had just been used to 

divide the extirpated lymph-gland in one of the 
passage monkeys fell ill on the very day that 
the next passage monkey, inoculated with this 
lymph-gland, began its attack of the experimental 
disease. On this day the assistant suddenly 
developed rigors, fever and general malaise, with 
tenderness and swelling at the site of the prick, 
lymphangitis of the arm, and enlargement of the 
regional axillary lymph-glands. He ran a tem- 
perature for six days with enlargement of lymph- 
glands in both axille and groins, and his blood 
showed a persistent mononucleosis, the presence 
of pathological lymphocytes and a transient 
positive Paul-Bunnel test to a titre of 1/256. 
Wising has thus established beyond reasonable 
question that the disease has an infective cause. 


ON CONSCRIPTION 


THE choice between a professional and a citizen 
army is never simple. The mere fact of amassing 
the whole military power of a nation under one 
command raises conflict and tension in unexpected 
places. When Montersquiev advised that “to 
render an executive sovereign incapable of tyranny 
the armies entrusted to him should consist of 
citizens, and should be of the same mind as their 
fellow-citizens ” the danger he had in mind was 
the suppression of minority opinion and political 
freedom within a homogeneous state. A profes- 
sional army can easily be a menace to the civilian 
way of living, and though the English have with 
rare and temporary exceptions refused to train 
their whole nation to arms they have avoided 
some of the risks of a professional army by making 
only an annual provision for its maintenance. 
The dislike of conscription in this country springs 
from two sources, a dislike of militarism as such— 
chiefly of having to obey blindly—and a doubt 
whether power concentrated in the hands of one 
person or a small group will be well used. On the 
Continent the attitude has always been different ; 
there the tradition is that the state needs the 
support of every citizen against a neighbouring 
foe, and whatever the state needs it must have 
ungrudgingly. Abroad there is a readiness to 
believe (not without reason) in the existence of a 
dangerous force beyond the frontier—more dan- 
gerous than any at home. The island-dwelling 
Englishman is never quite so sure of this, and is 
therefore more sensitive to inconsistency between 
home and foreign policy. If there is to be a con- 
centration of the nation’s military force under one 
command there must be no “ wasting ” of it on 
foreign wars, for in his view there can be no 
advantage in a continental war except to end it. 
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The foregoing considerations relate to the past. 
Today there are three other factors to be borne 
in mind, of which the first is the speed of military 
events. Hitherto there has been an interval 
between the state of peace and the death-lock of 
battle—an interval of psychological preparation. 
But now there is no likelihood of such an interval, 
and up to the very moment of danger we shall be 
still trying to believe there will be no war. The fact 
that bombs might be dropped at once on our 
homes is reconciling us to much that we dis- 
like, and conscription may be advocated as 
a means of stiffening the minds of Englishmen 
to meet the violent shock of war; it would give 
some of the advantages of the obsolete interval 
between the official commencement of hostilities 
and their actual occurrence. The second new 
factor, which is also a derivative of science, is 
mainly economic. In primitive societies the men 
go to fight, the women and boys tend the fields. 
But in an industrial state a factory cannot be run 
at a moment’s notice by the women and boys left 
behind, and if it is true that an army marches on 
its belly it is equally true that a nation fights 
with its lathes. From this it might be thought 
that the simplest way to attain the maximum 
effort for the prosecution of a war would be to 
conscript the lathe-workers; but this is not so 
simple as it sounds; for the very monotony of 
factory toil has given birth to a new set of loyalties 
and rules—loyalties to fellow workmen, and rules 
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imposed bit by bit upon employers. Trade- 
unionism creates a state within the state, a minority 
as strong as the national minorities that trouble 
our continental neighbours, and this inner state 
influences home policy and foreign relations. Its 
attitude towards the conscription of workers (and of 
wealth ) depends on the third factor in the situation— 
namely, the orientation of the aggressive impulse. 

The impulse towards aggression may find satis- 
faction directly in wars of conquest, and in domina- 
tion over “inferior” races, or it may be turned 
against the forces of nature: the former activity 
raises the standard of national glory, the latter 
raises the standard of living. As workers come to 
recognise the social constructiveness of their toil, 
they gain a new basis for criticism of their own 
government, and they begin to demand that not 
only home but also foreign policy should be adapted 
to further their social projects. The ultimate 
“ideological conflict” in the world today is 
whether the man-power of the country shall be 
turned primarily to social productiveness or to 
deeds of national self-glorification. Those who care 
most about the betterment of society are not 
easily persuaded to turn their effort into military 
channels, and the control of the man-power of the 
country will not in England be put into any govern- 
ment’s keeping simply because it is the government 
in power. The question, it seems, is not “if and 
when to conscribe men” but on what programme 
the full force of the nation can be united. 


ANNOTATIONS 


THE TUBERCULOUS PATIENT 


THE Tuberculosis Association is essentially a clinical 
and practical body and many of the debates at its 
meetings centre round the treatment of the local 
lesion and the ingenious methods that have been 
devised for the closure of the tuberculous cavity. At 
the meeting of the association, held last week at 
Cambridge, there was a refreshing departure from 
these much discussed topics; and the tuberculous 
patient himself would surely be relieved to learn that 
attention was diverted for a brief space from his 
lungs to his livelihood, which often causes him so much 
anxiety as to affect his progress. Dr. F. R. G. Heaf, 
who made it clear that his personal opinions must not 
be taken as those of his county council, asked if the 
tuberculous patient was getting a square deal and 
whether we were not trying to make the patient fit 
the scheme rather than the scheme fit the patient ? 
Without deprecating collapse therapy he did depre- 
cate the tendency to regard the treatment of phthisis 
as beginning and ending with the closure of cavities ; 
relapse after an expensive course of treatment was 
often due to neglect of the economic position of the 
patient. To label a person a consumptive was apt 
to lead to his financial ruin through loss of employ- 
ment. Industry could not be expected to absorb a 
substandard person, and moreover it was not in the 
patient’s best interests to enter into active com- 
petition with the fit and healthy. That is not to say 
that the tuberculous person after a course of treat- 
ment is not employable. Dr. Heaf showed a series of 
radiograms selected at random from patients in 
village settlements. These films, many of which 
revealed extensive disease, were all of men who had 
worked for from 3 to 10 years and earned from £300 


to £1500. Not only were they costing the state 
nothing but they were actually earning a sum 
equivalent or more than equivalent to their own 
maintenance. Dr. Heaf added that a number of the 
administrative difficulties of a tuberculosis scheme, 
such as persuading a patient to accept treatment, 
preventing the spread of infection by careless sputum- 
positive cases, and the caring for the chronic relapsing 
case would largely disappear if an adequate 
rehabilitation system was established, for then the 
distant future could safely be discussed with the 
patient and his relatives before active treatment was 
started. The best approach, in Dr. Heaf’s view, lay 
in the formation of a national: board composed of 
tuberculosis specialists, industrial magnates and 
official representatives from the Ministries of Health 
and Labour. The functions of this board would be 
to found industrial settlements throughout the 
country and to encourage productive labour therein ; 
to act as a labour bureau for the tuberculous and 
invite firms to employ such persons on a sliding 
scale of subsidies; and finally to set up standards 
whereby patients could be graded as to their fitness 
for employment. It was suggested in the discussion 
that followed Dr. Heaf’s paper that the trade-unions 
should certainly be represented on such a board; and 
it is relevant that the unions have already recognised 
that the tuberculous patient is employable by allowing 
him to work at Papworth at trade-union rates. 


All this deserves thought. Is it as essential as 
some believe to go all out for the closure of cavities 
and are the results of attempts to effect such closure 
so successful that it should be the prime consideration 
of treatment? Those who saw and pondered over 
Dr. Heaf’s radiograms may be inclined to reserve 
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judgment. In any case we ought to give more atten- 
tion to improving the prospects of the consumptive. 
Last century he feared the disease because it meant 
death ; now he dreads the unemployment and loss 
of self-respect that follow in its wake. Dr. Heaf 
quoted Sir Clifford Allbutt’s observation that the 
first thing a physician had to give his patient was 
hope. It is impossible to give a patient hope until 
you have banished fear, 


CARDIAC INSUFFICIENCY AND ACUTE 
NEPHRITIS 


THE observed frequency of cardiac insufficiency 
in acute nephritis varies with the criteria used for its 
recognition and the care with which it is sought. 
In different reported series its incidence has varied 
from 17 to 50 per cent. ; but in 138 cases of acute 
nephritis seen at the Johns Hopkins medical clinic 1 
evidence of cardiac insufficiency was found in 98 
(71 per cent.).. The nephritis in all the cases followed 
a streptococcal infection and it was mostly observed 
from the early stages. Symptoms of heart-failure 
appeared with the onset of the nephritis or a few days 
later. The main symptom was usually increasing 
breathlessness, which sometimes progressed to ortho- 
pnea. Serial radiograms demonstrated enlargement 
of the heart, which regressed as the cardiac condition 
improved, and there were alterations in the heart 
sounds and rhythm. Systemic venous pressure was 
increased, and in some cases the liver was enlarged. 
In the presence of renal cedema it was difficult to 
state dogmatically that any increase in the œdema 
could be ascribed to the circulatory insufficiency, but 
it was significant that the onset of cerebral or pul- 
monary cedema coincided in some cases with the 
appearance of other signs of cardiac insufficiency. 
The Baltimore group divided their cases of nephritis 
into mild, moderately severe, and severe, according 
to their clinical features. Heart-failure was uncommon 
in the mild attacks, frequent in the moderately 
severe, and present in most of the severe cases. The 
authors point out the importance of recognising the 
condition, which, serious in itself, becomes doubly 
serious when the circulatory insufficiency further 
impairs the function of the damaged kidneys. Though 
the assessment of the value of treatment presents 
difficulties, digitalis in full doses seemed to benefit 
some of the patients with severe circulatory failure. 


BLOOD-TRANSFUSION IN INFANTS 


THERE are a number of conditions affecting the 
newborn, such as icterus gravis neonatorum, severe 
anemia and the hemorrhagic diseases, in which the 
transfusion of blood may be desirable or even life- 
saving, but the difficulties of intravenous administra- 
tion in small babies are always great and sometimes 
seem insurmountable. For a satisfactory transfusion 
on an infant it is necessary to have three things. 
First, a vein which is constant in position and of 
reasonable size must be found; Ormiston ? recom- 
mends the superficial temporal vein or its tributaries ; 
Collins? in Australia, however, uses the beginning 
of the great saphenous vein, where it passes upwards 
and backwards over the anterior surface of the 
medial malleolus of the tibia. Secondly, a method 
must be devised whereby the vein, however small, 
can be entered by the cannula with absolute cer- 
tainty. In the apparatus described by Collins 
this is attained by using a gauge 18 hypo- 
1. Whitehill, M. R.. Longcope, W. T., and Williams, R., Bull. 
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dermic needle, with the point cut off and the end 
left circular and bevelled towards the lumen. Into 
this needle, or cannula as it has now become, is 
inserted a stilette with a rounded tip. Even the 
most minute vein can be entered by the stilette, 
and when that has been introduced it is a simple 
matter to insert the larger body of the needle. The 
third requisite for successful transfusion on the new- 
born is some means of exerting positive pressure 
so as to propel the fluid along the vein; this is 
provided in Collins’s apparatus by a Record syringe and 
a three-way tap. 

Both recipient and donor must be grouped and their 
compatibility tested directly, for a reaction is more 
serious in a baby than in an adult. The blood is best 
collected -by a closed method. The vein is found by 
a small transverse incision carried down to the 
periosteum by blunt dissection, and the cannula is 
then introduced and tied in. The amount of blood 
suggested by Collins is 66 c.cm. per kg. of body- 
weight—rather more than most paediatricians advise. 
The speed of introduction must be very slow, not 
greater than 3 or 4 c.cm. per min. In larger infants, 
who need more blood, the continuous-drip method is 
more satisfactory; this requires a slightly bigger 
needle and stilette. i ' 

Ormiston’s method does not involve cutting down 
on a vein—an advantage where repeated trans- 
fusions are required—but needs a good deal of 
practice by the operator. Collins claims that with 
his apparatus blood or fluid can be given intra- 
venously to any small or newborn baby, and that 
there is now no reason for withholding transfusion 
on the grounds of technical difficulty. 


FACTOR ANALYSIS IN PSYCHOLOGY AND 
MEDICINE 


A REMARKABLY lucid and comprehensive survey 
of the aims and methods of factor analysis in 
psychology has been made by Prof. Godfrey Thomson.! 
He deals in turn with the analysis of mental tests, 
the assessment of factors for individual examinees, 
the errors and fluctuations produced by inadequate 
sampling or incomplete selection, and finally with the 
meaning of the factors themselves. In opposition 
to Spearman’s hypothesis of a general mental energy 
entering into every intellectual performance, but 
differing in amount from one individual to another, 
Prof. Thomson develops his theory that an intelligence 
test really samples the neurones in the examinee’s 
brain. In crude terms, this implies that the relative 
inefficiency of the mentally defective is due not to 
lack of mental energy but to lack of cortical neurones 
—to the fact that they have only about 7000 million 
neurones instead of 12,000 million : energy is taken to 
be the product rather of the emotional and instinctive 
mechanisms. Burts view that the mental and 
emotional types revealed by correlating persons are 
the same as those revealed by correlating traits is 
fully discussed ; though current methods of diagnosis 
tacitly imply its acceptance, it is held to raise several 
unsolved difficulties. 

In the main, however, the book is concerned with 
methods rather than with results—methods which 
could perhaps be applied quite as fruitfully to the 
wider problems of physiology and medicine as to 
those of the human mind or brain. The causes of 
physical disorder, like those of mental disorder, are 
nearly always multiple. The object of factor analysis 


1. The Factorial Anal ha of Human Ability. By Godfrey 
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is not merely to discover the probable directions in 
which the chief causal factors are to be sought, but 
also to assess the relative weight of each one. It is 
this latter issue which is so often neglected both in 
medical and in psychological research, In investigating 
mental deficiency, for example, one school will main- 
tain that deficiency is essentially an inherited charac- 
teristic ; another will maintain that environment is 
just as important. The factorist (as he calls himself) 
assumes that in all probability both causes play an 
appreciable part, and his aim is to discover what is 
the relative influence of the two. In almost every 
department of medicine there are unsettled contro- 
versies of this type which could largely be decided 
by applying statistical methods such as those 
Prof, Thomson has so clearly described. 


HAEMORRHAGE AFTER PROSTATECTOMY 


THE problem of post-prostatectomy hzmorrhage 
remains unsolved, despite the advances made by 
Thomson-Walker and Harris. ‘Sir Henry Newland } 
suggests how the danger of hemorrhage may 
eventually be overcome. In thyroidectomy bleeding 
is controlled, before the gland is removed, by ligature 
of its main vascular supply. Could not a similar 
procedure be adopted before enucleation of the 
prostate ? This gland receives its main blood-supply 
from the inferior vesical artery, but smaller branches 
are derived from the middle hemorrhoidal and 
internal pudic arteries. Unfortunately, there is no 
single prostatic artery, and the various afferent 
vessels form two groups, the urethral and the 
capsular. The urethral group enters the prostate at 
the prostatic vesical junction, and it is at this point 
that it might be possible to secure it and thus control 
the main supply to the prostate before enucleation. 
Newland merely puts forward this suggestion without 
saying that he has tested it. It will therefore be for 
others to consider whether his plan is feasible, or 
whether the differences between thyroidectomy and 
prostatectomy are so fundamental that it is impossible 
to apply to them the same methods of hemostasis, 


PERIARTERITIS NODOSA 


IN 1866 Kussmaul and Maier described a peculiar 
disease of arteries accompanied by renal lesions and 
a rapidly progressive muscular paralysis. More than 
200 cases of this periarteritis nodosa have since been 
reported, and its outstanding feature seems to be its 
variability. Essentially the condition consists of a 
focal necrotising inflammation of the smaller arteries 
and arterioles, leading to aneurysms, hemorrhages, 
and infarctions in various parts of the body, including 
skin, subcutaneous tissue, and muscles as well as the 
internal organs. According to Arkin ? the organs are 
affected in the following percentage of frequency : 
kidney 80, heart 70, liver 65, gastro-intestinal tract 50, 
mesenteric artery 30, muscles 30, pancreas 25, 
nerves 20, and central nervous system 8. Since the 
clinical features depend on the parts affected, these 
features are naturally variable. One of the chief diffi- 
culties in diagnosis is the fact that the condition often 
simulates other diseases. For example, Weir ? described 
a case in which the gross autopsy findings simulated 
tuberculosis of lungs and spleen. He applies the 
term polyarteritis nodosa in preference to periarteritis, 

The disease tends to be acute and febrile and is 
generally fatal within a month or two, but there are 
exceptions. Kourilsky and his co-workers‘ have 
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lately described a case which was of long duration 
and almost entirely apyretic. The patient was a man 
of 39 who had two attacks, with an interval of six 
years, characterised. by painful nodular skin eruptions 
in the right leg. The first, which lasted seventeen 
months, was accompanied by painful decalcification 
of the metatarsal bones and was mistaken for tuber.. 
culosis ; in the second, which lasted two years, the 
chief symptoms were nervous, suggesting disseminated 
sclerosis, and sexual impotence. Neither attack was 
accompanied by any notable pyrexia or by signs of 
visceral lesions. A feature of both was the rapidity 
with which they subsided, the first with rest and 
the second with non-specific protein therapy. Intra- 
muscular injections of 3-5 c.cm. of sterile milk at 
intervals of four days caused immediate improve- 
ment, and after the seventh injection the symptoms, 
apart from the sexual disturbance, had practically all 
cleared up. At the time the report was written the 
patient had remained well and without sign of recur- 
rence for a year. It may be recalled that Metz 5 pro- 
duced in white rats a condition resembling periarteritis 
nodosa by non-specific protein hypersensitisation. 


A FESTSCHRIFT FOR HARVEY CUSHING 


THE March number of the Acta Chirurgica Scandi- 
navica is dedicated as a festschrift to Harvey Cushing 
and comprises 25 papers, all but 2 of which are in 
English. As is natural, the contributions, which 
are all from Scandinavian colleagues and friends, are 
mainly of neurosurgical interest though there are 
some with endocrinological bearings. Amongst the 
latter is an interesting report by J. P. Strémbeck 
and T. P. Hedberg of an example of phzochromo- 
cytoma of the left suprarenal body associated 


clinically with paroxysmal hypertension. The patient, 


a woman aged 39, had suffered from these attacks 
for over a year; they lasted from half an hour to 
an hour and were accompanied by an increase in the 
blood-sugar, enlargement of the thyroid gland, and 
an excess of adrenaline in the blood. Even between 
attacks her blood contained about 30 times the 
normal amount of adrenaline, but during an attack 
it contained at least 1000 times the normal amount, 
Deep palpation of the tumour provoked attacks. The 
difficulties of surgical intervention in these tumours 
lie in the problem of anatomical approach, the 
liability to hypertensive crises during removal of the 
tumour and the risk of postoperative collapse from 
adrenal insufficiency. In this case the transperitoneal 
route was adopted; it is preferred to the lumbar 
approach. During ligation of the main vessels to the 
tumour the systolic blood-pressure rose to 290 mm. ` 
but the subsequent course was more tranquil. It is 
suggested that such crises may be avoided by incising ‘ 
the capsule and scooping out part of the contents of 
the tumour before ligation of the vessels. 

Operations for the relief of internal hydrocephalus 
are legion and the introduction of a new one is said to 
mark a phase in every surgeon’s life. This howeveris not 
to disparage a fresh attempt by A. Torkildsen to cope 
with cases where the sylvian aqueduct is obstructed. 
His solution is a by-pass for the cerebrospinal fluid 
provided by a rubber catheter leading from the 
occipital horn of the lateral ventricle to the cisterna 
magna. Each end of the catheter passes through a 
hole in the skull, the main part being accommodated 
in a groove chiselled in the occipital bone. The 
device has the charm of simplicity and we are told 
that 4 cases have been relieved by it, one for a period 
of eighteen months up to the time of writing. Should 


5. Metz, W., Beur. path. Anat. 1931, 88, 17. 
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this operation gain currency it may be supposed that 
some material more durable than rubber will be 
sought, though Torkildsen appears to be satisfied 
with this material. 

G. Ekström and A. G. Lindgren summarise their 
histological findings, more fully recorded elsewhere,’ 
in 35 brains from patients subjected to arteriography 
in Prof. Olivecrona’s clinic. In this, the largest 
collection so far reported, intravascular retention of 
Thorotrast was found in 21 cases. This retention was 
associated in 6 cases with ring-hemorrhages and foci 
of encephalomalacia which were sometimes remote 
from the tumour as well as near it. In at least 
1 case the arteriography seemed to have been the 
immediate cause of death. The investigators note 
that there is at present no harmless method for the 
exact localisation of intracranial lesions and they 
regard arteriography as both unavoidable and 
invaluable in dealing with intracranial aneurysms ; it 
is also helpful in the recognition of malignant gliomas 
for which decompression is useless. The neurological 
surgeon is in an unfortunate dilemma in the face of 
the accumulated evidence that the only method 
which will give him the information he may need 
can cause grave and irreparable damage to normal 
tissue. Pending the discovery of a radio-opaque 
substance that can be injected without injury to the 
patient he cannot always escape a decision which is 
likely to lead to disaster either way. 


DIVINYL ETHER FOR THE YOUNG 


DIVINYL ether has now been in use for some years 
and its efficiency as an anesthetic, as well as the care 
necessary on account of its potency, is well recognised. 
Since its merits and limitations were set forth in our 
columns soon after its introduction ? many have testi- 
fied to its value as an adjuvant to gas and oxygen 
during major operations on adults. But there is 
another purpose for which it is especially well adapted 
and not much used. For short operations on young 
children it is probably the best drug available, being 
non-irritating and very rapid in its effect. To give 
nitrous oxide to very young children may be incon- 
venient; ethyl chloride, which is as efficient as 
divinyl ether, is not quite so safe; and ethyl ether 
has a slower rate of induction and the disadvantage, 
for outpatients, of a much longer period of post- 
anzsthetic unconsciousness. Dr. Gross of Boston, 
Mass., reports a series of 100 cases in which he has 
employed divinyl ether for such procedures as incision 
and drainage of an abscess, aural paracentesis, 
dilatation or retraction of a tight foreskin, removal 
of deeply embedded splinters, dilatation of urethral 
strictures, external meatotomy, and suture of small 
In operations lasting 5 or 10 minutes 
on infants or young children, he says, there is no 
necessity for premedication. He prefers the open 
methods; free air dilution must be ensured and the 
mask should be covered with some half-dozen layers 
of gauze and not surrounded by a towel or cotton- 
wool. The rate at which the ether is dropped on the 
mask is one or two drops a second. Generally in 


Gross’s cases induction took about half a minute © 


and after operation consciousness returned in about 
three minutes. Only 5 of the children had post- 
anesthetic vomiting. In a few cases divinyl ether 
was used as an induction agent in longer operations 
to ensure rapid onset of narcosis in excitable children. 
After less than a minute, when muscular relaxation 
was obtained, it was replaced by ethyl ether, not 


1. Zbl. Neurochir. 1938, 4, 227. 
2. Shipway, F. E., Lancet, 1935, 1, 82. 
3. Gross, R. E., New Engl. J. Med. Feb. 23, 1939, p. 334. 
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because it is unsafe to give it over a longer period 
but because of the difficulty of maintaining an even 
depth of anesthesia with a drug that acts so quickly. 


THE SURGERY OF URETEROCELE 


In an excellent survey of the modern surgical 
treatment of ureterocele! Dr. Gutierrez points out. 
that all the varieties that have been described are in 
reality the expression of a single pathological entity, 
the differences being due only to the stage of the 
condition, The usual cause is supposed to be a 
stenosis of the opening of the ureter into the bladder,- 
but, as the author observes, this alone would not 
produce a ureterocele but only a hydro-ureter and a. 
hydronephrosis. The ureter will not prolapse into 
the bladder unless there is a weakening of its muscle- 
fibres and connective tissue. These predisposing 
causes of the development of a ureterocele are believed 
to be congenital as a rule; this would explain the- 
relative frequency of the condition in the very young, 
its association with other anomalies of the urinary 
tract, and its tendency to be bilateral. The diagnosis: 
is established by cystoscopy and.intravenous pyelo- 
graphy, and the treatment is determined by the stage- 
to which the ureterocele has advanced. When dis- 
covered early it can be adequately dealt with cysto- 
scopically, either by fulguration with a pointed. 
electrode or by meatotomy by means of cystoscopic- 
scissors. More radical operative procedures fall into. 
two main groups according to the pathological lesion 
present: (1) cystostomy with excision followed by 
suturing of ureteric mucosa to bladder mucosa, and’ 
(2) combined uretero-nephrectomy. This serious opera- 
tion will only be required when diagnosis has been: 
delayed until the kidney on that side has been hope- 
lessly destroyed. It must be the aim of urologists to- 
recognise the condition before such a catastrophe has 
arisen, Dr. Gutierrez gives records of a series of 
18 cases that he has himself observed and treated. 


ALBERT FRAENKEL 


Prof. Fraenkel, who died in Heidelberg just before. 
Christmas, was an outstanding clinician who admired. 
English medicine and had many friends among his 
colleagues in this country. He was born in Mussbach. 
in the Rheinpfalz in 1864, and was at an early age 
determined upon a medical career. He trained in 
Munich and Strasbourg under von Recklinghausen 
and Kussmaul and his first qualified post found 
him at the Frauenklinik in Munich intent on 
becoming a surgeon. Here he contracted tuberculosis. 
and was compelled for a time to retire from medicine ;__ 
but this trying experience was to stand him in good 
stead, for it gained him the great depth of insight into 
the personality of the patient which made him a. 
great physician. In Berlin he witnessed as assistant. 
to Cornet the first experiments with Koch’s tuberculin. 
with the hopes they produced and the disillusion 
that followed. Shortly afterwards he settled down 
in Badenweiler, a then little-known spa in the south. 
of the Black Forest, which later rose to popularity 
from the success of the two hospitals he founded 
there. During the winters his interest in rational 
therapeutics led him to the pharmacological institute. 
in Heidelberg where, under Gottlieb and von Schréder, 
he had fine opportunity of building his future clinical 
practice work upon a sound pharmacological basis, 
as did Lauder Brunton in this country before him. 
Thus the ground was well prepared for the work 
that is associated with his name—the intravenous. 


1. Gutierrez, R., Surg. Gynec. Obstet. March, 1939, p. 611. 
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use of strophanthin in cardiac failure. The progress 
achieved by Fraenkel’s method was due mainly to 
accuracy of dosage, which was itself dependent 
upon the route of administration and the choice 
of a chemically constant water-soluble substance. 
These criteria were satisfied by the intravenous 
injection of k-strophanthin (Kombetin), so that both 
the quantity of glucoside and its duration of activity 
were more accurately registered than was possible 
with an orally administered preparation. He regulated 
each dose according to the degree of response to the 
last, so as to achieve an optimal therapeutic effect, 
and from the rapid destruction of strophanthin 
avoided any unpleasant symptoms of cumulation. 
Moreover the relation between dose and effect could 
be used as an index of the degree of heart-failure, 
and in formation of a prognosis. Among the earlier 
writings of Fraenkel there is also evidence that, 
before Hatcher, he demonstrated the meaning of 
cumulation in relation to digitalis bodies in animal 
experiments. On the Continent Fraenkel was recog- 
nised not only as an outstanding cardiologist but also 
as an authority on pulmonary tuberculosis, and his 
work with Graff on the clinical classification of pul- 
monary tuberculosis has been widely accepted. He 
acquired further merit by his foundation of small hospi- 
tals, first in Badenweiler and later in Heidelberg, where 
he instituted the most modern methods of investiga- 
tion and treatment whilst paying special attention 
to the psychological relation between doctor and 
patient, so important a factor in the treatment of 
tuberculosis. Albert Fraenkel was elected professor 
extraordinary in the University of Heidelberg in 
1928 and held this post until he was forced to resign 


in 1933. His deep personal insight and his remarkable: 


kindness and understanding made him loved and 
respected. | 


PROPHYLAXIS OF WHOOPING-COUGH 


DURING the last eight years some of the reasons for 
the previous failures of vaccines in the prophylaxis 
of whooping-cough have become apparent, and 
recent studies seem to indicate that by their use 
resistance to infection can definitely be increased. 
In 1932 A. R. Rich postulated a virus as the cause 
of the disease, but subsequent workers have failed to 
establish its existence, and have shown beyond all 
question that Haemophilus pertussis is the infecting 
organism, It is generally agreed that if a vaccine 
prepared from H. pertussis is to have any prospect 
of success freshly isolated smooth (phase I) strains 
must be used; that a total of at least 80 million 
organisms must be injected; and, even so, that full 
protection cannot be expected to develop until 
two or three months have elapsed. In the course of 
a critical review Maxcy } observes that no satisfactory 
laboratory method of estimating the immunising 
value of pertussis vaccine has so far been devised, 
and that the demonstration of complete complement 
fixation in inoculated children is not proof of active 
resistance to the disease any more than the absence 
of complement fixation is necessarily an indication 
of susceptibility. In short, the value of pertussis 
vaccines can only be determined by human trial 
under such conditions as permit of unbiased judg- 
ment. The ideal would be the observation of a large 
group of injected children together with an equivalent 
group of non-injected controls, There should be 
the same facilities for detecting and diagnosing 
definite clinical attacks in the two groups and the 
periods of risk should be equal and should be long 


1. Maxcy, K. F., Amer. J. med. Sci. March, 1939, p. 427. 
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enough to afford opportunity for a significant and 
equally distributed number of natural exposures. 
Although these conditions are never completely 
realisable, several valuable studies have been made. 
Among these Maxcy quotes that of P. Kendrick and 
G. Eldering as affording convincing evidence that the 
injection of approved vaccine does provide a consider- 
able degree of immunity for about a year. These 
workers gradually accumulated an inoculated and 
control group of children aged from eight months to 
six years. Their final analysis was based on 1815 
children, representing 2268 person-years of experience, 
in the injected group, and 2397 children, representing 
2307 person-years’ experience, in the control group. 
Both groups were similar in respect of susceptibility 
and exposure. The attack-rate, expressed on the 
basis of 100 persons at risk for a year, was 2-3 in the 
injected and 15-1 in the control group. On the other 
hand Maxcy quotes a study of 483 injected children 
and 496 controls made by J. A. Doul, GQ. S. 
Shibley and J. E. McClelland in which there were 
61 attacks among the inoculated and 71 among the 
controls, an insignificant difference, though the 
attacks in the first group seemed somewhat milder. 
The method of injection and total dosage employed 
were approximately the same in these studies, and 
Maxcy ascribes the variability in results partly to 
differences in the preparation of the antigenic 
suspension. Since the effective antigenic substance 
peculiar to phase I has not yet been identified, the 
conditions that will ensure the maximum yield are 
unknown. Until more information is forthcoming, 
vaccines must be made and used strictly according 
to the approved principles if they are to be relied on 


_ to confer an adequate degree of resistance. 


Dr. RoBeRT HuvtTcuison has been re-elected 
president of the Royal College of Physicians, 


The death is announced on April 1 of Major-General 
D. J. Coxrtins, C.B., M.D. After a distinguished 
career in the Army during which he served in India, 
South Africa, France, and the Near East, Collins 
was appointed on his retirement in 1926 director of 
the county of London branch of the British Red Cross 
Society. In 1935 he was appointed a colonel com- 
mandant of the Royal Army Medical Corps. 


“. .. In spite of the failures of so many families, 
no device has yet been found for the raising of more 
efficient children apart from family control and guidance. 
It is probable that each family has an optimum level for 
the rearing of offspring, some functioning best with one, 
some with two and some with several, and some families 
performing their greatest uses to society without offspring. 
It is not a question of economic but of psychological and 
affectional adequacy. If government simply removes the 
environmental limitations to the proper functioning of a 
family, well and good, but when it goes beyond that it 
may overburden efficient parents and bribe inefficient 
parents to bring children into the world for which they 
can not care. `The natural result of this state of affairs 
will be adoption of child-rearing by the state itself more 
and more, a custom also resorted to to protect the rising 
generation from ‘political heresy.’ In assuming this 
attitude the state pretends that it has the higher good of 
its people at heart, but, in destroying the optimum family 
balance and breaking into the normal family life, it goes 
far toward destroying family happiness, and for this 
in the case of the ordinary citizen there can be no 
substitute, however successful the state as a whole 
may appear to be.”—J. R. Swanton, Science, March 24, 
1939, p. 253. 


836 THE LANCET] 


[APRIL 8, 1939 


SPECIAL ARTICLES 


THE MEDICAL EMERGENCY IN CHINA 
By Harotp Barme, M.D., F.R.C.S. 


FORMERLY DEAN OF THE SOHOOL OF MEDICINE AND PROFESSOR 
OF SURGERY, CHEELOO UNIVERSITY, NORTH CHINA 


THE terrible war which has been raging in China 
ever since the summer of 1937, and which has inflicted 
such widespread suffering upon the Chinese civilian 
population, has evoked keen sympathy in this country, 
and the question is constantly being asked as to what 


-is the actual medical situation out there, and how far 


are the national medical services of China in a position 
to cope with such an emergency. A further question, 
which naturally follows, is as to the extent to which 
Chinese medical education has been interrupted and 
dislocated by the Japanese military occupation of 
so many important educational centres. 

It is impossible to answer those questions intelli- 
gently, or to convey any adequate conception of the 
present medical situation in China, without first taking 
a brief glance at the development of medical science 
in China, from the early days of the ancient system of 
Chinese medicine (upon which, we must never forget, 
the vast majority of the Chinese people still have 
to rely) to the great changes which modern science 
has introduced within recent years. It is only against 
that background that the tragic happenings of the 
past year can be seen in their proper perspective. 


FOUNDATIONS OF CHINESE MEDICINE 


The system of Chinese medicine which is still 
practised over so wide an area in China has its roots 
in the ancient past, and long before the Christian 
era medical books were being published in China and 
an attempt was being made to organise a medical 
profession. It was somewhere about 2000 B.C. 
that the Net Ching, or Canon of Medicine—still the 
sacred textbook of every native Chinese doctor— 
was first issued, whilst the famous Rituals of the 
Chow Dynasty (1122 B.c.) divided all practitioners 
into physicians, surgeons, dietitians and veterinary 
surgeons, and laid down the interesting rule that 
candidates for a licence to practise were to be classified 
according to their percentage of cures over a stated 
period! (Another rule forbade any physician to 
prescribe for the Emperor until he had first persuaded 
the Prime Minister to taste the draught !) 

About the beginning of the Christian era Chinese 
medicine became more systematised. Fresh books 
were published ; acupuncture was freely practised ; 
the doctrine of the pulse was meticulously studied ; 
Hwa To had his brilliant career as the greatest 
surgeon of his day; and in A.D. 1076 the Imperial 
Medical College was founded. A definite curriculum 
was drawn up for this college, students being. taught 
(and subsequently examined) both theoretically and 
clinically, the examination being divided into six 
parts : physiology and anatomy, medicine and surgery, 
differential diagnosis, therapeutics and prescription 
writing, clinical medicine and surgery, and the 
influence of the air and stars. The candidates were 
classified in four grades, the first grade being 
appointed teachers, writers of medical books and 
consultants, the second grade general practitioners, 
the third grade referred for future re-examination, 
and the fourth grade ordered to change their profession! 

The next few centuries saw various developments 
in Chinese medicine, mainly in the direction of the 


publication of textbooks on medical and surgical 
subjects, hygiene, obstetrics and the diseases of 
children, culminating in the issue of the famous 
52-volume Materia Medica (the Pen T’sao Kang 
Muh, or Great Herbal) in A.D. 1578. This vast 
treatise, which included every imaginable remedy (?) 
from tiger’s teeth to the excreta of bats, contained 
valuable and accurate details of the therapeutic 
action of a great number of well-known drugs, includ- 
ing many which have but recently received Western 
recognition, such as chaulmoogra oil, kaolin and 
ephedrine. 

With so propitious a start, Chinese medicine bade 
fair to take a leading place in medical science, but 
after the sixteenth century a sad decline set in, 
caused, for the most part, by the failure of the state 
to exercise control. The medical colleges fell into 
disuse; the regulations governing the right to 
practise were abandoned ; the various safeguards 
which had hitherto protected the profession from 
mere commercialism and quackery were, one by one, 
discarded ; and the medical practitioners themselves, 
with no stimulus to increase their knowledge and 
no bond to hold them together, lost all their pro- 
fessional loyalties, and became a mere collection of 
individualistic and competing herbalists. There were 
still a few men of genius who shone out above their 
fellows—notably Lew Lan, whose Golden Mirror 
of Medical Practice, published in 1749, is one of the. 
most important books on Chinese medicine ever issued, 
and whose remarks on the importance of the absence 
of noise in the treatment of the sick would surely 
have gladdened the heart of Lord Horder or Sir 
James Purves-Stewart. But such appearances were 
rare and fitful, and the whole system of Chinese 
medicine gradually fell into disrepute. 

Furthermore—and this is a point of great import- 
ance in any attempt to appreciate the present situa- 
tion in China—certain vital aspects of knowledge, 
which have entirely revolutionised the thought and 
practice of the West, failed to reach China altogether 
until very recent times, particularly the natural 
and applied sciences, with the result that Chinese 
medicine, with all its scholarly basis, was bereft of 
the essential contribution which chemistry and 
physics, biology and practical anatomy, pathology 
and bacteriology, might otherwise have offered. 
What that failure has meant, in face of such a situation 
as the Sino-Japanese war has created, can be expressed 
in one terrible sentence. Throughout the greater 
part of China today,, wherever the old-time Chinese 
doctor holds sway, there is no modern surgery of any 
kind, no efficient first-aid work, no knowledge of 
asepsis or of antisepsis, no radiology and no nursing. 


INTRODUCTION OF WESTERN MEDICINE 


It is to the religious organisations of Great Britain 
and the United States that the credit of introducing 
western medicine to China really belongs. From 
the early days of Peter Parker, who landed in Canton 
from the States in 1834, and of Lockhart and Hobson, 
who followed from this country a few years later, 
a very large force of medical missionaries—many of 
them men and women of exceptional ability—have 
devoted their lives to the service of that country. 
It was they who opened the first hospitals for the 
reception of Chinese patients, who performed the 
first major surgical operations and autopsies, who 
established the first modern medical and nursing 
schools, who founded the first asylums for the blind 
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and the mentally afflicted, who created the first 
scientific medical terminology, who translated the 
first modern medical textbooks, and who inaugurated 
the first activities in preventive medicine. 

Other agencies followed later. In 1887 the Hong- 
Kong College of Medicine—an institution always 
associated with the honoured names of Sir Patrick 
Manson and Sir James Cantlie, and in which Sun 
Yat Sen was an illustrious student—was opened, 
whilst similar medical schools were subsequently 
started by the Germans and French, and by repre- 
sentatives of Yale and Harvard universities. This 
valuable work has been still further augmented, 
during the present century, by the munificence of 
the Rockefeller Foundation, who have rebuilt and 
endowed the magnificent medical school and hospital 
at Peiping (Peking), and have liberally assisted 
many other forms of medical activity. 

Meantime a growing stream of Chinese medical 
graduates, both from the colleges thus formed in 
China and from well-known medical schools in 
Europe, North America and Japan, began to form 
the nucleus of a modern medical profession. 
first Chinese student actually to receive a western 
medical qualification was Mr. Wang Fun, who 
graduated with distinction from Edinburgh University 
as far back as 1855; but it is only during the past 
twenty years that there has been a steady flow of 
modern-trained medical men and women, and it is 
doubtful whether their total number yet reaches 
5000. One has only to compare this tiny force with 
China’s total population of something approaching 
400 million people to appreciate the immensity of 
the task which confronts them. 


CREATION OF A NATIONAL MEDICAL SERVICE 


The educational renaissance which has been taking 
place in China during the past thirty years has had 
wide repercussions in the field of medicine, Prior 
to 1905 education in China was purely a matter of 
private enterprise, the government merely conducting 
the annual examinations upon which official rank 
depended, and which were entirely based upon a 
knowledge of classical literature. In 1905 this whole 
system was changed. Government schools were 
opened up in all parts of the country ; a modern 
curriculum replaced the purely classical course of 
study; science was introduced as a compulsory 
subject, and teachers recruited from all parts of the 
world; and—most important change of all—text- 
books and journals and newspapers began to appear 
in ordinary colloquial Chinese instead of in the archaic 
literary form. Everything western became relatively 
popular, and hundreds of eager young students began 
clamouring for instruction in modern subjects, includ- 
ing natural science and medicine. 
schools already opened under foreign auspices grew 
in numbers and in prestige, whilst other medical 
schools were opened by the Chinese government, 
for the training both of civilian and of army doctors. 
Here, at the outset, instruction was mainly given 
by German and Japanese teachers, and both scientific 
equipment and clinical facilities: left much to be 
desired, but by degrees an increasing number of well- 
trained Chinese medical graduates became available 
as instructors, and the standard of teaching was 


raised by improved laboratory and hospital facilities. _ 


This same movement of thought, which was 
responsible for so vast a change in China’s age-long 
educational system, also affected the populace in 
general, particularly in their attitude towards such 
questions as public health, the spread of infectious 
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disease and the care of the sick, and although the 
great bulk of China’s millions remained unimpressed 
and conservative, interest was aroused in many 
quarters which paved the way for various social and 
health organisations, 

Meantime a most important step was taken by the 
government in the creation of a ministry of health, 
and in the appointment of Dr. J. H. Liu, a graduate 
of Harvard Medical School and superintendent of the 
Peking Union Medical College Hospital, as the first 
minister. Dr. Liu—a man of conspicuous admini- 
strative ability—soon gathered round him a group 
of highly trained and enthusiastic medical men, 
recruited from the ranks of the more recently qualified, 
and with the aid of a generous government grant 
plans were quickly set on foot for the creation of a 
national medical service. These plans included the 
establishment of national medical colleges in certain 
of the more highly populous centres; the building 
and equipping of central hospitals in the provincial 
capitals and other large cities; the development of 
a public-health service, with diagnostic laboratories, 
vaccination stations and quarantine bureaus in each 
province; the opening of opium refuges, welfare 
clinics, and schools for the training of midwives ; 
and a large publicity campaign, for the educating 
of public opinion in the preservation of health and the 
adoption of simple precautionary measures. 

Nor did these plans merely remain on paper, as 
Chinese schemes sometimes have a reputation of 
doing, for in the ten years immediately preceding 
the present terrible war there was no department 
of Chinese government service which displayed such 
energy, or achieved so large a measure of success, 
as the ministry of health. Of course it is perfectly 
obvious that in a country of the size of China, and 
with communications still in a comparatively rudi- 
mentary state, only the barest fringe of the problem 
could be touched by the ministry within a mere decade, 
especially as everyone had to ‘start from scratch,” 
but most encouraging progress had been made in 
every direction. A large number of hospitals and 
training institutions were opened ; a national medical 
association was created ; an important branch of the 
International Red Cross was set up in China, with a 
finely equipped and staffed hospital in Shanghai, 
and first-aid agencies in various other centres; and 
the assistance of League of Nations experts was secured, 
for advice on some of the larger problems in the 
combating of epidemics and the organisation of 
public-health schemes. 

There was thus a splendid prospect of rapid develop- 
ment and sound construction, in every field of medical 
activity, at the time when the war broke out, but the 
tragic fact remains that the war occurred long before 
this young medical force was strong enough or 
numerous enough to meet it, and as a result they were 
caught utterly unprepared for the appalling casualties 
and terrible suffering which so quickly followed. 
With all their enthusiasm and keenness, they had 
neither the organisation, the equipment nor the 
personne] for a task of such dimensiohs, and as the 
scene of battle swept rapidly over China, the small 
group of qualified red-cross workers were wellnigh 
submerged in the torrent, 


THE EFFECT OF WAR 


The outbreak of hostilities in the summer of 1937 
rapidly created a terrible problem for China’s slender 
medical resources. In all the big cities there were a 
certain number of well-equipped hospitals, which 
immediately made preparation for the admission of 
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the wounded, whilst the various mission hospitals, 
which totalled nearly 300 in all, made similar pro- 
vision for the reception of war casualties. On the 
field, however, it was a very different story, for the 
Chinese armies contained only the barest rudiments 
of a medical corps, and many divisions were absolutely 
destitute of skilled surgical aid or of proper medical 
appliances. Ambulances, stretchers, splints, surgical 
dressings, antitetanic serum, drugs—all were at a 
minimum, or, more often, simply non-existent, and 
after most battles great numbers of the wounded 
were left untended on the field, or crawled away to 
die in some place of hiding. 

With the aerial bombardment of massed centres of 
population new horrors were added to the scene 
as women and little children, victims of shell and of 
fire, were brought by the score to the already over- 
crowded hospitals, or begged for pity from the 
passers-by. Thousands of refugees, rendered home- 
less by these raids or panic-stricken at the stories 
of the bestia] savagery displayed by the Japanese 
troops in such cities as Nanking, brought fresh medical 
problems in their train, as cholera and other forms of 
infectious disease broke out in the camps which were 
hurriedly erected for their accommodation. It 
was difficult enough to provide the bare necessities of 
life for these helpless sufferers, Anything like skilled 
medical and surgical attention or efficient nursing was 
utterly beyond the powers of the tiny band of qualified 
helpers, devotedly as they struggled, and in many 
a hospital centre the available stock of dressings, 
of anesthetics, and even of narcotics became com- 
pletely exhausted long before there was any possibility 
of replenishment, 

The Chinese Red Cross, under the able leadership 
of Dr. Robert Lim—himself a fellow of the Royal 
Society of Edinburgh, and holding doctorate degrees 
in medicine, in science and in philosophy—made 
valiant efforts to cope with the appalling situation. 
Base hospitals were rapidly organised in central 
positions behind the main war zones, to which the 
more seriously wounded could be transported, so far 
as means of transport were available, and a training 
institution was set up at Changsha in which an inten- 
sive four-weeks course was given to relays of stretcher- 
bearers, dressers and orderlies, whilst hundreds of 
Chinese girls offered their services as nurses. At these 
central hospitals the leading Chinese surgeons— 
many of them men of great ability—have used every 
resource of modern surgery in their endeavour to 
care for their wounded patients, and similar devotion 
has been shown by missionary doctors in the mission 
hospitals, many of which are well equipped with 
X-ray plants and modern instruments. But for 


the most part their work has been confined to the - 


care of long-standing and usually septic wounds, 
owing to the terrible lack of field hospitals or casualty- 
clearing stations, and the difficulties and delays of 
transit. 

As the area of hostilities spread over province after 
province, the national medical services became 
increasingly absorbed in red-cross work, and their 
valuable public-health activities, so auspiciously 
begun, had for the most part to be abandoned, At 
the same time the position of the various medical 
schools became most precarious, as the action of the 
Japanese troops in deliberately and ruthlessly destroy- 
ing the Nan Kai University at Tientsin and the fine 
National Medical College at Shanghai made it only 
too plain that they were aiming at getting rid of the 
_ chief institutions of Chinese higher learning. Medical 
schools under foreign ownership, such as the Peiping 
Union Medical School, and the Cheeloo University 
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in Shantung, over which I once had the honour to 
preside, were spared; but even in such institutions 
the students no longer felt safe, whilst there was the 
added feeling that it would be unpatriotic to continue 
their studies in Japanese-occupied territory. Large 
numbers of students of all faculties volunteered for 
one or other of the new armies which were rapidly 
recruited all over China, though the government 
urged them to stick to their studies. But with most 
of the leading educational centres already in Japanese 
hands, the question was where to go. l 
The answer to that question forms one of the 
most remarkable epics in the whole history of China’s 
educational development. A widespread invitation 
to students of the occupied districts was issued by 
the colleges and universities of the remote western 
and south-western provinces, and from all parts of 
China a remarkable student pilgrimage took place. 
Young men and women students of all ages loft their 
homes and travelled 1000-1500 miles by every means 
imaginable—in ramshackle cars and lorries, on horse- 
back, muleback or boat, on foot, or occasionally by 


_ air—one party of 200 joining forces and marching over 


the mountains for forty days, to find the hospitable 
college in a part of China still unravaged by Japanese 
soldiers, where they could continue their studies. 
Many of them were quite poor, and all suffered 
endless hardship and discomfort on the long trek, 
but they bore it with customary philosophy and 
cheerfulness. Today they are once more pushing 
on with their collegiate courses, in overcrowded 
classrooms and laboratories, where teaching staffs 
have somehow or other been gathered together, 
and rudimentary equipment set up. They may be 
pursued and bombed, as has already happened to 
more than one college in the south, but students and 
staff merely gathered up their books and belongings, 
packed up the remains of their equipment, and moved 
off to find temporary quarters in some other and 
remoter city. 


EFFORTS TO MEET THE PRESENT EMERGENCY 


The above brief record will perhaps give a faint 
picture of the immense problem which China offers 
today to all who are interested in the spread of 
scientific medicine and in general humanitarian relief, 
and it only remains to indicate some of the means 
by which attempts are being made to assist the 
Chinese Red Cross in their efforts to meet the terrible 
emergency. 

Large sums of money have already been collected, 
both in this country and in the United States, for 
the relief of the refugees, and the Lord Mayor’s 
fund (now known as the British Fund for the Relief 
of Distress in China) has also sent out over £20,000 
worth of medical supplies and instruments, and some 
2000 bales of clothing and bedding. The League of 


Nations has dispatched three important commissions 


to China—one composed of German-speaking experts, 
one French-speaking, and the third a British group 
under the leadership of Dr. Cecil Robertson—for 
the investigation of epidemiological problems and the 
organisation of widespread measures in stemming 
the spread of infectious disease and deficiency dis- 
orders. Many individual doctors and nurses have 
already volunteered their services, and the newly 
formed China Medical Aid Committee,! of which 
Lord Horder is president and Prof. Millais Culpin 
chairman, is planning to send out a complete 


——— 


1. The hon. secretary of the committee is Dr. Mary Gilchrist, 
3, Lomna Court, Lemna Road, London, H.11, from whom 
ail information can be obtained. 


THE LANCET] 


surgical unit in the near future. Meantime an 
International Peace Hospital has already been 
organised at one centre in the north-west, where no 
medical provision was available. 


But much yet remains to be done. The war still 
goes on, and Japanese bombing aeroplanes continue 
to take a terrible toll of Chinese lives and to spread 
misery and suffering over vast areas of the country. 
The ravages of warfare, of fire and of flood have 
left literally millions homeless and foodless, and 
in one refugee camp alone the mortality during the 
first few months was no less than 380 per 1000. 
The Chinese government is devoting large sums of 
money to refugee relief, and is opening up new forms 
of industrial and agricultural work for the employ- 
ment of those who have no homes to which to return. 
But the medical problem still remains to be solved, 
for hospitals need to be manned, public-health 
measures pursued, and reconstruction efforts organised. 
To accomplish these aims the Chinese medical services 
sorely need every form of assistance—medical and 
surgical appliances and equipment, drugs and dress- 
ings, money and men. It would be hard to find a 
worthier object of practical sympathy and help. 


ANTITOXINS FOR WAR EMERGENCY 


TETANUS ANTITOXIN 


THE Medical Research Council, at the request 
of the Government, has arranged to provide tetanus 
antitoxin in sufficient quantity for both prophylactic 
and therapeutic use and to ensure its continued supply 
in the event of war. Some particulars of the dosage 
recommended have been issued by the council. The 
prophylactic dose is 3000 international units (I.U.), 
equivalent to 1500 American units (A.U.), and is con- 
tained in a volume not exceeding 3 c.cm. During the 
early part of the late war a dose of 500 A.U. was admini- 
stered as a routine, and the effect on the case-incidence 
of tetanus was dramatic before the end of 1914, 
Although there was much evidence that this dose was 
highly effective, attempts were made during the 
later stages of the war to reduce still further the 
already low case-incidence of tetanus by repeating 
the dose or increasing it!; and the tendency since 
the war has been to advocate the administration 
of 1000 and more recently of 1500 A.U.® The dose 
to be administered for prophylaxis, in case tetanus 
antitoxin is again required, has accordingly been 
fixed at the level mentioned above (3000 I.U.), 
though it can, of course, be increased or repeated if 
necessary. The ampoules of concentrated antitoxin 
acquired for the treatment of cases of tetanus contain 
not less than 20,000 I.U. in a volume not exceeding 
S c.cm. 


The relation of the A.U. to the I.U. is quite simple 
(1:2), but it is thought necessary, in order to avoid 
confusion, to express the strength of tetanus antitoxin 
in both units. The I.U. adupted by the Permanent 
Commission on Biological Standardisation is now 
used in many countries, including Great Britain, 
but the original A.U. is still employed on the American 
continent and elsewhere. References to other units, 
formerly used, occur in the literature : the old German 
unit, for instance, was equal to 66 A.U. 


1. Official Medical History of the War: Pathology, p. 164. 
1923. H.M. Stationery Otlice. 

2. United States Pharmacopa@ia, XI, p. 61> British Pharma- 
copeia, 1932, p. 62. 
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GAS-GANGRENE ANTITOXIN 


- The provision of gas-gangrene antitoxin has proved 

more difficult owing largely to the lack of essential 
information upon which policy and action could be 
based. While it is generally recognised that early 
and adequate surgical treatment is by far the most 
important measure to be adopted, opinion is divided 
as to the value of antitoxin in the prophylaxis and 
treatment of gas-gangrene infections. It is generally 
agreed, however, that the proper use of gas-gangrene 
antitoxin is aS an accessory to thorough surgical 
measures, and not as a substitute for these. Other 
difficulties in the way of making provision of antitoxin 
arise from the uncertainty as to the kind of patho- 
genic spore-bearing anaerobes likely to be encountered ; 
nor is it known whether the same infecting organism 
will predominate in urban and rural districts, and 
whether the antitoxin should be given to all casualties 
or whether its use should be restricted to the kind of 
injuries which, as the war experience showed, are 
particularly liable to become gangrenous. Little is 
known about the dosage appropriate for prophylaxis 
or therapy. Infection is due more often to the Welch 
bacillus than to other anaerobes such as vibrion 
septique and cedematiens, but under ordinary condi- 
tions of civil life gas-gangrene cases do not seem to 
be common. It is therefore considered unnecessary 
to provide antitoxin on a scale sufficient for prophy- 
lactic administration to all casualties. 


The stocks of Welch, vibrion septique and 
cedematiens antitoxins acquired are believed to be 
adequate to meet the needs of the defence services 
and the civil population both for prophylaxis and 
therapy. Modern preparations of gas-gangrene anti- 
toxin are of higher potency than those used in the 
war, and the potency can be determined accurately 
and expressed in universally accepted international 
units, The arrangements which have been made 
allow for the administration of Welch, vibrion septique 
and cedematiens antitoxin, either separately or 
combined, and an injection of one or more of these 
antitoxins, combined with tetanus antitoxin, could be 
given, As to dosage, the provisional proposal, which 
may have to be modified in the light of experience or 
to suit special circumstances, is to administer 3000 
units of Welch, 1500 units of vibrion septique and 
1000 units of m@dematiens antitoxin as a combined 
injection for prophylaxis, the dose for treatment 
being 2$ times as large. The arrangements made 
also permit of injection of a single antitoxin, either 
for prophylaxis in areas where experience suggests 
that this is warranted, or for intensive specific serum 
therapy when the causal organism has been identified. 


... “The esteem in which we hold the ideal of © 
‘ pure learning for its own sake’ is so great that we are 
afraid to discuss the nature of this learning and its 
relevance to the life of the world around us. The respect 
for pure learning is certainly @ very precious possession, 
even now only partly won and insecurely held in a myopic 
world. Some feel that to examine its worth is to commit 
the sin of Thomas. But any such attempt to set up an | 
academic ideal which must not be questioned immediately 
runs counter to the most essential feature of the academic 
freedom which it attempts to defend. Freedom of thought 
is not the conditional licence of conventional censorship 
or morality, allowing permission to think freely only along 
certain lines. Knowing the dangers, it dares to hold that 
any human experience or practice will emerge the richer 
from the fullest force of analysis which the intellect can 
apply to it.’—J. Z. Youne, Oxford Science, February, 
1939, p. 74. 
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GRAINS AND SCRUPLES 
Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM AN ONLOOKER 


IT 


THE fee, though a barrier, is also a bond. If 
someone hands you half a crown you feel he is entitled 
to something in return. Soon you may be thinking 
he has had more than his money’s worth, but you 
suppress the thought because next time he might 
take his half-crown elsewhere. Most medical practice 
nowadays, we are told, is frankly competitive, and 
those who approve the payment of doctors by a fee 
for each service argue that competition for fees 
provides medical care for the public at the lowest 
possible cost. 

But does it ? The overheads of any small competi- 
tive business are enormous ; and this is true of general 
practice. The doctor’s motor-car, for example, 
would often be unnecessary if he served the whole of 
a small area instead of parts of a large one. Not 
only is there multiplication of transport, accommoda- 
tion, apparatus, books and secretaries, but there is 
also much useless expenditure on appearances ; 
since to him that seems to have shall be given. 

Even if it were true that competition keeps down 
costs, cheapness of medical attention might be 


bought too dearly. Part of the price is an element ` 


of commercialism that ill accords with the objects of 
medicine. If every visit has its financial side, the 
doctor is apt to find his daily life infiltrated by 
thoughts of money; and as the margin of profit 
diminishes private practice is becoming more and 
more of a trade. ‘‘ An ancient and honorable craft,” 
says W. H. Hamilton, ‘‘ had become a profession ; the 
profession has lived on into an epoch in which it has 
had to make its terms with, to employ pecuniary 
devices from, and to respond to the incentives of, 
business.” 

Business has temptations, and the less prosperous 
it becomes the more the temptations obtrude. If 
one is paid for each service one is tempted, consciously 
or unconsciously, to create unnecessary services— 
to prolong rather than shorten illness, to advise 
elaborate investigation and courses of treatment. The 
hungry doctor, as someone has put it, is a dangerous 
animal. 

But let every one of us be beyond reproach and 
there will still be a price to pay for competitive private 
enterprise. If the profit on each patient is small, the 
practitioner must see a great many of them and must 
rely largely on guess-work, dispensing treatment 
without diagnosis. He is led into overwork ; which 
- is as wrong for a doctor as for an engine-driver. And 
he naturally prefers to practise in localities where 
patients can pay ; which means that many places are 
under-supplied with medical services while others 
have a surplus. If all this is defended, one may 
ask what the profession is for: is its primary purpose 
to give the best possible aid to the public or to provide 
a certain sort of livelihood for its members ? 

A. G. Gibson approves of competition because 
“a true man will recognize that it means improve- 
ment for him in every way to have a neighbour, who 
will acquire more patients if he treats them more 
skilfully.” But prosperity depends on pleasing 
patients, and skilful treatment is only one means to 
thisend. All might be well if the public were pleased 
by the same qualities as appeal to the doctor’s 


discerning colleagues, but in fact it is far too readily 
impressed by externals. The. monetary basis of 
private practice today is the distribution of rewards 
by people who are easily misled and cannot be expected 
to distribute them according to real merit. 

And the faults of the present arrangements do 
not end even there. If we were planning anew we 
should hardly devise a system in which, the busier 
a man becomes, the more likely he is ae fall behind 
in his knowledge of modern medicine; a system in 
which the conscientious doctor has to nr from 
visits his patients cannot afford; a system in which 
the conscientious patient is deterred (by fees which are 
really fines) from seeking advice until he is actually 
il, ‘‘The present army of private medical practi- 
tioners,’’ wrote Charles Parker, ‘‘may ease pain, 
arrest disease, and even restore to health, but in no 
sense can they under present circumstances initiate 
and carry out a great crusade against wrong living 
and unhealthy conditions, or war against the funda- 
mental causes of disease.” It is difficult, he added, 
to speak the whole truth and nothing but the truth 
when one’s income is at stake. 


* * * 


Competition is in fact a preposterous foundation 
for twentieth-century medicine, Its defects may not 
matter when the patient does not much mind what 
he pays, or when the doctor does not much mind 
what he earns; but they become serious when the 
‘medically indigent ” patient meets the subjectively 
indigent doctor. And both these indigent classes 
must increase as the costs of medical care rise. 

Aldous Huxley has lately pointed out that competi- 
tion is best avoided by members of the same species. 
If intra-specific competition is biologically unsound, 
may not the same be true of intra-professional 
competition ? The underlying principle of medical 
ethics, according to the Webbs, ‘is the prohibition 
of all deliberate or intentional competition between 
one medical man and another . . . no man may pro- 
claim, directly or indirectly, that his services are 
superior to those of any other medica] man.” Instead 
of letting this principle go down under the stress 
of increasing struggle ought we not rather to 
strengthen it by ensuring that doctors. no longer 
compete with one another for the means of supporting 
their wives and families? Such competition is 
responsible for much disguised hostility in the 
profession—even in partnerships—whereas the public 
weal demands coöperation. 

' The complex societies of today will stand or fall 
by their ability to take the edge off the profit motive: 
they must stop their members from trying to get as 
much as possible out of the common pool and must 
encourage them to put as much as possible into it. 
Medicine by tradition should be forward rather than 
backward in such a revolution of social ideas. But 
if this is to be so, the profession must in future be 
regarded as a vocation rather than as a field for money- 
making. The first step should be to get rid of the 
idea that the training of a student is a good invest- 
ment for a parent’s money, Education should be more 
definitely at the public expense, and students should 
be selected, according to qualities, from the com- 
munity as a whole and not (as at present) from the 
best-to-do sixth of it. 
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_ If then the fee-for-service is a bad means of paying 
the doctor are the alternatives—the capitation fee 
and the salary—any better ? 

When a practitioner goes on the panel he still 
competes with other doctors for his patients. It 
now pays him to practise preventive medicine— 
to keep them well instead of ill—but unfortunately 
it also pays him to do as little for them, well or ill, 
as is compatible with retaining them on his list. 
A royal commission has rebutted the allegation 
that doctors give less attention to panel patients than 
to private ones, but I do not remember hearing it 
suggested that they give more. The truth is that the 
doctor ‘‘ takes advantage” of the system in neither 
sense: he does not offer a demonstrably worse 
service to his panel patients; nor does he offer a 
demonstrably better one. The chief reason for his 
failure is that the capitation fee is so low that his 
work is tolerable only if most of his patients never 
go near him, Those who framed the scheme were 
content, as Sir Clifford Allbutt said at the time, with 
an antiquated notion of medicine and of medical 
service ; while those who manage it today are trying 
always to make it pay, to earn a surplus, so that they 
may later make it more comprehensive, National 
health insurance has thus failed to take the profit 
motive out of medicine ; and ‘‘ whenever the public 
health and profit come into conflict, the former will 
suffer.” Moreover by making the patient’s panel 
doctor the judge of his right to sickness benefit— 
i.e., & cash payment—it has introduced a new and 
pernicious element into the relation between the two. 
Not only is the unscrupulous practitioner enabled 
to attract patients by helping them to get money 
illegitimately, but the scrupulous practitioner is 
given two incompatible tasks. As the author of 
‘ On the Panel ” puts it, “ he is asked to combine the 
function of sympathetic healer with that of a cynical 
detective. It simply cannot be done. It is absolutely 
impossible effectively to practise the healing art if 
all the time it is part of one’s official duty to mistrust 
every statement a patient makes. It is not the 
capitation payment but the business of certification 
which has made panel doctoring the fiasco it 

commonly is.” 
= The PEP report refers bitterly to panel practice 
as ‘‘something more like a sickness licensing and 
registration system than a health service,” The 
fact that it has nevertheless done much good—that 
on balance it is by no means a fiasco—may be 
negative evidence of the soundness of payment on a 
capitation basis. 

x x * 

Payment by salary abolishes competition for 
patients, with its incentives and temptations, but it 
also allows the doctor to neglect his work in so far 
as he can do so without losing his job. Is it prefer- 
able to the fee-for-service or the capitation fee ? 

The vital difference is that whereas the doctor 
working for fees must please his patient, the doctor 
working on a salary must please his employer. If 
patients are pleased by doubtful qualities as well as 
good ones, the same is true of employers—be they 
individuals, committees, or even groups of doctors. 
The same is true also of colleagues of higher rank 
in the same service; indeed, whoever ceases to be 
his own master must take the risk of suffering by 
this human frailty. The besetting sin of superior 
officers and controlling committees is that they prefer 
the minor virtues to the major ones: ‘“‘they lke a 
man who is punctual, deferential, neat and orderly 
rather than one whose humanity and gift for righteous 
indignation cause him to lose sight of the advantages 
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of strict observance of routine.” If the medical 
profession were to accept salaried service its ability 
to do its best work would depend largely on who was 
its employer—who paid the salary and made the 
appointments. 

Salaried work contrasts with private practice in 
that energy and enterprise, unless they suffice to 
lift him clean out of his own class, bring a man no 
additional security and comfort. And even an 
advance in status does not bring a fortune: there are 
no glittering prizes in money. But if this is regrettable 
it is none the less an inevitable accompaniment of 
what we call civilisation. The neolithic hunter in 
his cave sometimes brought in haunches of venison 
on which his family feasted for days, but at other times 
they all went hungry. Civilisation permits us all 
to lunch daily at multiple teashops ; and here the food, 
though never as good as cave-cooked venison, can 
be relied on to come regularly. The teashop regime, 
squalid and unexciting as it is at its worst, makes it 
unnecessary for us to be thinking all day long, like 
the neolithic man, about where the next meal is 
coming from: it leaves the mind free for other 
purposes. The mind may remain empty, or it may 
give its owner a life as thrilling and much fuller than 
that of neolithic man. In the same way the substi- 
tution of a regular (if meagre) salary for the unreliable 
(if splendid) takings of private practice leaves the 
doctor free to think about other aspects of his work— 
aspects at least as exciting and much more important 
to his fellows. l 

He may not do so. As I have already remarked, 
the problem before a civilised society that supplies 
the basic needs of its members is to find sufficient 
inducement to make them go on working hard for the 
sake of the community. Yet the argument that 
doctors—unlike judges, professors, and clergymen— 
cannot be expected to do good work on a salary is 
neither complimentary nor perspicacious. Medicine 
is far more interesting than most other occupations, 
and anyone well chosen for such work will want to 
do it for its own sake. The standard of effort in a 
salaried medical service should be much higher than 
in other salaried services where the work is not 
intrinsically attractive and where there is less appeal 
to altruism. It should rise moreover with the 
tendency to coöperate in groups having their own 
esprit-de-corps. “‘ I suspect,” writes Hamilton, ‘‘ that 
aside from the alleviation of suffering, the strongest 
impulse which moves the physician is the professional 
motive of winning the esteem of his fellows.” 

If every doctor were given a guaranteed salary 
tomorrow most of them would doubtless work less 
hard ; but the diminution in overwork would not be 
all loss to the nation, or to the patient; and less 
work, well directed, might go further than more 
work, ill directed. If all doctors were given a salary 
tomorrow they could of course be made to work very 
hard indeed by an employer who threatened dismissal 
for failure to reach a high standard. Such an applica- 
tion of industrial methods, however, would nullify 
the main advantage of a salary to a medical man : 
if he is not to have reasonable security he would rather 
work on his own as before; if meals at the teashop 
are not to be certain he would rather chance the 
luck of the hunt. On the other hand, a salaried service, 
while rewarding energy and initiative, ought not to 
offer unlimited security in the tenure of particular 
posts. Competition for good appointments is, in 
moderation, healthy. 

* * x 

There remains the question whether the doctor- 

patient relationship can be satisfactory under the 
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salary system, The patient can no longer say of his 
doctor ‘‘ this man is my hired servant; he is bound 
to help me ” ; nor can he say “this man is trying to 
get money out of me.” But the dominant thought 
in his mind may well be: “this man’s chief interest 
is to please his employer.” Where the employer is 
a voluntary hospital with a fine record this may not 
matter in the least; that is to say, the traditional 
relation will probably be unaffected, But where the 
employer is a captain of industry, or the state, it 
may matter a great deal. 

When doctors are employed at a salary they are not 
employed directly by the patient but by a third 
party. If that is so, the relation between patient 
and doctor is now governed by the relation between 
the patient and that third party—whose agent the 
doctor has now become. The doctor may worsen 
it by laziness or better it by care and kindness, 
But the ultimate contract is no longer between him 
and his patient. 

If doctors are to cease from private practice the 
doctor-patient relationship will depend on who 
employs them. If we set store by any particular 
relationship it would be unwise to accept employ- 
ment from people or organisations whose motives and 
methods differ substantially from our own. 


_ BUCHAREST 
(FROM OUR OWN CORRESPONDENT) 


NATIONAL INSURANCE 


THE national insurance law now being considered 
by a special committee embodies two radical changes. 
One is that artisans in the smaller industries will 
no longer be compelled to contribute, and the other 
is the introduction of old-age pensions. Both of 
these reforms will add considerably to the state’s 
financial burden. The actual cost will depend on 
what age-limit for the old-age pension is fixed by the 
committee. According to M. Ralea, the minister of 
labour, the new pensions will cost 400 million lei, 
of which half will be contributed by the employers 
and half by the employees. The total annual 
insurance budget has hitherto amounted to only 1000 
million lei, and the contributions will probably have 
to be raised some 50 per cent. to cover the increased 
expenditure. 

For the time being agricultural labourers are not 
compelled to contribute. This is because of the 
shortage of competent doctors in the country districts ; 
a shortage that is now being made good. Contributors 
are entitled to medical attendance, medicines, dressings 
and so on, and to disability, accident, maternity and 
death benefit. They are also entitled to annuities 
in case of permanent disability or invalidity. Medical 
attendance is provided from the first day of illness ; 
sick-pay only from the third day. Invalidity allow- 
ance (in the form of a monthly subsidy) is granted 
only to those who have contributed for 200 weeks 
and are still working, or have contributed for 1000 
weeks and have stopped work. Insured persons 
are entitled to an old-age pension at 60 equal to 
the invalidity pension. The wives, children, and 
unemployed parents of contributors are entitled to 
medical attendance and to hospitalisation in case 
of necessity, but the insurance ofice pays only three- 
quarters of the hospital cost, the remainder having 
to be found by the patient’s family. On the death 
of a contributor his family are entitled to an immediate 
grant, and if he has been drawing an invalidity or 
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old-age pension, the widow may continue to draw 
half and children under age a fifth of such pension. 
Contributions are divided into eight categories accord- 
ing to income, ranging from 6d. a month in 
apprentices to 6s. a month in the highest income 
category. All contributions cease at 65 but benefits 
continue. 
THE SALE OF NARCOTICS 


The ministry of health has issued new regulations 
for the sale of narcotic drugs, or as they are called 
in Rumania, stupeficiants, Henceforth chemists may 
sell narcotics such as morphine, ether, chloroform, 
opium, and cocaine only on a doctor’s prescription. 
The prescription must bear the name and address 
of the doctor and of the patient, and if unusually large 
doses are prescribed the reason for this must be 
stated on the prescription. All prescription forms 
used for narcotics must bear the stamp of the nearest 
medical chamber, which serves to prove that the 
prescriber is a duly registered and qualified doctor. 
Prescriptions for narcotics must be filed by the 
chemists and preserved for five years. 


THE DEATH SENTENCE 


By the new constitution a death sentence is 
imposed for attempts against the life of the ruler, 
members of the royal house, heads of foreign countries 
visiting Rumania, or state dignitaries, and for 
political murders or murders with robbery. The 
sentence is carried out by shooting, only the judges 
being allowed to witness it, and must not be delayed 
for longer than 48 hours after the failure of the 
appeal, if any. An exception is made in the case of 
pregnant women, who are not executed until after 
labour. 


NATURAL CAUSES OR PROFESSIONAL NEGLIGENCE ? 


On Jan. 12, 1936, a Sibiu laryngologist, Dr. S., 
was called to see a young lady who complained of 
sore-throat. He diagnosed simple tonsillitis with 
incipient peritonsillar abscess on the right side, and 
ordered cold compresses. On the 14th he incised the 
right peritonsillar tissue under ethyl chloride general 
anesthesia, and on the 17th he incised a second 
abscess that had appeared on the left side, also under 
ethyl chloride. A little pus was evacuated and — 
Dr. S. ordered hot fomentations and gave an injection 
of Omnadin. The girl’s parents were worried about 
her general condition and suggested a second opinion, 
but Dr. S. would not agree. On the 20th Dr. S. 
reopened the abscess on the left side and inserted 
a piece of gauze about an inch long to keep the wound 
open. He gave the patient an injection of morphine 
gr. $ and scopolamine gr. 1/200 and left the house, 
after which the girl combed her hair, talked a little, 
and fell asleep. She woke up about two hours later 
and began to tear at the collar of her nightdress. 
Her breathing then became more and more difficult 
and finally stopped. When Dr. S was called he was 
seen to remove the gauze drain from the wound. 
At the postmortem an abscess was found behind the 
incision on the left side and death was ascribed to 
toxemia, with the patient’s bad general condition 
and the action of the morphine as contributing factors. 

The girl’s parents thereupon charged the doctor 
with malpractice and sued for damages. In the 
county court the expert witnesses for the prosecution 
held that Dr. S.’s treatment had been inadequate in 
that he had done nothing to raise her resistance 
beyond giving one dose of omnadin, that his incisions 
had been made at the wrong time and at the wrong 
place, that he ought to have used local rather than 
general anesthesia, that the introduction of a gauze 
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drain into so small an incision was unsound, that 
in a case such as this both morphia and scopolamine 
were contra-indicated, and that Dr. S. had acted 
unethically in refusing a second opinion. The experts 
also maintained that there was no evidence at the 
postmortem examination of toxæmiąa or morphine 
poisoning, and that the froth that had been found in 
the bronchi, together with the history, pointed 
clearly to death from asphyxia, probably due to the 
gauze drain having blocked the larynx while the 
patient was under the influence of narcotics, and 
Dr. S.’s anxiety to remove the drain supported this 
diagnosis. The court accepted this evidence and 
gave it as their opinion that the dose of morphine 
given had been dangerously high in a patient weakened 
by illness and repeated general anesthetics and that 
Dr. S. had been to blame for not either staying with 
the patient or at least instructing the attendants to 
stay with her, especially when she had had a presenti- 
ment that she would choke. 

Dr. S. was found guilty of manslaughter and 
sentenced to a month’s imprisonment, execution of 
sentence being suspended for three trial years. He 
was also ordered to pay a fine of 3000 lei, damages 
to the father of 150,000 lei and 70,000 lei costs, about 
£300 in all. In the appeal, which has recently been 
heard in the high court, Dr. S. was acquitted of 
criminal negligence but the court raised the damages 
to 200,000 lei. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


FERTILITY OF PARENTS AS MEASURED BY LOSS 
OF OFFSPRING 


THe relationship of the age of parents to their 
. reproductive capacity was broached directly by 
Raymond Pearl in a paper written two years ago. 
This study showed that fertility in females declines 
continuously with advancing age for every age-group 
of father, and that in males fertility is at a maximum 
in the age-group 25-29, increasing up to that age- 
group and decreasing from it. This pattern was found 
to be evident for every age-group of mother. 

Dr. J. Yerushalmy has now completed a study 
made under the joint auspices of the division of 
maternity, infancy and child hygiene of the New 
York state health department and by the National 
Institute of Health, in which he has measured 
fertility by the loss of offspring of parents at different 
ages. The use of a rate of total pregnancy wastage 
was considered and rejected both because of the 
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difficulty of securing accurate figures for abortion 
and miscarriage, and because these latter accidents 
are often due to deliberate action that is unrelated 
to fertility. 

The relation of stillbirths to age of parents is shown 
in the accompanying table. It will be noted that 
there is clearly an association between the stillbirth- 
rate and the age of each parent, The relationship is 
shown by Dr. Yerushalmy to be independent of the 
correlation of the ages of the two parents. Stillbirth- 
rates are found to vary in the form of a U-shaped 
curve with the age of either parent when the age of 
the other is kept constant. The pattern is similar 
for male and female offspring. Dr. Yerushalmy 
points out that since he is considering stillbirths 
rather than neonatal deaths, the effect of the 
environment is reduced and that the statistical con- 
clusions from this very large sample reinforce the 
suggestion which he has made previously, that the 
low neonatal mortality in the offspring of fathers 
aged 25-29 might be due to a biological factor—a 
suggestion upon which THE LANCET commented on 
Oct. 29, 1938. 

Dr. Yerushalmy then turns to the evidence to be 
derived from premature births, which he finds 
interesting both because premature births constitute 
the major part of stillbirths and neonatal deaths and 
because of the presumption that many premature 
births are due to the fact that the foetus is not strong 
enough to be carried to term. Since reliable informa- 
tion on the incidence of premature births for the 


entire country was not available, Dr. Yerushalmy 


analysed the 82,000-odd births occurring in New 
York state, exclusive of New York city, in 1936. 
He found that premature birth by age of mother, 
as well as by age of father, followed a similar trend 
to that of the stillbirth-rate with the lowest incidence 
in the intermediary age-group. Again the differences 
in incidence by age of one of the parents are inde- 
pendent of the age of the other parent. 

Finally Dr. Yerushalmy shows that premature 
births are not the only factors responsible for the 
observed variation of the stillbirth-rates and neo- 
natal rates with age of parents by showing that late 
fetal and neonatal mortality-rates for full-term 
births are clearly related to age of parents. The 
pattern was similar to that of total stillbirth-rates, 
except that in the case of full-term birth the rates for 
young fathers were relatively low. 


SKIN TESTS FOR TUBERCULOSIS 


At the 37th annual meeting of the New York 
Tuberculosis and Health Association, held in New 
York on March 2, several papers were devoted to the 


STILLBIRTH-RATES PER 1000 TOTAL BIRTHS, BY AGE OF PARENTS (U.S. BIRTH REGISTRATION AREA, 1931-35) 


Age of mother 

Sener ! 20-24 | 25-29 | 30-34 | 35-39 
Under 20 400 | 351 | 318 333 376 
20-24.. 40:3 31-3 | 27-5 26-6 30-6 
25-29.. =. 35-3 28-4 28-2 29-6 
30-34.. > 45-8 36-3 32-4, 343 
35-39.. 61-0 51-0 43-3 42-7 
40 and over .. 59:3 55-5 55-0 
Not stated 85-4 . 88-6 
~ Total 40-2 


Age of father 


55 and Not 


40-44 


45-49 50-54 over stated Total 
37°9 43-9 70°3 38°4 
31-5 34-6 76:9 30-4 
32-3 35-2 92-5 29:9 
36-4 38-5 105:8 35-1 
46-1 47°9 117-9 45:9 
57:3 60:9 138-3 60-2 
88:5 106:4 133-6 125-6 
43-2 48-8 52-3 52-3 91-3 35:7 


844 


question “‘Is the tuberculin test worth while in case 
finding?” Certain epidemiologists in this country} 
have questioned the use of mass skin testing in the 
provision of an epidemiological index. The speakers 
at this conference (Esmond R. Long, Béla Schick, 
B. S. Pollak, and Robert E. Plunkett) recognised the 
importance of a test substance of specificity, stability, 
and constant potency, but it was clear that none of 
them was seriously concerned lest the tuberculin test 
should fail to uncover cases of active tuberculosis. 
Whether the test is of value as an administrative 
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1. See eepectelly. Lumsden, L. L., Dearing, W. P., and Brown. 
R. A., Amer. J. publ. Hlth, 1939, 29, 25. 
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procedure, in addition to radiography, depends on 
considerations outside the field of pure biology, as 
Dr. Plunkett pointed out. It may be simpler to 
radiograph all who come to the clinic when (1) most 
of them react positively to tuberculin; (2) it is a 
serious hardship to ask the visitor to come twice to 
the clinic instead of once; and (3) radiography is 
desirable for other purposes—e.g., to detect non- 
tuberculous diseases of the chest. The older the 
group tested and the higher the morbidity of the 
group, the smaller is the value of the tuberculin test 
as a “screen” to save expense in radiographic 
diagnosis, 


~~ 


HEALTH 


ome ones 


Progress in Ireland 


INTRODUCING the estimates of his department in 
the. Dail last week, Mr. Sean T. O’Kelly, Minister for 
Local Government and Public Health, was able to 
speak with some satisfaction of the improvement in 
the health of the country in recent years. The 
mortality from infectious diseases (omitting the 
figures of influenza) showed a drop from 941 in 1935 
to 574 in 1938. There was a slight increase in the 
number of deaths from diphtheria in the year 1938 
over the previous year, but the number of deaths in 
1938 (308) was much less than the average (373) 
in the five years 1932-36. The number of deaths 
from scarlet fever has shown a remarkable drop in 
recent years: it was 173 in 1936, 128 in 1937, and 
80 in 1938. An outstanding feature of the statistics 
for the year was the absence, for the first time, of 
any death from or any notification of typhus fever. 
The deaths attributed to typhoid in 1938 were 47, 
which is the lowest number on record. There has 
also been a gratifying reduction in the mortality 
from puerperal sepsis. From 1927 to 1936 it averaged 
1-49 per 1000 births ; in 1937 it fell to 0-9; and in 
1938 to 0-7. 

There was a reduction in the number of infant 
deaths in 1938 as compared with 1937 and 1936, 
although it was greater than in 1934 and 1933. 
The rate in 1934 was 63 per 1000 births, in 1936 it 
-was 74, in 1937 it was 73, and in 1938 it was 66, 
The Minister referred to increased activity in child- 
welfare and maternity schemes, and also in medical 
inspection of school-children. The total number of 
children examined in 1937 was 124,256. The 
Minister did not state, however, what proportion 
this number bore to the total on the school-rolls. 
School meals are provided in a great many urban 
and rural areas, the total number of meals supplied 
during the year ended March 31, 1938, being approxi- 
mately 2,800,000. j 

Steps have been taken to enforce compliance with 
the provisions of the Milk and Dairies Act, and 
during the past year 1119 orders refusing registration 
were issued by local authorities. Notwithstanding 
the optimistic statement of the Minister there is 
reason to think that in many rural areas the act 
has not had at all the effect that was hoped. In 
some, after an initial inspection of the milk-producer’s 
premises, little further notice is taken, and the 
standard of cleanliness tends to lapse again. Even 
More discouraging is the fact that certain district 
justices dealing with prosecutions under the act 
treat proved offences as trivial. 

The Minister dealt with the policy of his depart- 
ment in regard to the distribution of sweepstakes funds 


for hospital purposes. The future hospital require- 
ments of Dublin city are to be met by the enlarge- 
ment or replacement of three existing hospitals (the 
Richmond, the Mater Misericordis, and St. Vincent’s) 
and by the amalgamation of three others (Mercer’s, 
Sir Patrick Dun’s, and the Royal City of Dublin). 
He stated that the arrangements for the amalgamation 
are well advanced and that he hoped to be able 
to introduce a bill for the purpose in the early 
summer, 


A Domiciliary Service for Infants 


The Paddington borough council, wishing to 
establish a general domiciliary medical service for 
children under 12 months of age as part of their 
scheme for combating infantile mortality, have been 
informed by the Ministry of Health that such action 
is debarred by a subsection of section 251 of the 
Public Health (London) Act, 1936, which Bays : 
“Nothing in this subsection shall authorise the 
establishment of a general domiciliary service by 
medical practitioners.” The council had previously 
submitted the following details of their proposal :— 


(1) Before a child is admitted to the scheme the 
application of the parent or guardian must be 
approved by the council. 


(2) A child shall only be admitted to the scheme 
under the age of 14 days, provided, nevertheless, 
that a child removing into the borough from another 
district may be admitted to the scheme within 
28 days of such removal. 


(3) The child’s parent or guardian shall not be of a 
higher economic status than that of persons coming 
under the National Health Insurance Act, 1936, 
and where practicable there shall be recovery by the 
council of the expenses involved in any individual 
case according to the means of the parent or 
guardian. 

(4) The terms of service for medical practitioners 
Shall be framed generally on the lines of part I of 
the first schedule of the National Health Insurance 
(Medical Benefit) Regulations, 1936, with any 
necessary modifications. 

(5) The medical practitioner who shall be selected 
by the parent or guardian personally shall agree 
to supply all necessary medicines, and shall furnish 
the medical officer of health with a report on 
the health of the child every three months, unless 
the child is attending a welfare centre of the 
council. 

(6) The medical practitioner shall 
per quarter per child on his list. 


The council are endeavouring to enlist the support 


of other metropolitan authorities to press for 
ainending legislation to remove this difficulty. 


be paid 65s. 
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LETTERS TO 


ANAESTHESIA IN WAR-TIME 


Srr,—Several articles have recently been published 
on the subject of war wounds and their treatment, 
but little has been said about anzsthesia in war- 
time. An efficient anesthetic service must be con- 
sidered from three aspects: (1) the clearing zone, 
(2) the evacuation zone, and (3) the base hospital 
and at sea; there is also the main hospital situated 
well away from the firing line but vulnerable to attack 
from the air. 

To be efficient and safe anszsthetic technique must 
be simple, Medical officers should be conversant with 
the drugs that are likely to be used, and the apparatus 
should be light, portable, and capable of being dis- 
mantled quickly if necessary. I do not propose to 
deal with the different types of administration that 
can be given in the main hospitals, but to survey the 
needs and limitations of anesthesia for emergency 
cases under difficult circumstances, 

For the clearing and evacuation gones intravenous 
anesthesia is the best type in an emergency, because 
the apparatus is so easy to carry about. A suitably 
shaped case for the medical officer should contain 
10 c.cm. and 5 c.cm. syringes with size 14 needles, 
which should be sterilised beforehand or carried in a 
case which keeps them sterile; also a reasonable 
number of ampoules of an intravenous drug with 
sterile distilled water, and, if possible, a small flask 
of methylated spirit. In addition another small 
case could be worn containing lint, bandages, emer- 
gency props, tongue forceps, and so forth, together 
with emergency drugs such as morphia, Coramine, 
Omnopon and scopolamine. As far as possible these 
drugs should be in tablet form. Pentothal in doses 
of 3 or 4 c.cm. will enable an acute hzmorrhage to be 
stopped or a gaping wound to be plugged without 
upsetting the patient more than necessary. If given 
by skilled administrators and in small doses at a 
time intravenous anesthesia is as safe as any other 
type in use today. Its only disadvantage in war- 
time is that the syringes and ampoules may get 
smashed, but a case lined with shockproof material 
such as Sorbo rubber should protect them. If an 
inhalation anesthetic is to be used, ether, chloroform 
and ethyl chloride with the necessary masks and 
apparatus will have to be kept in the clearing-stations 
and evacuation zone; an additional disadvantage is 
that the administration of inhalation anesthetics 
takes time and that their use may result in chest 
symptoms. 

Any equipment for use in the base area should also 
be portable and easily dismantled, as should the 
means of giving intravenous saline and glucose. 
A modern apparatus capable of standing up to con- 
siderable man-handling and wear and tear should be 
evolved, similar to Boyle’s apparatus which was 
standardised and made suitable for the use of all 
grades of anssthetists during the late war. Such 
types of apparatus as the McKesson, Boyle, and 
Walton are easy to manipulate, Those that can be 
made of metal and have parts which are easily 
replaceable should be used. 

The main hospital, situated well away from the 
front line but not necessarily out of the range of long- 
distance bombers, would have the same type of 
apparatus as in peace-time. One point that should 
be raised is the type of apparatus suitable for the 

-administration of anesthetics to gas casualties. So 
far as is known, there are no contra-indications to the 
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use of intravenous anesthesia in these cases, People 
suffering from gas-poisoning need all the air and 
space that they can get; therefore oxygen chambers 
and resuscitation apparatus similar to that used on 
American fire-engines and ambulance cars should be 
part of the equipment kept in these main hospitals, 
and also at the base hospitals if a portable type can 
be designed. The Americans have standardised one 
of the many different types of such apparatus. 


. Probably a standardised type could be devised in 


this country which could be as easily turned out as 
is the standardised motor-car. 

It is essential that anesthetics should be 
administered by experts or at least by men who have 
had a thorough postgraduate training in this subject. 
During the late war it was noticed that chloroform 
anesthesia was unsuitable for persons suffering from 
wound-shock. It was the favourite anesthetic of the 
uninitiated, but the case-mortality rate from amputa- 
tions through the upper half of the thigh under 
chloroform or chloroform and ether was over 90 per 
cent, in the clearing-stations. Under gas and oxygen 
the rate was reduced to less than half this figure. 
As in civil life, the employment of skilled men 
wherever possible results in lowered mortality. 

The drugs used must necessarily be those which 
can be manufactured in this country, and this applies 
especially to the barbiturates, the morphia group, and 
also to the cardiac stimulants. Ether, chloroform, ethyl 
chloride, and divinyl ether can be obtained if necessary, 
but the simplest and safest type of inhalation anæs- 
thetic is gas and oxygen, with the addition of ether 
if necessary. I would strongly urge: (1) the provision 
of a standardised portable anzsthetist’s kit for use 
in the field ; (2) that apparatus at the base hospitals 
should be easy to dismantle and should be packed in 
well-lined cases, as these are liable to be thrown 
about on lorries during a hasty evacuation ; (3) that 
in times of emergency the anesthetic apparatus 
provided should be narrowed down to at the most 
four uniform designs; (4) that the problem of 
the most suitable anesthetic for persons suffering 
from gas-poisoning should be seriously considered. 

I am, Sir, yours faithfully, 
RONALD JARMAN, 
New Cavendish Strect, W.1, April 3. 


OCULAR MANIFESTATIONS OF GENERAL 
DISEASE 


S1r,—In looking through your interesting account 
of the discussion at the Medical Society of London on 
March 27—at which I was unable to be present— 
I failed to find any mention of many manifestations 
in the eye, which are connected with general diseases 
or abnormal conditions. In fact, possibly from 
want of time at the meeting, there was little allusion 
to many of the various ocular manifestations due 
to syphilis, tuberculosis, gonorrhea and especially 
the local troubles (iritis, &c.) connected occasionally 
with “ gonorrheal rheumatism ” and other pseudo- 
rheumatisms, whether depending on focal sepsis or 
not. I saw no reference to eye-states connected with 
rosacea and gastric disorders, such as rosaceous 
conjunctivitis and keratitis, which may escape 
correct diagnosis at times when the nasal and facial 
rosacea is not very obvious. Nor did J find anything 
about phlyctenules and their probable relation to 
allergic conditions, not always connected with 
tuberculosis. The causes of cataract doubtless form 
a too large subject in themselves, and the corneal 


' rare. 
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(Kayser-Fleischer) ring sometimes present in pro- 
gressive hepatolenticular degeneration is excessively 
We never here, I believe, meet with kerato- 
malacia, at present, resulting from vitamin-A defici- 
ency, but it has been claimed that Sjégren’s syndrome 
may be benefited by long-continued treatment with 
vitamin A (Vogan). Anyhow, it is clear, chiefly 
owing to Sjégren’s observations, that a condition of 
keratoconjunctivitis sicca sometimes forms part of 
a more widely spread disorder with chronic inflam- 
matory changes in the salivary glands, dryness of 
the mouth, &c., which for convenience may be 
designated ‘‘ Sjégren’s syndrome’’ (compare F. P. 
Weber and A. Schlüter: Dtsch. Arch. klin. Med. 1937, 
180, 333). I am, Sir, yours faithfully, 
London, W.1, April 1. F. PARKES WEBER, 


THE SHIPWAY MACHINE 


Sık, —I read with great interest the description in 
your last issue, by my friend Dr. F. Barnett Mallinson, 
of the Shipway ‘‘ closed-circuit ° machine. 

I am glad that Dr. Mallinson does not describe this 
apparatus as either new or original, since it is quite 
obviously merely a rearrangement of existing machines. 
As such, unfortunately, it embodies all their imper- 
fections, the most important of which may be briefly 
stated as follows : (1) the flow-meters are inaccurate ; 
(2) the joints and valves are not airtight, and in 
particular the latter are not constructed so as to 
allow any delicate variations in the flow of gases 
passing through them; (3) the directional valves 
are either not efficient or are wrongly placed in the 
circuit, or both. These faults in existing anesthetic 
machines are not of mere academic interest, for with 
unreliable flow-meters and directional valves, ineffi- 
cient soda-lime canisters, and an apparatus which tends 
to embarrass rather than to aid the respiratory 
system, the anesthetist is severely handicapped. I 
know it may be objected that the patient should be 
the gauge, but this, though true, is only partly so. 

With closed-circuit technique an accurate, flexible, 
correctly designed machine is essential to achieve 
good results, and it is no doubt because of the lack 
of such a machine that this technique has made so 
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little headway in this country. Convinced as I am 


of the value of the method, I cannot believe it beyond 
the wit of man to produce such a machine, and 
there appears to be ample scope for a combination 
of physiologist-anzsthetist, practical engineer, and 
surgical-instrument maker to design one. 

Dr. Mallinson has attempted no solution to this 
problem, but he is, I am sure, no more complacent 
about it than I. Though I have no solution to offer 
I do not despair that some researches at present in 
progress will eventually provide us with an accurate 
flow-meter and a leak-proof valve. 

I am, Sir, yours faithfully, 


Harley Street, W.1, April 3. R. BLAIR GOvuLp, | 


ABRIDGED LIFE TABLES 


Simr,—In reply to Mr. Benjamin’s letter in your last 
issue, Dr. Hyder and I were concerned with a clearly 
defined question—namely, did Snow’s empirical 
method of constructing an abridged life table give 
a satisfactory result under modern conditions of 
mortality ? We made no “tacit suggestion’? that 
it was the best method and Mr. Benjamin has no 
justification for drawing such a conclusion, We were, 
in fact, not concerned to compare it with other 
methods ; but seeing that it was a convenient one, 

which a medical officer might feel inclined to use, 
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we wanted to know whether it would still give him 
the right answer, For the country as a whole we 
found that it did. 

Mr. Benjamin has perhaps forgotten that Snow 
himself, in his original publication, tested this method 
in its application to specific local areas—London, 
selected healthy districts, county boroughs and rural 
districts. He found that it gave uniformly good results 
under their very different mortality experiences. In 
addition it must be remembered that Snow’s equations 
were based upon the mortality experience of England 
and Wales in 1910-12 and we applied it to the experi- 
ence of 1930-32. We were satisfied that if the 
considerable changes in the mortality-rates of England 
and Wales between those dates did not invalidate 
the procedure, then it was extremely unlikely that 
similar differences in mortality between one area 
and another at the same date would lead to material 
errors, especially with Snow’s previous tests before us. 

In the hope, however, of removing Mr. Benjamin’s 
own doubts I have, since the publication of his letter, 
made such a test as he requires. I have applied 
Snow’s method to the male mortality experiences in 
1930-32 of (1) the county boroughs of Durham and 
Northumberland, and (2) the rural districts of the 
eastern counties. The contrasts in mortality between 
them are extreme, but in each I find that Snow’s 
method reproduces the survivorship column of the 
complete life table to the same order of accuracy as 
was previously shown for the whole country. 

Personally I am satisfied that medical officers with 
an affection for abridged life tables need not take 
Mr. Benjamin’s strictures to heart. 

I am, Sir, yours faithfully, 
A. BRADFORD HOL. 


London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1, April 3. 


INSULIN SHOCK AND CONVULSION 
THERAPY IN THE TROPICS 


Sir,—We have read with great interest Govindas- 
wamy’s article in your issue of March 4. We began 
treatment by insulin shock and Cardiazol convulsions 
in the summer of last year and our shorter experience 
differs in some respects from his findings in India, 
We have so far treated 20 patients with insulin shock 
and 30 with cardiazol; and though the time since 
treatment is too short for any statement about the 
proportion of recoveries, we can say that many of our 
patients are now back at home and carrying on their 
former occupations. Our figures seem to compare 
favourably with those from European countries. 

We cannot agree with his statement that “ insulin 
shock in patients in the tropics is very severe, 
uncertain in its effects, occasionally fatal in spite of 
all precautions, and hence much better avoided.” In 
our short experience with insulin we have not 
encountered any reactions other than have been 
described by European workers. We have had no 
fatalities from the treatment, and on the whole our 
patients improved in physical health and put on 
weight. (It should be added that patients with heart 
and liver trouble were excluded from our series.) We 
prefer insulin-shock therapy for schizophrenics with 
paranoid ideas and we give it also in the catatonic 
forms following a few cardiazol convulsions, With 
cardiazol we have not found it necessary to limit 
injections to one or two per week, as suggested by 
Govindaswamy. We have given the male patients 
three, and the female two, injections weekly, with no 
untoward effects. We use cardiazol in catatonic 
schizophrenia and in non-schizophrenic disorders, 


THE LANCET] 


The climatic conditions of the south of Iraq are 


not very different from those of India, and the same 
tropical diseases are prevalent. Our patients’ nutri- 
tion, however, was generally good and they were 
never ‘undernourished and weak”; which may 
explain the difficulties that workers in India have 
encountered. We are, Sir, yours faithfully, 

Hans HoFF, 


J. A. SHABY, 
Unit of Mental and Nervous Diseases, 
Royal Hospital, Baghdad (Iraq), March 17. 


TUMOURS IN TWINS 


S1r,—A number of records have been published of 
tumours in one or both members of a pair of twins, 
but there is a divergence of opinion as to the con- 
clusions which can be drawn from such reports. I am 
therefore asking all members of the profession who 
have had occasion to diagnose or treat tumours, 
either benign or malignant, in either one or both 
of a pair of twins to communicate with me, giving 
the following information as far as possible: 

In each twin: name; sex; age or age at death ; 
whether tumour present and if so its site, type and 
age of onset. as there operative or pathological 
confirmation of the diagnosis? If the twins were 
of the same sex, were they so similar in appearance 
as to cause confusion in identity, or were they 
dissimilar ? 

Cases in which one twin only was affected are just 
as important as those in which both twins had a 
tumour, Names will be kept confidential, but will 
be useful in preventing duplication where one case 
has been treated by several doctors. The age when 
the tumour began, and the age at death or the present 
age if the twins are still living are of importance also. 
If the tumour began in twin 1 six months ago, and 
twin 2 has not yet shown it, the short time must be 
considered in evaluating the record. But if the 
second twin has lived twenty years without develop- 
ing the tumour, that point should be noted. 

I am, Sir, yours faithfully, 
MADGE THURLOW MACKLIN, 


Assistant professor of histology and embryology, 
Medical School, University of Western 
March 22. 


Ontario, ’ London, Canada. 
STORAGE OF RADIUM IN WAR-TIME 


Srr,—Radium is not only a valuable but also a 
very dangerous substance. If, during an air-raid, 
any quantity of radium was dispersed by violence, 
the buildings in which it was dispersed, as well as a 
considerable area surrounding the buildings, would 
be for many years to come a menace to any people 
who inhabited them. One-hundredth of a milli- 
gramme would probably be fatal if inhaled. 

It is therefore necessary that steps should be taken 
to provide for the safe custody of radium in war- 
time, and a conference has been held between repre- 
sentatives of the British X-ray and Radium Protection 
Committee, King Edward’s Hospital Fund for London, 
the Ministry of Health and the National Radium 
Commission, to consider this matter. The National 
Radium Commission is compiling a register of owners 
and holders of radium, with a view to satisfactory 
arrangements being made. It earnestly requests 
all persons who have radium in their custody or 

ossession (including the responsible official of 
institutions holding radium) to notify the com- 
mission, stating the amount of radium held. 
I am, Sir, yours faithfully, 
GEORGE F. STEBBING, 
Secretary, National Radium Commission. 


18, Park Crescent, Portland Place, 
London, W.1, "March 31. 
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CLOSED TREATMENT OF COMPOUND 
FRACTURES 


Sim,—In ‘‘Medical Organisation and Surgical 
Practice in Air Raids ” which was reviewed in your 
columns last week, there is a reference to the treat- 
ment of air-raid casualties in Barcelona by the closed 
plaster-of-paris method. The treatment is some- 
what adversely criticised, and as my name is 
specifically mentioned in connexion with it I should 
like to make some observations on the statements 
made by the authors. 

It is impossible within the compass of a letter to 
discuss the subject fully. I have done so in my - 
book (‘‘ El Tractament de les Fractures de Guerra ’’) 
and I hope soon to be able to submit for publication 
a paper which will give some detailed case-records. 
But it is stated by Colonel Cowell and Colonel 
Mitchiner that among cases treated by this method 
there is ‘‘an undue loss of life and limb” and “an 
undue incidence of tetanus and gas gangrene.”’ 

I would ask first to be allowed to quote the final 
sentence of my book, which reads: “It is a great 
mistake to believe that it is enough to encase a limb 
in plaster to obtain the benefits of the Orr treatment.”’ 
The guiding principle of the treatment as I applied 
it was a bold excision of all dead and dying tissue, a 
wide exposure of the wound, followed by the applica- 
tion of a plaster cast. Because of the novelty of 
covering a wound with a plaster cast, this feature 
of the treatment receives all the publicity: but it is 
obvious that a plaster cast is no more a substitute 
for inefficient surgery than is any other form of after- 
treatment of the wound, such as Carrel-Dakin irriga- 
tion. The results of inadequate primary surgical 
treatment might pass unnoticed when the wound is 
encased in plaster, were it not that pain and general 
signs and symptoms give ample warning that all is 
not well and that the cast needs removal and the 
wound further surgical treatment. 

In reply to the specific charges made by the authors 
against the method as used in Barcelona, which I 
have quoted above, I submit the following figures. 
They refer to cases of compound fracture of the limbs 
produced by aerial bombardment only : all were 
treated in the General Hospital of Catalonia under 
my direction by the methods described in my book. 


Total cases .. . ee .. 633 
Deaths ee ji D v 6 
Amputations.. i 1* 


* Fatal, and included in the 6 ‘deaths above. 
The following is the ee of the causes of death. 


Pneumonia .. a zs 1 
Pulmonary embolus i ws 1 
Septicemia .. we i 
Shock (death after 18 hours) 

Gangrene .. ne i 


Gas gangrene 


t This case had a rupture of the popliteal artery and E 
fracture; conservative treatment was tried; ordin wet gan- 
grene developed; amputation was performed. It is the case 
referred to above. 


There was no case of tetanus. 

In order to avoid possible misconception, I should 
make it clear that amputation was performed as a 
primary treatment in certain cases in which there was 
obvious gross and widespread destruction of the limb, 
but, apart from the one case referred to above, there 
was no case of amputation becoming necessary through . 
the failure of conservative treatment, 

I am, Sir, yours faithfully, 
J. TRUETA RASPALL, 


Late Director of Surgery, Genera! Hospital, 
Catalonia, Barcelona. 
Eton Avenuc, N.W.3, April 3. 
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that at a meeting of representatives of the Ministry 


ON THE FLOOR OF THE HOUSE 
By Mepicvus, M.P. 


In the last fortnight there have been two debates 
in the House of Commons which dealt with mal- 
nutrition. The first was that on tuberculosis in 
Wales, the discussion of which centred on malnutrition, 
bad housing, and poverty in general, The second 
was that arising on the Consolidated Fund Bill on 
which the Labour opposition chose the subject of 
malnutrition as the basis of the discussions, The 
form in which discussions arise in the House of 
Commons is often puzzling to those outside its ranks, 
but is in reality quite simple. One of the main 
functions of the House is voting money for the 
different public services and it is an established 
procedure that before voting ‘‘ supply,” as it is called, 
the members of the House have the right to the 
redress of grievances, or at least to the right of 
ventilating grievances in the hope of getting them 
redressed. 

Jt is a long step in advance when malnutrition of 
children and adults is regarded as a grievance calling 
for action by the Government. And in the debate 
on malnutrition which was opened by Mr. Lees-Smith 
followed by other speakers, replied to by Mr. Walter 
Elliot—at half-time so to speak—and wound up by 
Mr. Kenneth Lindsay, the assumption that mal- 
nutrition was a matter of state concern and state 
responsibility was accepted without demur. Perhaps 
the dangerous days through which the nation is 
travelling makes us all more conscious of the import- 
ance of good physical conditions. It might indeed 
be worth while considering whether the improvement 
of nutrition at the present moment should not be 
regarded as just as important as the navy, army, 
air force, or A.R.P. “ Social defence ” by improved 
nutrition may be added to civil defence by national 
service. 

In the debate on nutrition, in which both sides 
accepted the views of Sir John Orr with practically 
no disagreement, an important matter arose at the 
end of the speech of Dr. Haden Guest. This member 
referred to a statement made by the then Minister 
of Agriculture on July 4, 1938, when introducing the 
Milk (Extension and Amendment) Bill. The Minister 
then said that the limit of grant paid by the Govern- 
ment for the milk-in-schools scheme would be 
increased from £500,000 to £750,000 to allow for the 
payment of grants for the maternity and child- 
welfare milk schemes as well as for the various 
extensions of the milk-in-schools scheme which are 
contemplated. 

Dr. Haden Guest asked whether it was a fact 
that none of the extra quarter of a million for milk 
for expectant and nursing mothers and for children 
below school age had in fact been spent. The Minister 
of Health did not answer this question in his half-time 
reply and when pressed by Dr, Guest gave a some- 
what evasive reply, saying: “I do not think it has 
been possible to extend these schemes, and to that 
extent, at any rate, that money would not have 
been expended. But I would not like the hon. 
member to take that reply as definite. . . .” The 
hon. member evidently did not take this as definite, 
for in the following week he put down three questions 
to the Minister of Agriculture. The answers to these 
questions made it plain that the extra quarter of a 
million spoken on July 4, 1938, had not in fact been 
spent. The reason is more disconcerting still: it is 


of Health, Board of Agriculture, Milk Marketing 
Board, and Central Milk Distributive Committee held 
on Sept. 22, 1938 (as reported in Milk Industry for 
October, 1938, it had not been possible to come to 
agreement with the distributors on this scheme. 

The consumer was to pay 2d. a pint (ls. 4d. a 
gallon) and the distributor to get 8d. a gallon for his 
services, The Milk Marketing Board was to get 
ordinary wholesale price, about ls. 44d. a gallon, the 
total cost being therefore 2s. 04d. The difference of 
84d. was to be shared between the Government and 
the Milk Marketing Board. But agreement was not 
reached. The money voted by Parliament on the 
strength of the Minister’s statement on July 4, 1938, 
was not spent and any local authorities who did 
spend money were not helped by this Government 
grant. 

In plain English a dispute between the Minis 
and the interests concerned has been allowed to 
hold up a vital national service to aid expectant 
and nursing mothers and children below school agé. 
Here is a case where the “supply” having been 
voted by the House of Commons the money is not 
spent because the Ministry does not push on with 
its work with sufficient force. It is a serious matter 
that so many women, young babies, and toddlers 
should have been deprived of milk ex-hypothesi 
necessary for them in their undernourished condition. 
What is even worse is the general suspicion engen- 
dered that even the best-sounding pronouncements 
by Ministers may be, if they are not kept up to the 
mark by constant debate and questioning, very 
little more than window-dressing. 


x * * 


Under section 44 of the Medical Act, 1858, the 
General Medical Council and the branch councils— 
i.e., those of England, Scotland and Ireland—have to 
present their accounts to the House of Commons 
annually in March. This has just been done. But 
the account is not a parliamentary paper—i.e., one 
which can be obtained by any member of Parliament 
in the Vote Office, which is a kind of parliamentary 
paper-shop in the central lobby. Nor are they ever 
an unparliamentary paper. They are merely “laid 
on the table,” and only one copy is available, carefully 
locked up in the library and to be consulted by those 
who know how to dig it out. An inspection of the 
accounts yields no obvious reason for secrecy, so 
presumably this “‘laying on the table” procedure 
is due to lack of interest in the figures and to a desire 
foreconomy. It may be worth while, I think, to print 
the figures in some easily accessible form. 


The receipts of the G.M.C, for 1938 were £10,932 
and the expenses the same amount, including £320 
“set aside for visitation and inspection of examina- 
tions.” Of the receipts the three branch councils 
contribute £7053, the British Pharmacopeia’ pays 
£250 for office accommodation, £1655 comes from 
registration fees of colonial and foreign medical 
qualifications, and £955 from interest on investments, 
while the sale of publications brings in £1079. On 
the expenses side fees and expenses of members 
absorb £3088, printing £2335, office expenses £3277, . 
the correction of registers £491, and legal charges 
£920. The accounts of the English, Scotch and Irish 
councils are separate and the larger part of each of 
them is made up of registration fees. In 1938 the 
figures were as follows: English Council’s registration | 
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receipts £6770, interest on investments £1566; 
Scottish Council’s registration receipts £3289, interest 
on investments £574; Irish Council’s registration 
receipts £1617, and interest on investments £94. Most 
of these receipts go in a contribution to the income of 
the G.M.C., and the English Council pays one-third 
of the expenses of the G.M.C. office, which it shares. 
The contribution of the councils to G.M.C. expenses 
is: English Council £4228, Scottish Council £1959, 
and Irish Council £867. 

Under the Dentists Act of 1921 the Dental Board 
present their accounts annually to the House of 
Commons, Fees for registration in 1938, including 
those for retention in the register, amounted to 
£48,099, sales of publications to £513, and interest on 
investments to £1643. Dental Board expenditure 
for fees and travelling expenses is £1352, and for 
Dentists Register, minutes, &c., and general is £898 ; 
salaries and wages are £5426; £1200 was reserved 
for pension scheme; office expenses were £1591, 
law expenses £1787, income-tax £481, miscellaneous 
£344, lectures (in dental schools) £68, educational 
grants £19,000, dental health allocation £5000, 
PAS grants for research £3000, leaving a balance of 

72. 

One interesting feature of these accounts is that 
the income of the Dental Board is more than four 
times as large as that of the General Medical Council ; 
their office expenses are very much less and while 
the Dental Board show payments of £31,000 for 
purposes of education and research the G.M.C. make 
no contribution under this head. The Dental Board 
spend this money on education and research because 
it is laid down in the act that they must do so. No 
similar clause exists however in the Medical Act 
which omitted to secure for the council the substantial 
income it would have derived from exacting an 
annual retention fee from doctors. 


FROM THE PRESS GALLERY 
The Camps Bill 


IN the House of Commons on March 29 Mr. ELiot, 
Minister of Health, in moving the second reading 
of the Camps Bill, explained that the bill provided 
for the building of approximately 50 camps, of 
which 7 would be in Scotland and the remainder 
in England and Wales. These would be used, 
first, as a supplement to the accommodation available 
for evacuation from the more vulnerable areas, 
and secondly, as school camps for children in peace- 
time. He imagined that education authorities would 
not be slow to realise the health and educational 
value of the scheme, which would be an important 
step in the national campaign for better health. 

At present, said Mr. Elliot, 20 permanent camps 
for school-children were provided and run by local 
education authorities in England and Wales, accom- 
modating between them about 1400 children. About 
half of these camps were used for undernourished 
and weakly children from the poorer urban homes. 
They usually stayed for about a fortnight and no 
charge was made. The remaining camps were used 
to give groups of normal children drawn from town 
schools an opportunity of doing their school work 
for a week or two in healthy surroundings. Here 
parents were expected to contribute towards the cost 
of food. In addition, 16 school camps had been 
provided in the north of England and in South 
Wales with the aid of grants from the Commissioner 
for the Special Areas, the total accommodation of 
these larger camps being roughly 4200. In these 
preference was given to children whose parents were 
unemployed. There were no school camps at present 
in Scotland, but several education authorities were 
considering them. In 1938 seven Scottish education 
authorities provided 69 holiday camps of varying 


size. Over 9000 children passed through those camps, 
the health value of which had been remarkable. 
In one the first batch of campers gained on an average 
two pounds in weight, while the second batch gained 
no less than five pounds during their stay. 

The camps proposed under the new bill would be 
capable of accommodating something like 200,000 
children for a fortnight each year, if they were used 
for six months in the year and no more. But the 
camps would be heated and it was hoped that they 
would be used winter and summer. The central 
authorities for carrying out the proposals would be 
the Minister of Health and the Department of Health 
for Scotland. The actual work of erection and 
management was to be carried out by two companies 
operating on a non-profit basis, one for England and 
Wales and one for Scotland. 

Mr. NOEL BAKER’S only complaint was that the 
bill was on far too modest a scale and he gave it 
the Labour party’s blessing.—Mr. MANDER did the 
same for the Liberal party. 

Dr. HADEN GUEST emphasised the great urgency 
of building these camps. The trouble with evacua- 
tion camps would be the provision of water-supply 
and sanitary and cooking accommodation. Their 
planning should be on a big scale, and their organisa- 
tion should be capable of rapid expansion.—Sir 
HENRY MORRIS-JONES voiced the apprehension of 
people in the holiday resorts that their livelihood 
would be jeopardised by these camps all over the 
country. 

Sir FRANCIS FREMANTLE hoped that the Minister 
of Health would never allow any of the provisions 
of the town-planning acts to be overridden, except 
in very extreme circumstances. These camps would 
involve a danger to health, especially as regards the 
conveyance of infection, unless they were properly 
supervised. They were to be managed by non- 
profit-earning companies, but though those in control 
might have very high ideals they would not necessarily 
have much interest in the details of public health. 
This was really a vital matter. At any time there 
might be an outbreak of disease in one of these camps 
which might carry off half the children. It was easy 
for laymen to say that that was incorporated in the 
public health of the district ; but if the camps were 
going to be placed in rural areas the rural medical 
officer of health would probably not be used to dealing 
with such problems on a big scale. They needed a 
man of fairly wide experience, and the camps should 
therefore come under the county medical officer of 
health. 


Local Government Superannuation 


In the House of Commons on March 29 Mr. BERNAYS, 
parliamentary secretary to the Ministry of Health, 
moved the second reading of the Local Government 
Superannuation Bill. Its purpose, he said, was to 
remedy certain mistakes in the Local Government 
Superannuation Act, 1937, and the similar act apply- 
ing to Scotland. For practical purposes the English 
act came into operation on April 1, 1939, and the 
Scottish act on May 16,1939. Ithad become apparent 
that in minor points the language of the acts did not 
carry out the intentions of Parliament, and that they 
would prejudice an appreciable number of employees 
of local authorities. Both the acts of 1937 provided 
for reciprocal arrangements between England and 
Scotland, but the point was unfortunately overlooked 
that the effect of the repeal of the act of 1922, and its 
replacement by separate acts for the two countries, 
was that in general only service under a local authority 
in the country in which the employee was serving 
could be reckoned for superannuation. 

The next point referred to England only. The 
superannuation of persons employed in certified 
institutions for mental defectives was provided for 
under the Asylums Officers’ Superannuation Act, 
1909, as extended by the Asylums and Certified 
Institutions (Officers’) Pensions Act, 1918. These 
employees were excluded from the act of 1937 with 
one exception—namely, certain poor-law employees 
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who remained subject to the Poor Law Officers’ 
Superannuation Act, 1896. The fact was again 
unfortunately overlooked that a certain number of 
poor-law employees exercised an option to transfer 
to the act of 1922, and since that act would be repealed 
from April 1, 1939, they would cease to have any 
superannuation rights. That matter was also being 
set right in this measure. 


Medical Advisory Committee on Cancer 


In the House of Commons on March 31 Sir 
FRANCIS FREMANTLE asked the Minister of Health 
whether he was yet in a position to state the names 
of the members of his medical advisory committee 
and also the names of the members of the sub- 
committee which was to advise him on general 
principles in regard to the treatment of cancer and 
to consider any questions referred to them by him.— 
Mr. ELLIOT replied : The medical advisory committee 
is now constituted as follows: Sir Comyns Berkeley, 
F.R.C.0.G. ; Sir Henry Brackenbury, M.D. ; Viscount 
Dawson of Penn, F.R.C.P.; Lord Horder, F.R.C.P. ; 
Dr. Robert Hutchison, P.R.C.P.; Sir Kaye Le 
Fleming, M.D.; Mr. Hugh Lett, P.R.C.S.; Sir 
Ewen Maclean, F.R.C.0.G.; Sir Edward Mellanby, 
F.R.C.P., F.R.S.; Sir Frederick Menzies, F.R.C.P. ; 
and Prof. W. Fletcher Shaw, P.R.C.0.G. The 
committee meets under the chairmanship of Sir 
Arthur MacNalty, chief medical officer of the 
Ministry. 

I am pleased to be able to announce that invitations 
to serve on the cancer subcommittee of this com- 
mittee, which is to advise me on general principles 
in regard to the treatment of cancer and to consider 
any questions referred by me to it, have been 
accepted by the following: Sir Farquhar Buzzard, 
F.R.C.P.; Dr. R. Veitch Clark ; Dr. Ivor J. Davies ; 
Mr. Malcolm Donaldson, F.R.C.0O.G.; Dr. Mary 
Gilmour; Sir Charles Gordon-Watson, F.R.C:S. ; 
Dr. D. G. Greenfield, F.R.C.S. ; Dr. Reginald Hilton ; 
Prof. R. E. Kelly, F.R.C.S.; Prof. E. L. Kennaway, 
F.R.C.P., F.R.S.; Sir Frederick Menzies; Dr. J. 
Ralston Paterson, F.R.C.S.E.; Prof. J. A. Ryle, 
F.R.C.P.; Prof. Fletcher Shaw ; Mr. H. S. Souttar, 
F.R.C.S. ; . G. F. Stebbing, F.R.C.S.; Prof. 
M. J. Stewart, F.R.C.P.; Sir Cuthbert Wallace, 
F.R.C.S.; and Dr. Constance Wood. Sir Arthur 
MacNalty will also act as chairman of the cancer 
subcommittee. 

In the House of Lords on March 29 the Royal 
Assent' was given to the Cancer Act. i 


Scottish Board of Control 


\ 


On March 30 in the House of Commons, when the 


Reorganisation of Offices (Scotland) Bill was con- 
sidered on report, Mr. COLVILLE, secretary of state 
for Scotland, moved: an amendment to increase the 
number of members of the Joint Board of Control 
from six to seven, in addition to the chairman. 
The intention, he said, was that the board should 
now consist of the chairman, who would be an 
assistant secretary to the Department of Health ; 
two medical commissioners ; one legal commissioner, 
who would probably be part-time ; one representative 
of the Scottish Education Department; and three 
laymen. In moving the third reading of the bill, 
Mr. Colville explained that the opportunity had 
been taken to extend the Board of Control’s 
power to appoint its clerks, with the approval of 
the Secretary of State, to the appointment of its 
secretary. 


QUESTION TIME 
THURSDAY, MARCH 30 
Magistrates and Vaccination Exemptions 


Mr. Leaca asked the Home Secretary if he was aware 
that some magistrates refused to sign vaccination exemp- 


tion certificates on the ground of conscientious objection ; 


and if he would circularise magistrates to make it clear that 
a statutory declaration of belief that vaccination would 
be injurious to the health of the child was the only require- 
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ment to be observed by the applicant.—Sir SAMUEL 
HoaReE replied: My attention has recently been drawn 
to certain newspaper reports regarding the alleged refusal 
of a magistrate to attest statutory declarations made 
under section 1 of the Vaccination Act, 1907, and I am 
having inquiry made. I believe it is well understood that 
the attestation of the statutory declaration by a magistrate 
is a purely ministerial act and that if a declaration is 
brought to him at a convenient and proper time he should 
not refuse to attest it, and on the information before me 
I do not think there is any need for a general circular 
to justices on this subject. 


A.R.P. First-aid Posts in London 


Mr. Duncan asked the Lord Privy Seal: how many 
first-aid parties had been established and knew their 
posts in the county of London.—Sir JOHN ANDERSON 
replied : Some 4500 men have been enrolled as members 
of first-aid parties in the county of London; but I cannot 
say how far these recruits have been organised as parties 
and allocated to particular depots. Arrangements have 
been completed with the St. John Ambulance Brigade, 
in conjunction with the metropolitan boroughs, for the 
collective training as parties of those enrolled for this 
service who have received preliminary first-aid training. 
A special organisation for this purpose is being set up 
under the control of Colonel Wallace Benson, who is getting 
into touch immediately with the medical officers of health 
of the boroughs in order to work out locally the arrange- 
ments for collective training. It will be for borough 
authorities to allocate the parties trained by the brigade 
to particular depots in their areas. 

Mr. Duncan: Is there not a great shortage of first- 
aid workers compared with the need in London; and will 
my right hon. friend do everything he can to increase 
recruitment, both for first-aid parties and for rescue 
parties ?—Sir J. ANDERSON: Yes, Sir, it is perfectly 
true there is a marked shortage for those parties. Every- 
thing possible is being done to promote increased recruit- 
ment. 

Sir GIFFORD Fox asked the Lord Privy Seal what was 
the position of the St. John Ambulance Brigade and the 
British Red Cross Society in the scheme of civil defence ; 
and whether, in providing additional services in this 
direction, it was proposed to proceed by increasing the 
membership of these organisations, or by setting up new 
and competitive organisations.—Sir JOHN ANDERSON 
replied: The St. John Ambulance Brigade and the 
British Red Cross Society are rendering valuable assistance 
to the local authorities responsible for recruiting, organis- 
ing, and training the air-raid casualty services, in the 
training of volunteers for those services, and they also 
encourage a number of their trained members, whose age 


.and experience makes them suitable, to enrol with the local 


authorities in those services for duty in first-aid posts or 
parties. Both bodies retain their position as voluntary 
first-aid organisations and there is no question of setting 
up competitive associations. 

Mr. Duncan asked the Minister of Health how many 
emergency ambulance stations had been set up in 
Kensington and the addresses thereof.—Mr. BERNAYS 
replied.: I understand that the London County Council 
has provisionally earmarked premises at ten points in the 
royal borough as emergency ambulance stations, but the 
addresses cannot properly be published until the London 
County Wouncil has completed the necessary arrange- 
ments with the owners. 

Dr. Ha'iDEN Guest asked the Minister of Agriculture 
(1) whether there had been any extension of the milk- 
in-schools cheme and of local authorities’ schemes for 
making ava.ilable to expectant and nursing mothers and 
to children inder school age milk at a reduced price or 
free since the: passing of the Milk (Extension and Amend- 
ment) Act, 1938, which increased the sum available for 
these purposes‘ from £500,000 to £750,000 ; and (2) whether 
the milk distritoutors had now agreed to operate the draft 
scheme for the; distribution of milk at a reduced price to 
expectant and ,aursing mothers and children below school 
age, scheduled 1,0 begin on Oct. 1, 1938; or whether the 
refusal of the distributors to operate the scheme, as dis- 
closed at a me ting between the Ministry of Health, 
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Ministry of Agriculture, Milk Marketing Board, and 
Central Milk Distributive Committee on Sept. 22, 1938, 
was still holding up the scheme.—Sir R. DORMAN-SMITH 
replied: Revised arrangements for the milk-in-schools 
scheme came into operation on March 1. The principal 
amendment effected by the new arrangements is an exten- 
sion of the existing scheme so that children who normally 
get milk under the scheme may continue to do so when 
absent from school through illness, provided the parents 
make arrangements for the milk to be fetched from the 
school, As regards a scheme for reducing the price of 
liquid milk to local authorities for the purposes of their 
maternity and child-welfare arrangements, I am not in a 
position to add to the reply that I gave on Feb. 20. 

Dr. Haven Guest asked the Minister of Agriculture 
what money had been expended since Oct. 1, 1938, to 
date, respectively, on the milk-in-schools scheme, and the 
provision of milk at reduced prices or free for expectant 
and nursing mothers and children below school age out 
of the amount of £750,000 made available by the Milk 
(Extension and Amendment) Act, 1938.—Sir R. Dorman- 
Sirs replied : Since Oct. 1 last £262,000 has been, or is 
in process of being, paid in pursuance of section 2 of the 
Milk (Extension and Amendment) Act, 1938, in respect 
of milk supplied under the milk-in-school schemes during 
the months October, 1938, to January, 1939, inclusive. 
No sums have yet been paid under this act in respect of 
the provision of milk to mothers and to children below 
school age. 


Deaths following Use of Convalescent Measles 
Serum 

Mr. Leaca asked the Minister of Health where the 37 
cases, with 7 deaths, after inoculation with convalescent 
measles serum, referred to on p. 39 of the last annual 
report of his chief medical officer, occurred; whether 
any inquests were held on the fatal cases; whether his 
medical officers held an inquiry into the circumstances and, 
if so, would he consider the desirability of publishing their 
report with a view to such steps being taken as might, if 
possible, prevent a recurrence of similar disasters.— 
Mr. Bernays, parliamentary secretary to the Ministry 
of Health, replied : 18 of these cases occurred in Oxford- 
shire, 1] in Essex, 6 in Berkshire and ] each in Surrey and 
Sussex. With regard to the second part of the question, 
I am informed that an inquest was not held on any of the 
fatal cases. With regard to the third and fourth parts of 
the question, investigations into this group of cases, 
which I am advised are of a highly exceptional character, 
are still being carried out by the medical staff of my 
department, with the assistance of representatives of the 
Medical Research Council and other medical authorities, 
and I am not at present in a position to make any state- 
ment about the publication of a report. 

Mr. Leac: Can the right hon. gentleman inform me 
why no post-mortem inquests were held in respect of these 
deaths, and does he not think that it is now desirable 
to investigate further the merits or demerits of this 
dangerous serum ?—Mr. Bernays: The question of 
inquests is, of course, a matter for the coroner over which 
my right hon. friend has no control. With regard to the 
second part of the question, of course the most careful 
investigations are being made, 


FRIDAY, MARCH 31 
Vaccination Deaths 


Mr. Groves asked the Minister of Health how many 
death certificates were received in 1938 on which death was 
attributed wholly or in part to vaccination or vaccinia ; 
what were the ages of the persons to whom these death 
certificates referred ; and which of them would be recorded 
as deaths from vaccinia.—Mr. ELLIOT replied : Eight such 
certificates were received in 1938, the ages being respectively 
1 month, 14 years, 16 years, 1 month, 5 months, 5 months, 
4 weeks and 4 months. In the first 4 of these the death 
was classified to vaccinia. 


MONDAY, APRIL 3 


Opticians in R.A.M.C. 


Mr. Rays Davies asked the Secretary of State for War 
what were the qualifications of persons described as 


registered opticians, Royal Army Medical Corps; and 
what steps he took to see that the public was not misled 
by the incorrect use of such a description.—Mr, HORE- 
Bersa replied: A certain number of personnel were 
specially enlisted as opticians during the Great War on 
producing evidence of having passed either of the following 
examinations: (a) associate member of the British 
Optical Association ; (b) fellow of the Worshipful Company 
of Spectacle Makers. I have no power of preventing 
the incorrect use of the description referred to. 


Bacteria Content in Undesignated Milk 


Mr. Davin ApaMs asked the Minister of Health whether 
he was aware that undesignated milk supplied by the 
Milk Marketing Board for human consumption was 
substantially inferior in the matter of bacteria content 
to designated milk; and what steps were proposed to 
deal with this—Mr. BERNAYS replied: I am aware that 
a bacterial standard is laid down for designated but not 
for undesignated milk. The upgrading of milk has made 
very substantial progress in recent years, and it is proposed 
to continue to assist this in every way possible. The. 
recent improved bonuses for graded milk are, I under- 
stand, increasing its supply. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 25, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0 ; 
scarlet fever, 1772; diphtheria, 914; enteric fever, 
16 (21 ‘“‘expected’’); pneumonia (primary or 
influenzal), 1063 ; puerperal pyrexia, 189; cerebro- 
spinal fever, 373; acute poliomyelitis, 73. acute 
polio-encephalitis, 2; encephalitis lethargica, 5; 
dysentery, 44; ophthalmia neonatorum, 76. No 
case of cholera, plague, or typhus fever was notified 
during the week. ; 

The number of cases in the Infectious Hospitals of the London 
County Council on March 31 was 3299, which included : Scarlet 
fever, 650: diphtheria, 708 (carriers, 38): measles, 9: 
whooping-cough, 889; puerperal fever, 15 mothers (nlus 8 
babies); encephalitis lethargica, 302 ; poliomyelitis, 2. At 
St. Margaret’s Hospital there were 26 babies (plus 17 mothers) 
with ophthalmia neonatorum. 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 2 (0) from enteric 
fever, 4 (0) from measles, 2 (0) from scarlet fever, 
23 (8) from whooping-cough, 26 (1) from diphtheria, 
62 (13) from diarrhea and enteritis under two years, 
and 174 (49) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham reported 5 deaths from influenza; Enfield 
Leyton, Coventry, and Stoke-on-Trent each 4; no other great 
town more than 3. Thetwo fatal cases of enteric fever were at 
Bradford and at Nottingham. There were 3 deaths from 
whooping-cough and 3 deaths from diphtheria at Middles- 
brough. ; 

The number of stillbirths notified during the week 
was 257 (corresponding to a rate of 40 per 1000 
total birtbs), including 38 in London. 


“... As a doctor, I am really concerned that our 
race is becoming town-bred and town-fed (and I am not 
biassed by being myself of yeoman stock). Speaking 
figuratively the countryman is still the ‘ salt of the earth.’ 
I would like to know if it be not better, if health and 
happiness are considered, that a man should be put on 
a farm to eat English butter and English vegetables, 
than that he should live in a synthetic flatlet on synthetic 
food, with Hollywood standards of life and thought. We 
are suffering from, a sort of national hemorrhage which 
has been going on for years ; and, as the Hebrew lawgiver 
has it,—‘ The blood is the life... . We have seen three 
million acres go out of cultivation since 1921, and we 
have lost over 100,000 agricultural workers in the same 
period. Cannot we do something to stop this loss of 
blood before the patient is almost dead ? ”—Lord HORDER, 
reported in the New English Weekly, March 9, 19397 
(Suppl. on Health and Agriculture, p. 9). 
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OBITUARY 


THOMAS EDWARD KNOWLES STANSFIELD 
C.B.E., M.B. EDIN. 
LATE LIEUT.-COL. R.A.M.O. 

ALTHOUGH it is eighteen years since Colonel 
Stansfield retired and for more than half that time 
he had lived abroad, the force of his enthusiasm and 
work is by no means spent. Not a few of the 
present-day arrangements for treatment in mental 
hospitals in this country were introduced by him. 

‘He was born in 1862 in the village of Langfield 
(now part of Todmorden) on the border between 
Lancashire and Yorkshire, where the Stansfield 
family has long been settled. After a year at Owens 
College, Manchester, he went up to Edinburgh and 
graduated in medicine at the age of 27. Less than a 
year later he was 
appointed fourth 
assistant medical 
officer and patho- 
logist at Banstead 
Asylum. He interest 
| in mental-hospital 
~ - work, especially on its 
administrative side, 
was quickly roused. 
It struck him as 
anomalous that the 
big institution in 
which he now found 
himself should be 
without a laboratory, 
and that clinical notes 
should be entered in 
case-books kept in 
offices far distant 
from the wards and made from material which had 
been either committed temporarily to memory or 
jotted down on scraps of paper or in a pocket notebook. 
Responding to his suggestions the superintendent— 
the late Dr. T. Claye Shaw—set aside a small room 
and equipped it as a laboratory ; he approved, too, 
of Stansfield’s desire for a notebook in every ward— 
and that was the forerunner of the loose-leaf system 
of clinical records now generally used. 

In 1893 Stansfield was transferred to Claybury 
Asylum as first assistant medical officer. His 
experience of mental hospitals covered only three 
years, but he had already begun his practice of 
visiting other mental hospitals, both at home and 
abroad, so as to note their facilities and learn their 
methods. In 1894 he visited and reported on eight 
representative institutions in the eastern part of the 
United States, and in 1896 he revisited Germany, 
Foremost among the changes urged in his reports 
were the adoption of the cottage (or villa) system 
and the siting of such detached buildings so that 
recent cases would be kept well separated from 
others. He also advocated the granting of parole 
and as much other liberty as practicable to industrious 
patients, and their housing in villas; the use of 
spray-baths instead of the ordinary slipper baths ; 
greater employment of patients by adding to the 
number of utility occupations ; and greater liberality 
in number of the medical staff, with stenographers 
to help them, laboratories, and good medical libraries 
within the hospital. He described a system he had 
seen (at Dalldorf) of ‘‘ boarding-out’”’ of selected 
patients, who were brought back for inspection 
to the hospital monthly by their guardians, when 
the latter also received their pay. 


In 1898 he became the first superintendent at 
Bexley Mental Hospital, and he remained there 
23 years. During that time he further developed the 
villa system, including the use of parole and the 
separation of recent from other cases. Great use 
was made of open-air treatment in bed on glass- 
roofed verandahs fully open in front. The nursing of 
some of the sick-wards was entrusted to women 
nurses under the matron. Anticipating modern 
practice Stansfield elaborated a scheme approaching 
an eight-hour day for the nursing staff. All indus- 
trious patients, in wards as well as on parole in villas, 
were encouraged to sit up an hour or two later than 
the ordinary bedtime, and evening entertainments 
and parties were held in the wards. To secure more 
appetising and home-like meals and to enable a 
supper to be provided, the kitchen in each of the 
detached buildings was brought into full use and 
each villa was responsible for its own cooking—an . 
arrangement which is still maintained. Diet-sheets 
were devised with the special object of permitting 
considerable choice by both doctor and patient. The 
general bathrooms were fitted entirely with spray- 
baths, with a view to economy, saving of time, and 
ease of inspection. Besides the loose-leaf system of 
clinical records prescription cards were also intro- 
duced. The recreational and amusement side of the 
hospital’s life was developed; the superintendent 
captained the cricket eleven and led and trained the 
choir and concert troupe. Sir Hubert Bond, who 
knew him well for many years and to whom we are 
indebted for these particulars, describes Stansfield as 
dynamic, full of energy, ready to grapple with any 
question, and with a genius for administration. 

During the war Dr. Stansfield was appointed 
lieutenant-colonel R.A.M.C. and served as consultant 
for nervous and mental disorders to the eastern 
command, for which he received the C.B.E. He 
retired in 1921, after slightly over 31 years’ service 
under the London County Council. His first wife, 
who was the daughter of the Hon. James Dever of 
New Brunswick, died in 1926. On retirement he 
sold his house in Wimbledon and bought Castello 
Devachan, in San Remo, where he lived until the 
beginning of the illness which led to his death in 
Paris on Feb. 19. In 1929 he married Marie, second 
daughter of the late Alexander Efremoff, of Moscow, 
by whom he is survived, as well as by his brother 
and a sister. There were no children by either 


marriage. 


WILLIAM LAWRENCE WRIGHT MARSHALL 
C.M.G., M.R.C.S. 


Dr. Marshall, who died at Cheltenham on March 28, 
was born in 1859, the son of the Rev. Thomas 
Marshall, of London and Exeter. He was educated 
at University College School and Guy’s Hospital, 
and qualified in 1884. He spent almost the whole of 
his professional life at Huddersfield, starting as 
junior house-surgeon at the Huddersfield Royal 
Infirmary in 1885. After becoming senior house- 
surgeon, he began private practice in the town in 
1888. For a time he was in partnership with F. D. 
Turner (now medical superintendent of the Royal 
Eastern Counties Institution for Mental Defectives), 
whose place was taken in 1905 by C. D. Pye-Smith. 
In 1901 Marshall became honorary surgeon to the 
Huddersfield Royal Infirmary, and he gradually gave up 
general practice and devoted himself to surgery only. 
In 1915 he was given command of the Huddersfield 
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war hospital at Royds Hall with the rank of lieutenant- 
colonel. At the end of his two years there the hospital 
showed one of the lowest death-rates in the country, 
and for his work Marshall was made C.M.G. Retiring 
in 1919 he went to live first in Devonshire and later 
at Cheltenham. 

Dr, Pye-Smith writes of him: “I could not have 
begun my professional work under a better man. 
He was a tremendous worker and never spared him- 
self. He had a very big private practice composed 
of all classes, and he was immensely popular and 
beloved. He also had a large consultant practice. 
He was greatly respected at the Royal Infirmary by 


resident and nursing staffs and by the patients. He- 
was a good business man with an orderly mind and 
keen insight, and he was a power on the board of 
management of the Royal Infirmary. After his 
retirement he continued to take the keenest interest 
in all matters concerning his old patients, the life of 
Huddersfield, and the work of the Royal Infirmary. 
He was a very good surgeon, clean, neat, careful, 
and rapid, and particularly good in abdominal 
operations,” 

In 1896 Dr. Marshall married Miss Catherine Elsie 
James, of Redditch, who, with two daughters, 
survives him. 


MEDICAL NEWS 


University of Cambridge 


‘Dr. O. M. Solandt has been appointed university lecturer 
in mammalian physiology. Dr. E. B. Verney, F.R.S., 
has been appointed a member of the M.D. committee in 
place of Dr. T. S. Hele who has resigned. 

Sir Edward Mellanby, F.R.S., will deliver the Rede 
lecture on April 28 at 5 p.m. in the Regent House. He 
will speak on some social and economic implications of the 
recent advances in medical science, 

The following universities and medical schools are now 
recognised by the faculty board of medicine. The board 


will recognise certificates of study given by hospitals 
ae ese ' and surgery were granted jointly with the Royal College 


working in coöperation with these universities and schools. 


University of Oxford ; University of London, and the medical 
schools of St. Bartholomew’s Hospital, Charing Cross Hospital 
St. George’s Hospital, Guy’s Hospital, King’s College (an 
Hospital), London Hospital, St. Mary’s Hospital, Middlesex 
Hospital, Royal] Free Hospital, St. Thomas’s Hospital, Univer- 
sity College (and Hospital), West London Hospital, Westminster 
Hospital; Universities of Durham, Birmingham, Liverpool, 
Manchester, Leeds, Sheffield, Bristol, Aberdeen, Edinburgh, 
Glasgow (with St. Mungo’s College and the Anderson College of 
Medicine) and St. Andrews; the Welsh National School of 
Medicine and Queen’s University, Belfast. 

Special hospitals recognised by the board.—London: Queen 
Charlotte’s Maternity Hospital and Maternity Hospital, City 
Road; Newcastle-on-Tyne: The Princess Mary Maternity 
Hospital; Dublin: Rotunda Lying-in Hospital and National 
Maternity Hospital. London: Royal London Ophthalmic 
Hospital (Moorfields), Central London Ophthalmic Hospital, 
and Royal Kye Hospital. 

The board will not issue a list of recognised provincial 
hospitals and colonial, dominion and foreign universities 
and medical schools, but will consider applications from 
students who desire that courses which they intend to 


take in such institutions should be recognised. 


University of London 
At recent examinations the following candidates were 


successful :— 
D.M.R. 


Pari I.—S. H. Ali, G. W. Boden, M. L. Mundy, Mohamed 
Nasiruddin, Peggy O. Permain, and Nathan Sacks. 

Sir Henry Dale, F.R.S., has been appointed a member 
of the court of the university in place of the late Sir 
Cooper Perry. 


University of Aberdeen 

At a graduation on March 29 the honorary degree of 
LL.D. was conferred on Prof. James McIntosh, director 
of the Bland-Sutton institute of pathology at the 
Middlesex Hospital, London. The following diplomas 
were also conferred :— 

D.P.H.—John Leiper, N. A. Ross, and Marie 8. Sutherland. 


Central London Throat, Nose, and Ear Hospital 


The postgraduation school of this hospital has revised 
its syllabus and now provides two five-months courses 
each year, one beginning on June l and one on Jan, 1. 
In addition to systematic clinical teaching by a series of 
lecture-demonstrations the course includes anatomy and 
physiology with facilities for dissection of the head, neck 
and thorax, pathology and bacteriology, radiology, 
endoscopy, and speech therapy. Further information 
may be had from the dean of the school, Gray’s Inn 
Road, W.C.1. 


Royal College of Physicians of London 

At a meeting of the college held on April 3 Dr. Robert 
Hutchison was re-elected president. i 

Diplomas in child health were granted, jointly with the 
Royal College of Surgeons, to the following :— 


Akbar Ali, G. C. Babington, S. P. Bollmaine, N. S. Clark, 
M. S. M. Colswan, Wallace Freeborn, Frances M. Glyn-Hughes, 
A. A. Hakeem, Margaret M. Haslam, N. S. Hassan, J. D. Hay, 
Wiliam Heng, Luk-Yip Hui, Marjorie F. Landau, Sheila M. L. 
McWilliam, ©. N. Mills, Mary E. Novin, J. L. Parnell, S. M. 
Paw, Hilda Roberts, Alfred Rothwell, D. K. Shah, K. C. Shah, 
J. E. Simpson, J. J. Theron, and Margaret I. Wiliams. 


Diplomas in medical radiology and ophthalmic medicine 


of Surgeons to those candidates mentioned in our issues of 
Feb. 18 (p. 420) and March 18 (p. 671). 


Army Medical Advisory Board 

Prof. J. R. Learmonth, professor of surgery in the 
University of Edinburgh, has been appointed a member 
of this board in succession to the late Sir David Wilkie. 


Harveian Society of London 

The annual dinner of this society will be held on 
Thursday, June 8, at the Connaught Rooms, Great Queen 
Street, W.C.2. The hon. secretaries may be addressed 
at 14, Devonshire Street, W.1. 


Royal .Dental Hospital, London 

Dr. H. O. Schild has been appointed lecturer on pharma- 
cology and materia medica at the school of dental surgery 
of this hospital. 


Royal Society of Medicine 

On Tuesday, April 25, at 8.30 P.M., a reception will be given 
to the fellows of this society and their friends. At 9.15 P.M, 
Dr. Philip Gosse will give a lecture on St. Helena. Applica- 
tion for tickets should be made to the secretary of the 
society. 


Ophthalmological Society of the United Kingdom 

The annual congress of this society will be held at 
1, Wimpole Street, London, W.1, from April 20 to 22 
under the presidency of Dr. T. Harrison Butler. He has 
chosen as the subject of his opening address the anterior 
capsule. Prof. H. J. M. Weve (Utrecht) will deliver the 
Bowman lecture on diathermy in ophthalmic practice, 
and Mr. C. B. Goulden, Mr. A. H. Levy and Mr. R. Affleck 
Greeves will open the main discussion of the meeting 
which is to be on the problems of refraction. The remain- 
ing sessions will be devoted to personal communications. 
The hon. secretary, Mr. Frank Law, may be addressed at 
36, Devonshire Place, W.l. In connexion with the 
congress, as announced in our issue of March 25 (p. 737), 
the International Association for the Prevention of 
Blindness will hold its general assembly at 3 P.M. on 
April 19. The International Organization Against 
Trachoma will meet on April 21 at 8.30 P.M. to discuss the 
incidence and clinical type of trachoma met with in 
Europe and North and South America. The speakers 
will include Dr. F. J. Lavery (Dublin), Dr. Harry Gradle 
(Chicago), Mr. Arnold Sorsby, and Prof. Rohrschneider 
(Königsberg). There will also be a short discussion on 
the treatment of trachoma by sulphanilamide and its 
congeners, 
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Central Midwives Board 
The board has unanimously re-elected Sir Comyns 


Berkeley as its chairman for the year ending March 31, 
1940. 


Central Association for Mental Welfare 

A course for those engaged in the training of mental 
defectives in occupation centres, institutions, or mental 
hospitals, and for home teachers has been arranged by 
this association and will be held in London from July 3 
to 22. Further information may be had from the educa- 
tional secretary of the association, 24, Buckingham 
Palace Road, S.W.1. 


Carey Coombs Memorial Fund 


. This fund has now been taken over by the University 
of Bristol and the permanent memorial will take the 
following form :— 

1. A prize to be known as the Carey Coombs memorial essay 
prize to be awarded every third year for an essay on cardiology 
or & similar subject, open to the British Empire. , 

2. A memorial lecture on some medical subject to be given 
in Bristol every two years. 


Britain at the New York Fair 


A section of the British pavilion at the fair is devoted 
to an official description of British social services. The 
exhibit, which will be known as the public welfare hall, 
has been planned by the Ministries of Health, Labour and 
Agriculture, the Home Office and the Board of Education. 
Emphasis is laid on housing and slum-clearance, national 
insurance and contributory pensions, the employment 
and training services of the Ministry of Labour, the health 
of mother and child, public education, and facilities for 
leisure and recreation. A separate section is devoted to 
village life. 


Edinburgh Royal Infirmary 

A ward in the new neurosurgical department, which 
was established largely through the support of the late 
Sir Alexander Grant and members of his family, was 
cpened by Lady Grant recently. The department, 
which is under the charge of Mr. Norman Dott, will be of 
great value in enabling all the neurosurgical work to be 
centralised. A special advantage is that the new arrange- 
ment avoids the difficulty of duplicating the highly trained 
theatre staff which is necessary for this work. The depart- 
ment has excellent accommodation for both hospital and 
private patients, and all the modern devices are provided 
in the operating-theatre. A grant from the Rockefeller 
. Foundation has supplied most of the equipment. 


Charterhouse Rheumatism Clinic 

On March 29 the Duchess of Gloucester opened the 
new building of the Charterhouse Rheumatism Clinic in 
Weymouth Street. The clinic was started ten years ago 
in a room lent by the Charterhouse Mission in Southwark 
` (hence its name), its object being the free treatment of 
poor patients suffering from rheumatism and arthritis, 
using & special method of vaccine injections. After four 
years a second clinic was opened in Hallam Street, Port- 
land Place, for paying patients of small means, the fees 
for investigations and specialist attention being just suffi- 
cient to cover expenses, and the medical staff giving their 
services free. In time the number of patients, 500—600 
a week, became too great for the accommodation. 
The new building, which has cost £33,000, is planned to 
deal with 2000 patients a week. In addition to four 
main consulting-rooms it contains laboratories for routine 
examinations and research, manipulation, X-ray and 
physiotherapy departments, and a hospital floor where 
stretcher cases can be admitted for examination. The 
X-ray department contains a special ‘ wide-angle ” 
tube for the treatment of certain types of rheumatism, 
and has been planned so as to be as little alarming as 
possible. Each department is painted a distinctive colour, 
so that patients should have no difficulty in orientating 
themselves. In his speech at the opening ceremony 
Dr. Warren Crowe said the clinic had been self-supporting 
in the past and was expected to remain so; but £23,500 
was still required to complete the cost of building and 
equipment, and it was hoped to acquire an endowment 
for research. Mr. E. Hackforth, the .controller of the 
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insurance department of the Ministry of Health, read a 
message from the Minister of Health conveying his 
approval of the new premises as an institution at which 
insured persons may obtain treatment as an additional 
benefit granted by their approved societies. 


Medical Diary 


April 10 to April 15 


SOCIETIES 


PADDINGTON MEDICAL SOCIETY. 
TUESDAY.—9 P.M. (Great Western Royal Hotel, W.2), Dr. 
-Gerald Slot and Dr. D. C. Norris: Malingering. 
WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY.—-8.30 P.M. (De Vere Hotel, Kensington, W.8), Prof.E.C. 
Dodds and Dr. L. P. E. Laurent: Sex Glands in General 
Practice. 
WEST KENT MEDICO-CHIJRURGICAL SOCIETY. 
FRIDAY.—8.45 P.M. (Miller General Hospital, S.E.10), Dr. C. 
Killick Millard and Dr. W. A. MaclIlrath, and Dr. ©. O. 
Hawthorne and Mr. Stephen Power: That Voluntary 
Euthanasia Should be Legalised. 
MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 
THURSDAY.—8.30 P.M. (11, Chandos Street, W.1), Dr. 
Alexander Sandison: Escape into Activities. 
SOCIETY FOR THE STUDY OF INEBRIETY. 
TUESDAY:—4 P.M. (11, Chandos Street, W.1), annual meeting. 
Dr. Desmond : Some Present-day Problems 
Regarding Alcohol and Drug-addiction. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF GLASGOW. 

TUESDAY.—4.30 P.M. (Tennent Memorial Building, Church 
Street), Dr. A. M. right Thomson: The Eye in the 
Disorders of Pregnancy. 

BRITISH PO TORADUATE MEDICAL SCHOOL, Ducane 
oad, W.12. 

WEDNESDAY.—Noon, clinical and pathological conference 
ee 3 P.M., Clinical and pathological conference 
surg , . 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
conference. 3.30 P.M., Dr. P. M. F. Bishop: The Meno- 
pause and its Disorders. 

FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gyneecology). 2.30 P.M., Mr. H. A. T. 
Fairbank: Generalised Diseases of Bone. 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics and 
opera! Dne, obstetrical and gynæcological clinics and 
operations. 


Births, Marriages and Deaths 


BIRTHS 


ROBINSON.—On March 28, at Bexley, the wife of Dr. G. Waring 
Robinson—a son. 

UNDERWOOD.—On March 31, at Devonshire Place, W.1, the 
wife of Mr. William Underwood, F.R.C.S.—a son. 

Woonps.—On April 1, at Tresillian, St. Austell, to Bertha, 
the wife of Dr. T. G. Rewcastle Woods—a daughter. 


MARRIAGES 


BURKE—SHARWOOD SMITH.—On March 30, at Hermitage 
Parish Church, Lieut.-Colonel Gerald T. Burke, I.M.S. (retd.), 
to Kathleen Sharwood Smith. 

BUTCHER—CoOWAN.—On March 29, at the Church of Saint John 
the Evangelist, Edinburgh, Nigel Ross Butcher, M.B., of 
Durban, to Nancy Cowan. 


DEATHS 


BUCHANAN.—On March 26, Lieut.-Colonel Andrew Buchanan, 
I.M.S., M.A., M.D. R.U.I., of St. Jacques, Guernsey, and 
of Killyclogher, Omagh. 

Cra@c.—On March 26, at Billingborough, Lincs, Edward 
Henry Cragg, M.D. Brux., J.P., aged 78. Coroner for the 
Sleaford District for 30 years. 

DONALDSON.—On April 2, at Muizenberg, Cape, S. Africa, 
Sam Donaldson, M.R.C.S., late M.O., Crown Mines, 
Johannesburg. 

GABRIEL.—On March 28, at Norwich, William Mabson Gabriel, 
L.R.C.P.K., of Oulton Broad, Sutfolk. 

LISCOMBE.—On April 3, in London, Robert Henry Liscombe, 
M.B. Lond., D.P.H., D.T.M.& H., medical officer, the 
Burmah Oil Co., Syriam, Burma, aged 50. 

McGorty.—On March 30, Gerald James McGorty, M.C., 
M.B. Glasg., Major, R.A.M.C., Peninsula Barracks, 
Warrington. 

PaTERSON.—On March 30, at Manchester Royal Infirmary, 
Ronald Simpson Paterson, M.D. Manc., D.M.R.E., aged 45. 

SARGANT.—On March 29, at Amersham, William Edward 
Sargant, M.R.C.S., aged 76. 

SHELDON.—On arch 28, T. W. Sheldon, M.R.C.S., of 
Worlington, Bury St. Edmunds, Suffolk. 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deatha. 
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V acancies 


For further information rofer to the advertisement columns 


Bedford County Hosp.—Cas. O., at rate of £150. 


nen Canwell Hall Babies’ Hosp.—Res. M.O., at rate 
o ‘ 


Brighton, New Sussex Hosp. for Women, Windlesham Road.— 
pon ued: clin. asst. to outpatients. Also H.P., at rate 


Brighton, Royal Alexandra Hosp. for Sick Children.—Hon. med: 
clin. asst. 


Bonon County Borough.—Male sen. M.O. and asst. to M.O.H., 


Bristol City and County.— Asst. M.O.H., £500. 


Buckinghamshire County Council.—Deputy county M.O.H. and 
school M.O., £750. 


Cardiff, Welsh National School of Medicine.—Demonstrator in 
dept. of pathology and bacteriology, £250. 


Cheltenham General and Eye Hosps.—H.S. for eye, ear, nose and 
throat dept., £150. 


Chertsey, Surrey, Botleys Park Colony.—Jun. asst. M.O., £350. 
Chester Royal Infirmary.—H.S. to orthopeedic dept., £150. 


Chichester, Royal West Sussex Hosp.—Sen. and jun. H.S.’s, 
£175 and £125 respectively. 


Coventry and Warwickshire Hosp.—V isiting fracture and ortho- 
Peedic surgeon, £600. 


Dreadnought Hosp., Greenwich, S.E.10.—H.P., at rate of £110. 
Durham County and Sunderland Eye Infirmary.—H.S., £350. 
Essex County Council.—Temp. tuber. officer, £12 a week. 
Exeter, Wonford House Registered Hosp.—Asst. M.O., £350. 


Gilbert and Ellice Islands Colony, Central Pacific.—Asst. M.O. 
. for Ocean Island, £550. 


Glasgow Eye Infirmary.—Res. H.S., £150. 

Halifax Royal Infirmary.—Cas. O., at rate of £150. 

Hosp. for Sick Children, Great Ormond Street, W.C.1.—Out- 
patient med. reg., £150. 

Hove General Hosp.—Jun. res. M.O., at rate of £120. 

Ilford, King George Hosp.—H.S., at rate of £100. 

Lambeth Metropolitan Borough, S.W.2.—Deputy M.O.H., £840. 


Lancaster, Royal Albert Institution for the Feeble-minded.—Res. 
jun. asst. M.O., £375. 


Lancieri Joint Hosp. Board\—Med. supt. for infectious hosps., 


Leicester, City Isolation Hosp. and Sanatorium, Groby Road.— 
Res. M.O., at rate of £300. 

Lincoin City.—Asst. M.O.H. and asst. school M.O., £500. 

London County Council.—Asst. M.O. (Class I), £350. Asst. 
M.O.’s (class II), each £250. Also asst. district M.O.’s, 


£175-£150. 
London Hosp., E.1.—Surgical and medical outpaticnt first assts., 
each £150. Hon asst. anesthetist. Also hon. asst. 


physician to dept. of physical medicine. 

London University.— University chair of obstetrics and gynreco- 
logy, £2000. 

Seat i T aii County Mental Hosp., Parkside. —Asst. 

Maidstone, Kent County Mental Hosp.—First asst. M.O., £475. 

Manchester, Booth Hall Hosp. for Children.—Res. surg. O., £400. 

Manchester, Park Hosp., Davyhulme.—Asst. res. M.O. and 
jun. asst. res. M.O., atrate of £300 and £250 respectively. 

Manchester City.—Consultant dermatologists for Crumpsall 
Hosp. and Booth Hall Hosp., each £125. 

Manchester Ear Hosp., Grosvenor Square, All Saints’.—H.S., 
at rate of £150. 

Manchester Royal Infirmary.—Res. jun. M.O. for Barnes Con- 
valescent Hosp., at rate of £150. Second res. clin. patho- 
logist, £150. Also hon. asst. aural surgeon. 

Middlesex County Council.—Asst. M.O., £350. 
res. asst. M.O.’s, cach £250. 

Newark General Hosp.—Res. H.S., at rate of £175. 

North Western Child Guidance Clinic, Sheldon Road, N.VW.2.— 
Psychiatrist, £160. i 

Norwich, Norfolk and Norwich Hosp.—Cas. O., £120. 

Nottingham General Hosp.—H.P. and H.S. to orthopedic and 
fracture dept., each at rate of £150. 

Nottingham and Midland Eye Infirmarys—Res. H.S., £200. 

Oxford, Radcliffe Infirmary.—Asst. radiologist, £450. 

Paddington Green Children’s Hosp., \}’.2.—Hon. radiologist. 

Plymouth City Isolation Hosp — Asst. res. M.O.. £300. 

Rochdale Infirmary and Dispensary.—Second H.S., £150. 


Also two jun. 


Rotherham Hosp.—H.P., £18. i ; 

Royal Cancer Hosp., Fulham Road, S.WW.3.—Sen. asst. radiologist 
for therapeutic section of radiological dept., £450. Also 
radiologist, £400. 

Royal Naval Medical Service.—M.0O.’s. 

St. Leonards-on-Sea, Eversficld Chest Hosp.—Asst. res. M.O., 
£ 


150. 
St. Mary’s Hosp., W.2.—Cas. H.S., at rate of £100. 
Salford, Infectious Diseases Hosp.—Jun. asst. res. M.O., £200. 
She field Children’s Hosp.—H.S., at rate of £100. 
Southend-on-Sea General Hosp.— Res. anresthetist, at rate of £125. 
Stoke-on-Trent, London Road Hosp.—Two res. asst. M.O.’s, 
each £250. . 
Stoke-on-Trent, North Staffordshire Royal Infirmary.— H.S. to 
orthopedic dept., at rate of £150. 


Surrey County Council.—Asst. M.O., £600. 

Walsall, Manor Hosp.—Jun. asst. M.O., £150. 

Warrington Infirmary and Dispensary, &c.—Visiting pathologist 
and bacteriologist, £500. 

West London Hosp., Hammersmith, W.6.—Chief clin. asst. in 
X-ray (diagnostic) dept., £125. 

Wena Hosp., Broad Sanctuary, S.W.1.—Hon. appoint- 
ments. 

Winchester, Royal Hampshire Hosp.—H.P., at rate of £100. 

Wolverhampton, New Cross Hosp.—Asst. M.O., £200. 

Wolverhampton, Royal Hosp.—H.S. to fracture and orthopedic 
dept., at rate of £100. 

Woolwich and District War Memorial Hosp., Shooters Hill, S.E.18. 
—H.P., at rate of £100. 


Medical Referee under the Workmen’s Compensation Act, 1925, 
for the Paisley Sheriff Court District (Sheriffdom of 
Renfrew and Bute). Applications should be addressed to 
the Private Secretary, Scottish Office, Whitehall, London, 
S.W.1, before April 28. 


Appointments 


ANDERSON, J. C., M.B.St. And., F.R.C.S., hon. consulting 
surgeon to the Rampton State Institution, Retford. 

BAILLIE, M. Harpoon, F.R.C.S., resident surgical officer at 
St. John’s Hospital, Lewisham. : 

Buck, G. H., B.M. Oxfd, senior resident officer at the Royal 
London Ophthalmic Hospital. 

COHEN, E. LIPMAN, M.B. Camb., physician to the Western 
Skin Hospital, London. 

FORRESTER-W00D, W. R., M.B. Camb., F.R.C.S., hon. surgeon 
to the King Edward VII Memorial Eliot Hospital, Hay- 
wards Heath. 

HARVEY, M. S., M.B. Edin., D.P.H., assistant medical officer of 
health for Plymouth. 

KANDER, H. S., F.R.C.S., registrar to the Golden Square Throat, 
Nose, and Ear Hospital, London. 

MAXWELL, E. C. W., M.R.C.S., medical officer and public 
vaccinator of the Battle Public Assistance Institution. 
PATTERSON, ELEANOR, M.B., B.Hy. Durh., D.P.H., assistant 

medical officer of health for Exeter. 

Swartz, S. L., M.D. Manc., F.R.C.S.E., assistant resident medical 
ofiicer at the public assistance committee’s hospital, 
Newport, Mon. 

TOWNSEND, G. W. H., M.B. Dubl., D.P.H., county medical 
officer for Buckinghamshire. 

VERNON, Eric, M.D. Manc., F.R.C.S., resident surgical officer 
at the Crumpsall Hospital, Manchester. 


London County Council._—The following appointments, promo- 
tions, and transfers are announced. A.M.O. (I) or (II) = 
assistant medical officer Class I or II; (T) = temporary. 


SAVAGE, O. A., M.R.C.P., part-time rheumatism registrar (T), 
St. Stephen’s ; 

WYLLIE Davin, M.D. Edin., A.M.O. (I), St.Giles’ : 

RANK, B. K., M.S. Melb., F.R.C.S., A.M.O. (1), St. James’ ; 

SANDFORD, IRENF, M.B. Lond., A.M.O. (1), Hackney ; 

Jouns, T. A., B.M., Oxfd, A.M.O. (II), Queen Mary’s, 
Carshalton ; 

Henry, G. H., M.B. Sydney, A.M.O. (II), St. Leonard’s ; 

EDWARDS, A. M., M.B. Lond., A.M.O. (II), St. Stephen’s; . 

CaNN, A. M., M.D. Lond., D.C.H., A.M.O. (I), Queen Mary’s, 
Carshalton; and 

KENNEDY, J. P., M.B., N.Z., A.M.O. (II), Eastern. 


London Hospttal.—The following appointments are announced :— 


TAYLOR, HERMON, M.D. Camb., M.Chir., F.R.C.S., assistant 
surgeon ; 
HIckeEY, B. B., B.M. Oxfd, F.R.C.S., surgical first assistant 
and registrar; and 
PrIcE, R. E. A., M.B. Lond., first assistant to the skin and 
light-therapy department. 


Royal London Ophthalmic Hospital.—The following appointments 
are announced :— 


Cross, A. G., M.B. Camb., GREEVES, P. R., D.O.M.S. ; 
F.R.C.S. ; Hart, J. L., M.B. ; 


GREEVES, P. R., B.M. Oxfd, HENDERSON, J. R., M.B. ; 
D.O.M.S.; JOELS, J., M.B., D.O.M.S. ; 
HENRY, R. E., M.B. Sydney, LANCKENAU, NELLIE I., M.D.; 
*  D.OM.S.; LIPSCHUTZ, H., D.O.M.S. ; 
MACANDREWS, J. J., MEDLYCOTT, B. R., D.O.M.S. 
M.B. Dubl.: and MILNg, A. D., M.R.C.S.; 
WILLIAMS, R.C., M.R.C.S., first O’BRIEN, E. D. E., M.B. ; 
assistant medical officers. SCHLOss, ANNELIESE, M.D. ; 


IE 
BERNEY, HENRY, M.R.C.S., SINCLAIR, S. R., M.B. ; 


D.O.MS. ; Waso, F. C., M.R.CS. ; 
Burns, L., M.B. ; Younc, J. Horton, M.B.; 
CARTER, ROSE A., M.B.: and 


Cass, EMILY E., M.B. ; ZEITLIN, F. E., M.B., out- 


FLEMING, JEAN M., M.B. $ patient officers. 


Medical Referee under the Workmen’s Compensation Act, 1925: 
r. A. H. BAKER of Scarborough, for the New Malton, 
Scarborough and Whitby County Court Districts (Circuit 

No. 16). 


® Subject to confirmation. 
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NOTES, COMMENTS, AND ABSTRACTS 


PRINCIPLES OF MEDICAL RESEARCH * 
CAUSE AND CURE 


By Lorenz S. MricHaE.is, M.D. Berlin, L.R.C.P.E. 


OLINIOAL ASSISTANT IN THE ORTHOPAEDIC DEPARTMENT, 
ST. JOHN’S OLINIC, LONDON 


IN any discussion of the prevention and cure 
of cancer, whether between medical men or others, 
sooner or later someone will express resignation with 
a sigh. If only we knew its cause, he will say, this 
terrible disease could surely be abolished. And 
with this statement, with which everybody seems to 
agree, the discussion passes on to another subject. 

But is it true? If it were, it would imply the truth 
of three premises. First, there must be one single 
` cause for cancer, which has not yet been discovered. 
Secondly, diseases whose causes are known can be 
cured. Thirdly, diseases whose causes are unknown 
cannot be cured. And above all it would have to 


be taken for granted that cancer is a disease sui‘ 


generis like tuberculosis or typhoid fever. 

It might prove useful to try to decide whether 
all these implications are justified. If they are not, 
the conclusion that the success of our fight against 
cancer depends on the discovery of its cause is mis- 
leading, and this might have an important bearing on 
the value of a great deal of the research in this field. 

While no single cause is known which could be 
responsible for all cancers, a variety of causes have 
been discovered which account for a great many 
cases of cancer. Both in man and animals many 
chemical substances have been shown to produce 
cancer. Rays, especially X rays, do the same. 
Certain congenital malformations form the basis 
for cancer just as do certain processes of repair 
such as scars. For some cancers endocrine disturb- 
ances have been shown to be the predominant causal 
factor, for others extensive structural changes of 
unknown sxtiology—e.g., osteosarcomas in Paget’s 
disease. But, say some workers in cancer research, 
these so-called causes of cancer are only secondary 
ones, behind which hides the one primary factor. 
Many hypotheses have been advanced as to the nature 
of this factor. Constitution, heredity, lack of 
immunity or resistance (either congenital or acquired), 
racial, climatological and dietetic factors have all 
been suggested, and various infective agents are the 
subject of extensive research in this country. If 
it were true that the real difficulty in the search 
for the cause of cancer was the complicated mechanism 
of its ætiology, the enormous efforts being made to 
find this primary cause would be justified, but only 
then. [The dual causation of disease is nothing new 
in pathology. Without certain constitutional, heredi- 
tary, or other predisposing factors even tuberculosis 
will not arise, in spite of the bacillus being present.] 

Our second thesis, that we are able to cure diseases 
whose causes we know, sounds very convincing. 
Malaria and syphilis, diabetes and diphtheria are 
examples in its favour. But what of whooping- 
‘cough or even tuberculosis itself ? In one the cause 
is almost and in the other quite certain, but can we 
claim that this has led us to an unfailing cure ? 
It is true that any day the discovery of an agent 
specific and powerful like the new sulphonamides 
against streptococcal infections may be announced, 


*A previous article entitled ae Limitations of Histology 
appeared in our issue of Jan. 21, 6. 


but certainly the results of the attempts of Koch 
and many after him to apply their knowledge of the 
cause of tuberculosis to the production of a cure 
did not come up to even the most modest expectations. 
No-one would deny that there is some connexion 
between the discovery of cause and the discovery 
of the cure of a disease, but it must still be regarded 
as a very loose one. 

Lastly, is it true that we cannot cure diseases 
where cause is unknown? Two of the outstanding 
advances in therapeutics of recent years are the 
insulin treatment of diabetes and the treatment of 
pernicious anemia with liver- and stomach-extracts. 
But while in diabetes the development of treatment 
arose directly from the systematic discovery of the 
cause, this sequence of events did not apply to 
pernicious anæmia. Here success; not less complete 
than in diabetes, followed a curious mixture of 
accidental and empirical feeding experiments with 
raw liver, for which less disagreeable and more 
concentrated substitutes were found later. This 
life-saving therapy came indeed as a surprise to those 
who had tried for many years to discover the cause 
of the disease. Even now, ten years later, in spite 
of the knowledge where to look for it, the cause 
proper cannot be said to be known. It will be found, 
perhaps very soon, but the fact remains that a most 
severe disease, known for a long time as a clinical 
entity, can now be cured without its cause being 
known. 


THE TRUE BASIS OF RESEARCH 


I believe that we must replace our three premises 
by three statements to the contrary. First, many 
causes of cancer have been discovered. Even if 
we admit the possibility of one or more underlying 
primary factors, this would not mean that less is 
known about the causation of cancer than of other 
diseases. Secondly, there are important diseases 
where cause has been known for a long time but for 
which we have no causal cure. Thirdly, the cause 
of at least one important disease we can cure is still 
unknown. It follows that there is no direct connexion 
between knowledge of the cause of a disease and of 
its cure, and therefore if the primary cause of cancer— 
of doubtful existence—were discovered, we should not . 
necessarily be able to prevent or cure cancer more 
successfully than we do now. On the other hand, a 
more effective cure for cancer might well be discovered 
before we know more about its etiology. It might 
even be that—as happened in the case of pernicious 
anzemia—only the discovery of the cure would lead 
us nearer to the cause, 

But is cancer a disease sui generis rather than a 
group of many diseases, each with its own symptoms 
and signs and some with a known cause? Obviously 
there are two ways of looking at this problem. Those 
who think that malignant growth is a disease sui 
generis look on it as a phenomenon comparable to 
tuberculosis, a complex of changes which may occur 
in almost any tissue in consequence of a common 
causative agent. It is these workers who, led by this 
analogy, set out to discover a common cause to all 
cancers. The other way of considering the problem 
is to group malignant growth with the other basio 
responses of cells and tissues like degeneration or 
regeneration, and to think of it as one of the few 
possible reactions to numerous etiological factors 
and their combinations. It would then seem as 
futile to search for a single cause of malignant growth 
as for a single cause of degeneration. We would 
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have to agree that there are many causes in every 
case of cancer depending on the organ in which 
the growth starts and on a number of variable factors 
in every individual. 

If this second attitude were generally adopted it 
would lead to a change of policy in cancer research. 
The search for a common cause would give place to 
the intensified study of clinical material and present 
and possible future lines of cure. Clinical observa- 
tion and early diagnosis, surgery and radiology do 
much already. They may be expected to attain more 
by further development of their resources. And the 
discovery of new lines of therapeutic attack is by 
no means impossible. 


APPLICATION TO OTHER PROBLEMS 


Is the cancer problem the only one to which these 
considerations apply ? Might it not be useful for 
instance to apply them to the problem of the cause 
of rheumatism ? Here too a great deal of work and 
thought is being expended on the search for a cause. 
Should not the question be asked whether it is 
probable that there exists a single cause for the wide 
variety of diseases gathered under the name of rheu- 
matism ? Is it not more likely that here again certain 
tissues (muscle, tendons, fascis, synovial tissues, car- 
tilage, bones) respond in their specific fashion to many 
different causes and their combinations? If we were 
agreed that climate, damp, food, infection, endocrine 
and constitutional factors are ‘combined causes in 
every case, their relative preponderance varying 
from individual to individual and from organ to 
organ, would that not be more consistent with the 
variety of this complex group of diseases than 
one single cause? Would not the study of these 
individual causes in every clinical case prove more 
useful than the pursuit of the traditional ideal, the 
primary factor ? 

Remembering our conclusions as to the connexion 
between cause and cure, is it likely that even if such a 
factor were discovered it would lead to progress in the 
therapeutic field ? It seems more certain that pains- 
taking research into the history, signs and symptoms 
of as many patients as possible should form the front- 
line of attack. Immediately behind should follow 
the study of our manifold therapeutic efforts and 
their combinations, about which much less is known 
than the existence of ‘‘routine treatments”? might 
suggest. It should be our endeavour to find out the 
right combination of treatment for each individual 
patient—not just for fibrositis or arthritis—and we 
should search for the individual combination of 
causes in every case. 

xæ * * 


From the stormy seas of speculation as to the cause 
of disease bacteriology, the pilot, has brought a 
whole fleet safely into the harbour where many 
ships now are moored each to a single pier. But 
there are giant ships outside, too big ever to enter 
the port. They will have to be docked with the help 
of many tugs. In time we shall be able to take stock 
of what they contain. 


GRAINS AND SCRUPLES 


STUDENT writes: The Part-time Professor 
responsible for last month’s Grains and Scruples 
may be interested in another example of unconscious(?) 
humour in a university handbook. The sylabus 
for the Liverpool school of medicine contains the 
following passage: ‘‘ New animal-houses have ‘now 
been built on the roof, thus affording additional 
accommodation for students.” 
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DETECTION OF TOXIC GASES IN INDUSTRY 


THE Department of Scientific and Industrial 
Research has issued two more pamphlets giving 
methods for detection of gases. Leaflet No. 3 deals 
with sulphur dioxide, which, it is stated, should not 
exceed a concentration of i in 100,000° for several 
hours’ exposure or 1 in 2000 for short exposures. 
It is generally considered that the nose will detect 
the smell of burning sulphur when the concentration 
of SO, is about 1 in 1,000,000, which may be reached 
for short periods during a bad London fog, and 
people who have never lived in a town are still more 
sensitive. The test recommended is of the same 
type as those already published for sulphuretted 
hydrogen and hydrogen cyanide—i.e., drawing the 
suspected air through a treated filter-paper with a 
syringe and comparing the stain produced with a 
sheet of reproductions of stains produced by known 
concentrations. The reaction used is the reduction of 
potassium iodate to iodine, which gives the well- 
known stain with starch. The paper is kept moist 
by adding a little glycerin to the reagent, and the 
unfavourable effect of this addition on sensitivity 
is counteracted by adding potassium iodide as well 
as iodate. 

Leaflet No. 4 gives a test for benzene on rather 
different lines, the air to be tested being drawn 
through the reagent in a bubbler, the standard 
exhaust pump used for the other tests being employed 
for this purpose. The reagent is concentrated sul- 
phuric acid containing 5 per cent. of formalin, which 
yields an orange-brown colour with even traces of 
benzene or its homologues, most of which are toxic. 
A standard (1 per cent.) solution of sodium nitro- 
prusside is used for comparison. The standard 
colour is produced in the test liquid after less than one 
stroke of the piston of the syringe by a concentration 
of benzene vapour of 1 in 700, and 18 strokes are 
needed to produce it when not more than 1 in 10,000 
is present. Between these limits a table shows the 
concentration to be inversely proportional to the 
number of strokes required. 


OLD MEDICAL BOOKS AND MSS. 


AN interesting medieval manuscript of south 
German origin, written about 1410, is being shown 
by Orion Booksellers Ltd., 9, Bloomsbury Street, 
London, W.C.1. It is one of a group of manuscripts 
containing allegorical drawings, but its chief medical 
attraction is that it has four folios depicting the 
anatomical points used for venesection. One of the 
best of the group is a Munich MS, from the 
Benedictine Abbey of Metten, Bavaria, and two 
of its drawings are similar to a couple in the present 
MS. The British Museum MS. Arundel 83 has similar 
drawings, and a much finer MS., also with anatomical 
drawings showing the veins, was sold at Sotheby’s 
in 1931 for £2200 and passed into the possession of 
the late Sir Henry Wellcome. 

Even minor medical MSS. fetch a good price in the 
sale-room. At the sale of letters and papers from 


Hartwell House, Bucks, at Sotheby’s on March 6-8 


this year the manuscript report of John Hunter on his 
diagnosis and prescription in the case of Sir William 
Lee’s cook fetched £16, and three letters from Stephen 
Hales, the naturalist, written to Sir George Lee while 
a Lord of the Admiralty (to which post he was 
appointed in 1742), detailing an invention intended 
to facilitate the respiration of seamen in the well of 
a ship—a precursor of the modern gas-mask—were 
sold for £13. 

At least three important MSS. are listed in cata- 
logues received from E. P. Goldschmidt and Co. 
Ltd. (45, Old Bond Street. W.1). There isa complete 
MS., well written in an Italian hand about 1300, of 
Bruno de Longoburgo’s “ Chirurgia Magna,” one of 
the most famous of medieval surgical textbooks. 
Dino di Garbo is represented by a fourteenth century 
MS., in an Italian hand, of his ‘‘ De Emplastris et 
Unguentis.”” The third MS. is a pen-drawing by 
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Jan Stephanus van Kalkar of the figure of a flayed 
man, showing all the superficial muscles. Each 
` muscle is labelled to refer to the text presumably of 
Vesalius’s work on anatomy, and this drawing was 
probably rejected by Vesalius in favour of the one 
that appears in his book. The artist was a pupil 
of Titian and died at Venice in 1546. The same 
catalogues list a sixteenth-century German surgical 
saw, a sixteenth-century Arabian surgical knife, 
marked ‘‘ Albazeti,’”? of a traditional pattern that 
goes back several centuries earlier to Albucasis, and 
a set of four eighteenth-century brass cupping- 
vessels of various sizes and shapes. Inf this connexion 
it is interesting to note that on March 29 this year 
at Christie’s, a Queen Anne plain silver cupping- 
bowl by Nathaniel Locke, 1713, was sold for £36 10s. 
(£10 per oz.). 


We have also received from David Low (17, Cecil 
Court, London, W.C.2), a catalogue of 250 old books 
on the history and practice of medicine, from the 
library of the late Prof. William Stirling and other 
sources. They include two editions of Johann 
Heinrich, Cohausen’s ‘‘ Hermippus Redivivus, or the 
Sage’s Triumph over Old Age and the Grave,” 
described by Dr. Johnson as ‘“ furnishing a curious 
history of the extravagancies of the human mind.” 
Cohausen thought that the secret of longevity was 
inspiration of the breath of young boys. He also 
published at Amsterdam in 1716 an amusing satire in 
Latin on snuff-taking, entitled ‘“ Dissertatio Satyrica 
Physico-medico-moralis de Pica Nasi, sive Tabaci 
Sternutatorii.”’ 


A WARNING 


WE are informed by the London and Counties 
Medical Protection Society that a young woman is 
calling on west-country doctors soliciting a subscription 
to an American medical journal. She explains that 
if she procures 700 subscribers the firm issuing the 
journal will pay her expenses at a university in this 
country. One of the doctors approached, after 
promising to subscribe, has stopped his cheque on 
suspicion that the story may have been concocted 
merely as a method of canvassing. 


RESEARCHES ON FOOD 


AMONG the studies described in the annual report 
for 1937-38 of the Department of Scientific and 
Industrial Research (Cmd. 5927, H.M. Stationery 
Office) are those undertaken by the Food Investiga- 
tion Board, which have covered a wide range. An 
investigation of the progress of acidification of 
muscle port mortem has shown that hardening, which 
is the essential feature of rigor mortis, involves a 
decrease of elasticity and an increase of viscosity 
of the muscle, both effects being apparently due to 
the shrinking of myosin, the protein of the fibril, 
by the acid produced. The changes in composition 
of the fat of the pig during growth have been studied 
as well as other matters which may ultimately be 
of practical use in the pig industry. The discovery 
that parts of the alimentary tract of certain fish, 
particularly halibut, contain large quantities of 
vitamin A is of interest. The storage of 26 tons of 
apples from early in October to Feb. 22 in an 
atmosphere kept at 2-5 per cent. oxygen and 5 per 
cent. carbon dioxide in the gas store at Ditton was 
completely successful, and pears grown in this country 
were kept in a somewnat similar atmosphere for 
five or six months. Study of the dry and wet 
methods of curing bacon and hams has shown that 
the pink colour of the flesh of these products is 
produced by the action of nitrites formed by bacterial 
action from nitrate of potash used with salt in the 
brine and also that most organisms fail to grow 
in brines of over 20 per cent. strength at blood heat. 
The problem of killing spores of bacteria when canning 
solid foods has led to an investigation of the rate of 
penetration of heat through meat and other dry 
packs. That properly canned foods can be kept 
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sound for many years was shown by the good 
condition of roast veal in a can, recently opened, 
which was taken by Parry in his voyages to the 
Arctic in 1824-25, 


DIPHTHERIA INOCULATION OF 
| PROBATIONER NURSES 


BETWEEN the end of May, 1930, and the beginning 
of July, 1937, 1070 probationers at the Blegdams 
Fever Hospital in Denmark were inoculated against 
diphtheria with Ramon’s anatoxin. Dr. Plum! says 
that at first the anatoxin was given either by sub- 
cutaneous injection or by nasal instillation; later 
both routes were used, injection being followed by 
instillation. The reactions to subcutaneous injection 
were studied in 300 cases; a local reaction appeared 
in 92 per cent. within the first 24-48 hours. In a few 
cases it was pronounced, and the inflamed area was 
not only tender but actually painful. The reaction 
rarely lasted more than a week, and seldom inter- 
fered with the probationer’s work. In one case only 
did a sterile abscess develop. No relationship could 
be established between the severity of the local 
reaction and the increase in the amount of antitoxin 
in the blood. A general reaction, lasting mostly 
1-4 days, was observed in about a third of the proba- 
tioners, who had general malaise, lassitude, headache, 
giddiness and vomiting. A few had to stop working 
and go to bed for a couple of weeks. A comparison 
of the diphtheria morbidity-rates before and after the 
introduction of this measure supported its value. In 


‘the 6 years ended in 1929, 9310 cases of diphtheria 


were treated; 84 probationers contracted it and 
l of them died. The number of days of sickness 
was 2698. In the 6 years ended in 1936, when 6890 cases 
were treated, there were 18 cases and no deaths among 
probationers whose inoculations had been com- 
pleted, and the number of days of sickness was 
only 566. Dr. Plum holds that in spite of the dis- 
comfort sometimes associated with this prophylactic 
treatment it is well worth giving. 


l; Plum, Py Ugeskr. Laeg. 1939, p. 67. 


THE LANCET 100 YEARS AGO 


April 6, 1839, p. 78. 
From an article on the doctrine of a vital principle, 
by Dr. J. JOHNSTON KELSO of Lisburn. 


THE observation of the illustrious author of “ The Man 
of Feeling,” is no less true than beautiful, —“‘ That in 
knowledge and philosophy the chief purpose of research 
should ever be fixed on making simple what is abstruse, 
not abstruse what is simple.” Fortunate, indeed, it had 
been for the interests of physiological science, if those 
writers who have advocated the doctrine of a vital principle 
had been guided by the comprehensive spirit of this sage 
precept of Henry Mackenzie;... 

The idea of a peculiar, incomprehensible power pervading 
the entire organisation, as essentially consisting of fluids 
and solids, influencing alike the minutest molecules and 
the several tissues of which the various organs are com- 
posed, and originating and maintaining all the special 
phenomena and actions of living organised beings, dates 
its origin at the early, but rather inauspicious, dawn of 
the science of physiology. The “‘vis Plastica”’ of the 
ancients; the ‘‘ Spiritus Archeus’’ of Paracelsus and 
Van Helmont; the “ Anima” of Stahl; the “ Bildung- 
strieb ” of Blumenbach ; the ‘“‘ Matter of Life” of Mr. 
Hunter; the “ Vital Principle,” “ Spirit of Animation,” 
&c, of other writers, are modes of expression all of which 
obviously point to the same hypothetical principle. .. . 
Of the existence, however, of this purely imaginary 
principle, as a distinct entity, we have not the 
slightest shadow of proof, either in fact or in collateral 
probability ;... 
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ADDRESSES AND ORIGINAL ARTICLES 


SURGICAL ANATOMY OF THE 
SUBTENTORIAL ANGLE 
WITH SPECIAL REFERENCE TO THE ACOUSTIC AND 
TRIGEMINAL NERVES* 


By E. P. STIBBE, F.R.C.S. 


PROFESSOR OF ANATOMY IN THE UNIVERSITY OF LONDON 
AT KING’S COLLEGE 


THE work described below was carried out as part 
of an endeavour to answer three questions. Two of 
these concern the cochlear division of the eighth 
cranial nerve: 


(1) Are the anatomical relations of the acoustic 
nerve such as to suggest the possibility of high blood- 
pressure and vascular disease affecting this nerve? 
In other words is there any local topographic explana- 
tion of the group of apparentt Meniére’s syndrome 
not associated with labyrinthitis—or of cases of severe 
tinnitus believed to be caused by high blood-pressure, 
with or without labyrinthitis? ' 

(2) If the usual methods of treatment of tinnitus 
fail to cure the condition or to give great relief, is it 
a practical surgical proposition to divide the cochlear 
part of the eighth nerve ?—provided, of course, that 
the surgeon feels that the case is sufficiently serious 
and obstinate to justify a formidable operation. 


The third question concerns the trigeminal nerve: 


(3) What light can be thrown anatomically, histo- 
logically, and experimentally on the comparative 
merits of the various methods of resecting portions 
of the fifth nerve in the treatment of idiopathic 
trigeminal neuralgia ? 


The study of these three problems is approached 
by the following methods :— 


Anatomical.—(1) The anatomy of the subtentorial 
angle in which these nerves are found. 

Experimental.—(2) Access for surgical purposes to 
the auditory nerve. 

(3) Access (for the purpose of resection) to the 
fifth nerve. 

(4) Experimental studies, in monkeys, of resections 
of different parts of the fifth nerve. 


Anatomy of the Subtentorial Angle 


For years I have been in the habit of teaching a 
region under the name of subtentorial angle, and I 
believe that other teachers use the same expression. 
The expression is not found in textbooks and does 
not appear to be an accepted name. Textbooks 
describe the posterior cranial fossa and the sub- 
tentorial region ; cerebellopontine angle is a familiar 
anatomical term and cerebellopontine tumour a well- 
known clinical entity. The new expression sub- 
tentorial angle is introduced to carry the implication 
of the extreme narrowness of the special region to 
which the name is applied. Tumours, for example, 
in this space cause great pressure upon and deforma- 
tion of the brain-stem; or a soft tumour in the 
space will sometimes be seen creeping out along the 
internal auditory meatus. Again, acoustic-nerve 
tumours (“ acoustic neuroma’’) often compress and 
deform the trigeminal nerve; and—most striking 
evidence of a very constricted space—the relief of 


è Based on a Hunterian lecture delivered before the Royal 
College of Surgeons on Jan. 27, 1936. 

t These are described as “apparent ’’ because Meniére’s 
syndrome is often referred to as though it meant only that 

oup of the deafness-vertigos associated with definite 
fabyrinthine suppuration. 
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pressure induced by a decompression when the 
tumour is irremovable may lead to an almost 
immediate cessation of the fifth-nerve symptoms. 
For these reasons, then, the term subtentorial 
angle is introduced. It is defined as that narrow 
space in the form of a triangular pyramid (fig. 2) 
situated under the lateral part of the anterior half of 
the tentorium cerebelli. The apex of the angle is 
directed medially and forwards and is the region 
where the cerebral peduncle leaves the pons and 
passes through the “door” of the tentorium. Here 
the pons is jammed rather tightly against the narrow 
anterior part of the overlying tentorium. Just below 
this lies the sixth cranial nerve piercing the dura 
mater on the basisphenoid (fig. 1). The base 
(surgically the inlet into the space) opens laterally 
and posteriorly across the sigmoid sinus into the 


Fic. 1—General view of subtentorial space after removal 
of tentorium cerebelli. 5, trigeminal nerve ; 6, abducent 
nerve; 7, facial nerve; 8, acoustic nerve in two divisions. 
Note anterior inferior cerebellar artery passing below 
nerves on left side and between them on right, 


posterior part of the posterior cranial fossa. The 
walls (figs. 1 and 2) are: above and laterally the 
sloping and rather rigid and tight tentorium ; below 
and laterally the sloping posterior surface of the 
petrous portion of the temporal bone; above and 
medially the lateral part of the inferior surface of the 
lateral lobe of the cerebellum and, further forwards, 
the side of the pons. The space is not wider than 
3 in. at its widest part and is about 1 in. in depth. 


Contents of the space.—This space is naturally a 
part of the subarachnoid space and as such contains 
cerebrospinal fluid in a fine network of trabecule 
stretching across from the arachnoid on the bone to 
the pia mater on the cerebellum and pons. (The 
arachnoid stretching across from the under surface of 
the pons to the adjacent part of the cerebellum forms 
a shallow cisterna to allow of the passage of the 
contents of the space. This is sufficiently definite 
to justify the application to it of a name; the name 
cisterna parafloccularis is suggested.) In this region, 

P 
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as in other parts of the posterior fossa, the trabeculz 
are exceedingly well marked and some of them 
coarse (fig. 3), a point of interest since, if our con- 
ceptions of the circulation of cerebrospinal fluid are 
correct, a considerable amount of the fluid will have 
to pass up through this network to reach the tentorial 
opening. Another place where the trabecule are 
particularly well marked is in the neighbourhood of 
the so-called cisterna magna near the middle line, 
where they stretch forwards so strongly that they 
form something like a septum. This is of interest in 
endeavouring to displace the cerebellum in posterior 
fossa operations and will be referred to later. Crossing 
this subarachnoid space are the fifth nerve and the 
seventh and eighth nerves and the nervus intermedius 
(fig. 1). The first group met with in approaching the 
region from behind is the composite of the eighth 
and seventh and nervus intermedius ; the eighth, the 
first one to be seen in the posterior approach (fig. 2), 
is divisible anatomically, as well as functionally, into 
two parts—namely, the cochlear and vestibular. Of 
the group as a whole it is to be noted that it lies well 
in front of the most lateral projection of the cerebellum 
(fig. 1); so that one has to work forwards round the 
corner of the cerebellum; but up to this point the 
cerebellum, even in small monkeys, is easily retracted. 
The serious difficulties begin in working forwards 
beyond the eighth and seventh nerves to reach the 
fifth. The general direction of the nerves is notably 
upwards. The eighth is the most posterior, and the 
nervus intermedius comes off in intimate association 
with the eighth and runs independently between the 
eighth and seventh as far as the internal meatus, 
where it joins the seventh. This is the taste part of 
the nerve connected with the fasciculus solitarius ; 
the secretomotor part of the nerve has its course not 
only in front of the eighth but at a much higher 
level. The cochlear division of the eighth nerve is 
separate from the vestibular at its origin and is the 
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Fia. 2—Subtentorial angle as seen from behind. More than 
half the lateral lobe of the cerebellum has been removed. 


first part of the nerve to be seen in approaching it 
from behind. 

Arteries.—The anterior inferior cerebellar artery is 
the principal vascular content of the space (figs. 
1 and 3); it passes backwards generally under the 
fifth nerve and with a varying relationship to the 
seventh-eighth composite. Most frequently it passes 
under these—i.e., between these and the pons 
(fig. 1). Occasionally it passes over them; and ‘not 
uncommonly it passes right through the nerves, 
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Fig, 3—The viI-viII nerve-composite in the subtentorial 


angle. vu, facial nerve; vm, acoustic nerve; N.I., 
nervus intermedius; A.I.C., anterior inferior cerebellar 
artery ; I.4.A., internal auditory artery. Note the well- 
marked trabeculation of the subarachnoid space, 


between the seventh and eighth, looping under the 
seventh and over the eighth (fig. 3) or sometimes 
over the seventh and under the eighth (fig. 4). In 
any case the artery is very tortuous, with a specially 
strong loop bringing it into immediate relationship 
with these nerves. At this part of its course it gives 
off, in most cases, the internal auditory artery, which 
holds it towards the meatus and therefore a little 
way out from the brain-stem and is the cause of the 
main loop, so that the most proximal part of the nerves is 
relatively free from arteries (fig. 3). In contrast with 
this, the distal part of the nerves is accompanied 
by the internal auditory artery. 
inferior cerebellar artery runs along the extreme 
lower part of the space, coming into intimate rela- 
tionship with the most caudal nerves (ninth, tenth, 
and eleventh) and need not concern us in working on 
the eighth and fifth nerves. 

Veins.—The upper part of the space is crossed by 
several small veins representing the superior cerebellar 
vein and the anterior inferior cerebellar vein. These 
run from the cerebellar margin across to the superior 
petrosal sinus. They are not constant, but com- 
monly two veins may be expected to lie about the 
auditory nerve and one larger vein between this and 
the fifth nerve. 


Surgery of the Auditory Nerve 


The intracranial part of the auditory nerve 
described above is of surgical interest from three 
viewpoints :— 

(a) The effects of acoustic tumour. 

(b) The possibility of an explanation of certain cases 
of Meniére’s syndrome without gross labyrinthine 
disease, or of additional factors in its causation when 
labyrinthine suppuration is present. 

(c) The question whether it is a practical proposition 
to divide the cochlear part of the eighth nerve in 
certain cases of tinnitus. 


(a) Acoustic tumour.—lIt is only necessary to mention 
the early and general rise of intracranial pressure 
associated with the presence of this tumour right in 
the path of the cerebrospinal fluid, in an area already 
overcrowded and trabeculated. Similarly, the con- 
stricted nature of the area accounts for the production 
of hydrocephalus by the action of the above conditions 
and by marked compression and angulation of the 
pons and medulla (fig. 5). This deformity of the 


The posterior - 


` blood-pressure (Wharry 1924). 


Fic. 4—vVariations in the relationship of the anterior 
inferior cerebellar artery to the vu and vil nerves 
(see text). 


brain-stem is a striking feature of these tumours; 
indeed there is sometimes actual destruction of the 
brain-stem with loss of the projection paths. 

The special interest of the acoustic tumour in the 
present connexion is its relation to the trigeminal 
nerve, which is commonly and early involved by 
forward extension of the mass. The order of appear- 
ance of the fifth-nerve symptoms throws light on the 
distribution of the fifth-nerve fibres. Significant of 
the tightness of the space is the fact that, when the 
tumour is deemed irremovable, the mere decom- 


pression operation leads to rapid relief of the fifth- 


nerve signs (as in a case J shall describe later). 

(b) Meniére’s syndrome.—Cases of deafness and 
abrupt attacks of giddiness of epileptiform onset 
without labyrinthine disease are well known. It has 
been suggested that these may be due to increased 
blood-pressure (Maybaum 1918), or that, even with 
labyrinthitis, the underlying feature is increased 
Wharry, working on 
clinical grounds only, reports a number of cases of 
severe tinnitus, some apparently ‘‘ primary,” others 
as sequels to labyrinthine disease. Many of these 
cases showed increased general blood-pressure, and 
the administration of trinitrin completely relieved the 
tinnitus —with relapse after the blood-pressure was 
allowed to rise again. Whatever may be the merits 
or otherwise of the pathological conception, it is a 
fact that the anatomical conditions are such that 
gross changes in the anterior inferior cerebellar 
artery might well irritate the eighth nerve—not only 
mechanically but also because this artery is the 
source of the blood-supply of the two nerves and of 
their ganglia. Stopford (1930) has shown that the 
internal auditory artery arises in most subjects from 
the anterior inferior cerebellar: I found this in 16 
out of 26 cases; moreover, even if arising from the 
basilar artery, the internal auditory would be likely 
to be in the same pathological state as the other 
arteries of the region. 

(c) Surgical treatment of tinnitus.—Although it 
seems that the eighth nerve was successfully resected 
as early as 1898 (Thomas) there are few descriptions 
of a proper set operation for this purpose. For 
example, Sachs and Alvis, writing as recently as 
1921, say : 

“ Various methods have heretofore been used for 
cutting the eighth nerve intracranially. The favourite 
method has been to go through the mastoid process 
and pass a hook or knife in blindly, and sweep it 
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around. Biehl (1900) and Thomas (1898) are the 
only ones who have applied an intracranial approach 
by retracting the lateral lobe of the cerebellum, and 

an Gehuchten (1895) says he doubts if it can be done. 

‘* As one of us had repeatedly exposed the eighth 
nerve by this route in human beings, and was opposed 
to operative measures carried out in the dace this 
method was used. The operative difficulties are far 
greater, however (in dogs), than in human beings, on 
account of the peculiar distribution of blood-vessels, 


. This accounts for our high mortality in this group of ` 


animals, The operative approach necessitates retract- 
ing the cerebellum slightly, and even the gentlest 


_ retraction causes degenerative changes as shown by 


the Marchi method.” t 


Potts (1908) and Dench (1912) successfully divided 
the eighth nerve for the relief of severe tinnitus. 
Frazier (1913) gives a detailed account of a case in 
which immediate relief of intolerable tinnitus was 
obtained by section of the eighth nerve. In none of 
these cases does the attempt seem to have been made 
to segregate the cochlear fibres and divide these 
only. The point of the present paper is to endeavour . 
to show that it is possible surgically to section the 
cochlear nerve without interfering with the vestibular. 
Olose to the pons the cochlear division of the nerve- 
composite is separate from the vestibular, differs from 
it in texture (consisting of more closely packed and 
finer fibres), and can be individually dealt with. 
Moreover, in this position no blood-vessel of any 
magnitude is in danger. Nearer to the meatus the 
cochlear nerve disappears under cover of the ves- 
tibular and is inaccessible; here too the anterior 
inferior cerebellar and internal auditory arteries are 
in immediate relationship with the nerve. Close to 
the pons in the cadaver and in the living monkey, a 
hook can be introduced between the two nerves, and 
that part which lies nearest the operator—namely, the 
cochlear—can be cut or torn across, \ 


' 
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Fig. 5&—Deformity of pons and medulla produced by a large 
acoustic tumour. Note displacement of trigeminal nerve. 


Note on the operative procedure in monkeys.—The 
animals used were well-developed specimens of 
Macacus rhesus, They were kept in the department 
for a week or more before operation—a procedure to 


t I found that in practising Dandy’s (1929) posterior-fossa 
approach to the fifth nerve in monkeys, the retraction of the 
cerebellum caused such torsion of the mid-brain as to give very 
extensive areas of degeneration and thus spoil any attempt 
to trace ascending degeneration. l 
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be recommended with such animals for any experi- 
. mental purposes—so that they get at least relatively 
tame, accustomed to the laboratory assistants, and 
willing to eat. 

The anesthetic used is either Dial (fluid) 1-5-2-0 
-c.cm, or Nembutal 3-5 grains. No effort was made 
to establish a weight-dosage ratio; but no disasters 
were met with either as overdosage or untimely 
recovery. Ansesthesia was induced with a mixture 
of chloroform and ether (C.E.) and the injection then 
given intraperitoneally. Nembutal acts so quickly 
that the C.E. can be stopped as soon as the injection 
has been given; dial requires about ten minutes. 


The operation is the orthodox opening of the . 
only one side need be 


posterior fossa as in man: 
opened to give sufficient access; but this is not 
meant as a comment on the bilateral procedure in 
man, for the torsion of the brain-stem induced by 
the pushing aside of the cerebellum would be 
materially lessened by opening the posterior fossa 
on both sides. 

The bone is perforated with a heavy brace and 
burr—in my experience much the most satisfactory 
way of entering the skull in human as in animal 
‘surgery ; it is rapid and, provided no pressure is used, 
under perfect control. In enlarging the opening 
respect is paid to the transverse sinus above and the 
region of the mastoid emissary vein laterally. The 
retraction of the cerebellum is made easier by working 
along the subdural space towards the middle line in 
the first place, to open up the cisterna magna. This 
is also pointed out by Frazier and by Dandy; it 
may be that one breaks down some trabecule or 
merely that the space is sealed laterally by the close 
approximation of the cerebellum to the dura; in 
any case the result of the manipulation is a gush of 
cerebrospinal fluid and appreciable easing of the 
movement of the cerebellum. Once the dura is 
entered, there need be no significant bleeding. A very 
strong focusing headlight is essential. With regard 
to hzemorrhage, I have been strongly impressed with 
the method introduced to me by Prof. Hugh Cairns, 
of using fragments of muscle as a styptic packing. 


(To be concluded) 


CUSHING’S SYNDROME 


REPORT OF A CASE IN WHICH NO ENDOCRINE TUMOUR 
WAS FOUND 


By GEORGE Hatt, C.M.G., M.D. Lond., F.R.C.P. 


PHYSIOIAN TO THE ROYAL VICTORIA INFIRMARY, 
NEWOASTLE-ON-TYNE 


C. E. KELLETT, M.D. Camb., M.R.C.P. 


MEDICAL REGISTRAR AT THE INFIRMARY; AND 


G. E. STEPHENSON, M.D. Durh. 
ASSISTANT PATHOLOGIST TO THE INFIRMARY 


In 1932 Cushing drew attention to a syndrome 
with which his name is now associated. Though 
he entitled his paper Basophil Adenomas of the 
Pituitary Body and called the condition pituitary 
basophilism, the wording of his report is more cautious. 
The subsequent publication of cases presenting a 
picture almost identical with that which he described 
but in which there was no basophil tumour bas 
more than justified this caution, and work such 
as that of Costello (1936), who found that adenomata 
were present in 22-5 per cent. of 1000 hypophyses 
chosen at random, and that of these 27-2 per cent, 
were basophilic and in every instance had produced 
no symptoms, seems to render the term pituitary 
basophilism meaningless. Cushing’s syndrome at 
present, then, seems to represent a clinical end-picture 
and no more ; hence in our present state of knowledge 


it appears to be a mistake to describe, as has been 
recently done, a case of adenoma of the adrenal 
cortex as ‘‘ simulating ° Cushing’s syndrome, since 
the identity of any case with the syndrome must 
depend on its degree of simulation. 

The following case is possibly worth placing on 
record, for the clinical picture down almost to the 
smallest detail was that described by Cushing, yet at 
autopsy no definite evidence of glandular disorder 


. could be detected by the usual methods. 


s 


.CLINICAL RECORD 


The patient was admitted to the Royal Victoria 
Infirmary, Newcastle-on-Tyne, on Aug. 18, 1935. 
He was then 26 and had begun to put on weight 
rapidly from the age of 21. 

Two years before admission he had noticed gross 
striations over his abdomen and arm-pits. A year 
previously he had developed a series of boils down 
one flank, for which until the time of admission. he 
had been attending the skin department. i 
this time he began to have severe pains in the fore- 
head. These pains came on shortly after meals 
and lasted for about a quarter of an hour, during 
which he often had difficulty in seeing, saying that 
“ bright lights came like sparklets.” His nose had 
often bled, he had become very short of breath and 
thirsty, drinking as much as a jug of water a night, 
and his face had become ‘so plethoric that he was 
referred to us as a case of polycythemia. — 

At the time of admission he was, as the figure 
shows, a rather short man and obese, particularly 
in his abdomen, thorax, and face, his arms and legs 
being normal. His complexion was florid, and there 
was an unusual amount of hair over his chest, 
abdomen, and back, which had, he said, much 
increased during the past year. He perspired very 
freely and his sweat had an acrid smell, which was 
very noticeable about his bed; he was also 
exceptionally nervous, and, despite his eerie bs 
there was a mild degree of exophthalmos, Exceedingly 
gross bright purplish striations were present (see 


figure); the many scars that his boils had left were 


of a somewhat duskier purple. . 
When he first came up to see us he had complained 


of precordial pain and particularly that his feet ' 


became swollen towards the end of the day; neither 
this pain nor this swelling occurred during his stay 
in hospital, when he was confined to bed. He 
appeared to suffer more from headaches, from his 
eyes, and from hot ‘‘ burning sensations ” in the face. 
When he was admitted to the ward he had a slight 
discharge from a sinus in the sacrococcygeal region, 
which appeared to be relatively shallow and to be 
the sequela of a boil. At this time he had a blood- 
count of 6,000,000 red cells and 25,000 white cells 
per cmm., with a hemoglobin percentage of 100. 
His blood-urea was 26 mg. per 100 c.cm., and his 


standard urea-clearance was 98 per cent. of normal ; 


subsequently, on Oct. 14 this fell to 57 per cent. of 
normal. His blood-calcium was 10-6 mg. per 100 c.cm. 
of serum and inorganic phosphorus 1:64 mg. per 
100 c.cm. of plasma. Radiography revealed very 
definite rarefaction of the long bones. 

He had nocturnal frequency of micturition, his 
urinary output was 80-100 oz. a day, and he drank 
large quantities of water. At times a trace of sugar 
was noticed in his urine, and towards the end of his 
stay this increased, and a definite attempt was 
made'to control it with insulin, though without 
much success. A sugar curve done at the time of 
admission showed a significant rise in his sugar 
tolerance :— 

Blood-sugar 


Urine- 
mg. per 
00a) sugar 
Before dextrose ` s% 0:120 Sia ere 0 
+ hr. after dextrose .. is 0:212 ents 0 
1 hr. v ss a6 0:248 Trace 
1% hr. j  0°300 Trace 
2 hr. 0-231 + 
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Another sugar curve was done on Oct. 14, when sugar 
was now present in most of his specimens of urine :— 
Blood-sugar 


Urine- 
(mg. per Pa 
100 c.cm.) Sugar 
Before dextrose on sa 0:199 See Trace 
+ br. after dextrose .. ee 0°278 è + 
1 hr. b sè a 0°316 eerie ++ 
13 hr. ate és 0°345 sore ++ 
2 hr. 5 ni ae 0°335 one +++ 


On clinical examination little abnormal was found 
in his heart and lungs, but his blood-pressure, which 
throughout remained about 150/120, was raised. 
Apart from the superficial skin lesions mentioned his 
abdomen was normal, his testicles were of normal size, 
but his penis was 
rather small. 

His intelligence 
seemed to be 
slightly impaired, 
he complained 
that he could not 
take an interest 
in things, and in 

articular it was 
ound hard to get 
him to concen- 
trate. Clinically it 
was thought that 
there was some 
definite impair- 
ment of his left 
temporal field of 
vision, and there 
appeared to be 
some slight swell- 
ing of the optic 
disk on this side, 
but the ophthal- 
mologist called in 
was unable to con- 
firm this, his 
report being as — 
follows: “ Impos- 
sible to plot out 
fields in this case. 
He has no idea 
of coöperating. 
Fundi: doubtful 
blurring of left 
disk, inferior vein 


engorged and E NN 
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buttock there was a gangrenous cellulitis from 
skin infection. The fat was definitely excessive in the 


abdominal and thoracic walls, the mediastinum and 


epicardium, and to a less degree the mesentery. 
The thymus was almost completely replaced by fat. 

The heart was a little enlarged transversely and 
weighed 15-5 oz. Its vertical, transverse, and antero- 
posterior diameters measured 9:5 cm., 12 cm., and 
6 cm. respectively. The right ventricle was a little 
dilated, with accompanying fatty infiltration of its 
wall. The left ventricle was a little dilated and 
hypertrophied. The heart muscle showed acute 
toxic change. There were no gross pathological 
changes in the valves, pulmonary artery, thoracic 
aorta, and coron- 
ary arteries. The 
left lower lobe of 
the lungs was col- 
lapsed and covered 
by old thickened 
pleura, and on 
section there was 
a slight degree of 
bronchiectasis. 
The right lung 
showed no special 
feature. 

The spleen. 
weighed 5°75 02. ; 
externally and on 
section there was 
no special feature. 
The liver was 
enlarged and 
weighed 88 o02z.; 
on section con- 
siderable fatty 
infiltration was 
seen. The gall- 
bladder was 
healthy. The 
right kidney 
weighed 6 oz. and 
the left 54 oz.; 
section showed 
toxic and fatty 
change but no 
gross evidence of 
nephritis or pye- 
litis. The supra- 
renals were en- 


margins blurred, 
and physiological 
cup looks as if it 
is becoming filled 
in. Right disk probably normal—blurring above and 
below probably due to early division of vessels.” 

There were no other gross clinical findings in his 
central nervous system, but a radiogram of his 
pituitary fossa revealed ‘‘ rarefaction of the posterior 
clinoid processes—floor of sella is ill defined—very 
suspicious of local lesion,” and it was felt that in 
the circumstances a course of deep X-ray application 
to the pituitary region was justified. The Aschheim- 
Zondek test was negative. 

On Oct. 11, after this course of therapy, the patient 
said that he felt much better ; his boils had, however, 
become troublesome again, and the sinus in his back 
was discharging more freely. Before exploring this, 
an attempt was made with insulin to lower his blood- 
sugar so as to bring about natural recovery ; slow 
improvement was made. 

On Nov. 4 a large crop of warts, which had appeared 
under his prepuce and between his buttocks, were 
excised, but his back, owing to his general condition, 
was not explored. Shortly after operation he died. 


AUTOPSY FINDINGS 


The body was that of a man 5 ft. 3 in. in height, 
weighing 10 st. 13 oz., and of moderate physique 
and. nutrition. There was a small incised abscess in 
the right leg, and in the upper part of the left 


Physical appearance of a man, aged 26, with 
showing obesity and striations. 


larged, very soft, 
and friable; the 
left weighed 
14°57 g. and the 
right 11-2 g. The cortex was uniform in amount 
and pale, the medulla being cavitated ; there were 
no obviousadenomata. The bladder, prostate, seminal 
vesicles, testes, stomach, duodenum, intestines, and 
pancreas showed no evidence of disease. 

The skull was cut very easily with the saw, and 
pinkish-red diploé occupied the bulk of its thickness. 
The brain weighed 44 0z.; there was no meningitis, 
and the vessels were healthy. Section showed terminal 
venous congestion and cedema but no evidence of 
disease. The pituitary gland measured 1'2 cm. long, 
1°35 cm. across, and 0°8 cm. vertically. There was no 
abnormality of the infundibulum. The diaphragma 
selle was thickened, dull, opaque, and adherent to 
the upper surface of the gland, which was difficult 
to remove. The sella turcica was a little eroded and 
softened and dull red. The gland was firm and its 
anterior lobe a little enlarged. Section revealed a 
small oval cyst in the pars intermedia. and in the 
anterior lobe was a small oval area darker than the 
surrounding glandular tissue. 

The immediate cause of death was held to be toxemia 
from gangrenous cellulitis of the left buttock. 


HISTOLOGY 


The heart muscle showed cloudy swelling, and the 
liver much fatty infiltration. Inthe kidneys there was 
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cloudy swelling in the epithelium of the convoluted 
tubules but no evidence of nephritis. In the spleen 


there were some reticulo-endothelial hyperplasia and. 


a moderate quantity of blood pigment both in macro- 
phages and lying free. The prostate showed consider- 
able catarrhal desquamative changes in the ducts and 
acini. There were no pathological features in the 
testicles and pancreas. The suprarenals showed 
cloudy swelling and a poor lipoid content ; 
was no cortical adenoma and no hyperplasia of the 
zona fasciculata. The vault of the skull showed 
considerable osteoporosis ; the diploé was in excess, 
occupying the bulk of the thickness of the bone. 

The pituitary gland was bisected sagittally, and 
serial sections of the right and left halves were cut 
and stained with hematoxylin and eosin. The anterior 
lobe (pars distalis) was very vascular, and the only 
prominent feature was in connexion with the blood- 
vessels. Running through the middle of the lobe 
were irregular collagenous septa, which in parts 
merged into a dense fibrous knot containing numerous, 
widely. dilated, venous capillary spaces representing 
a slightly exaggerated degree of the normal sinusoidal 
structure. Closely adjacent to this structure was a 
very small collection of basophil cells which did not 
constitute a basophil adenoma. In the pars intermedia 
were several tubular spaces lined by flattened 
epithelium and containing colloid material. One of 
these spaces was distended into a large cyst which 
could be seen by the naked eye. At the posterior 
border of a large colloid-containing space in the 
pars intermedia there was a small collection of 
acidophil cells, roughly the size of a high-power 
field, encroaching upon the pars nervosa. : 

There was no distinct basophil adenoma of the pars 
distalis of the pituitary gland and no cortical adenoma 
of the suprarenals. A section of the pituitary was 
sent to Dr. A. C. Crooke, who reported that hyaline 
cells of the type he has described were present. 


(d 


DISCUSSION 


In this case the clinical picture in its completeness 
contrasted remarkably with the negative post- 
mortem findings. This emphasises what seems at 
present the most significant feature of Cushing’s 
syndrome—namely, the fidelity with which its 


complex clinical picture is reproduced by apparently 


diverse causes. The syndrome has been associated 
with both basophil (Bland and Goldstein 1937) 
and chromophobe (Fuller and Russell 1936) tumours 
of the pituitary, with tumours of the suprarenal 
cortex (Lescher and Robb-Smith 1935) and of the 
thymus (Leyton et al. 1931), and, as in this case, 
with no demonstrable tumour (Maclay et al. 1938). 
Now, as Costello (1936) has pointed out, ‘‘ probably 
there can be no absolute criterion by which one 
can differentiate true adenoma formation and unusual 
structural variations’’?; clear-cut distinctions are 
difficult and may ultimately prove to have been in 
the main of academic interest. In our case the 
anterior lobe was slightly enlarged, but the dimensions 
of the pituitary were otherwise normal, Such small 
accumulations of basophil cells as were detected on 
serial section were not thought by us sufficient 
to constitute either an adenoma or subclinical 
adenoma, nor did we consider there to be evidence of 
increased basophil infiltration. It is therefore interest- 
ing to note that Crooke’s (1935) hyaline change was 
present. This change has been present in almost 
every case of this syndrome so far examined; but 
recently it has also been described in other conditions. 
Rasmussen (quoted by Dunn 1938) states that the 
clearest example of this change that he has observed 
was in a case of arrhenoblastoma of the ovary. 
Crooke (1938) has noted a similar change in pituitary 
remnants in incompletely hypophysectomised rats ; 
‘he regards these changes as analogous and as repre- 
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senting secretory over-activity. It is therefore 
becoming increasingly unlikely that these changes are 
primary. As Dunn (1938) points out, “ As the baso- 
phil cells are the alleged source of the gonadotropic 
fraction, a paradox is created when a primary 
physiological cellular hyperfunction is reputed, yet 
clinical evidence and gonadal pathology exhibit a 
This paradox can readily 
be resolved on the assumption that the pituitary 
hyperfunction, as in Crooke’s incompletely hypophy- 
sectomised rats, is but an expression of a demand 
incompletely met, and that in this condition the 
hyaline changes are no more primary than the some- 
what analogous changes noted in the pituitary 
after castration or during pregnancy. ‘The increased 
liability to this condition shown by women, a liability 
in our experience greater than that revealed by the 
published cases, is perhaps not without significance. 

The accompanying table shows that certain 
endocrine disorders have a very definite female 
preponderance, whereas others in which the same 
gland is involved show just as remarkable an 
impartiality. It is apparent that while the latter 
group, such as acromegaly and diabetes mellitus, 


SEX-INCIDENCE OF SOME ENDOCRINE DISORDERS 


| Total Female Male 


Disorder Reference 
"ee Basophilism ”’ 42 a 10 Bland and 
| Goldstein (1937) 
Acromegaly | 1,243 49% 651%, Atkinson (1932) 
Simmonds’s disease 65 47 18 Calder (1932) 
Graves’s disease | 127; 120 Campbell (1921) 


7 
109 94 15 Clinical Society 


of London (1881) 
Guttman (1930) 
| Grollman (1936) 


Myxodema 


Addison’s disease 566 


Adrenogenital 24 19 5 
syndrome 


Diabetes mellitus 15,000 57°4% 42°6% 
| 


65% 


Joslin et al. 
_ (1937) 


are associated with fundamental growth processes 
common to both, Graves’s disease and the adreno- 
genital syndrome appear to be more closely linked 
with the endocrine balance of sex. This suggests 
that the preponderance of these conditions in the 
female may be an expression of the increased 
complexity of the cyclical changes in woman 
associated with menstruation and pregnancy. If 
this view be accepted, it follows that the endocrine 
disorders most likely to have this preponderance are 
those which on analysis are found to represent some 
aberrant stage in this cycle. This likelihood is 
much increased when, as in the condition under 
discussion, more than one glandular disturbance can 
apparently produce the same end-result, This and 
allied conditions therefore seem to us of interest when 
viewed as particular examples of the general theory 
of disease advanced by Allbutt (1896) in the first 
edition of his ‘‘System of Medicine.” If, as he 
suggests, ‘“‘ disease is a state of a living organism, 
a balance of function more unstable than that which 
we call health; its causes may be imported, or the 
system may ‘rock’ from some implicit defect, 
but the disease itself is a perturbation which contains 
no elements essentially different from those of health, 
but elements presented in a different and less useful 
order,” then, for several different factors to be capable 
of producing, as here, a similar end-state argues the 
relative stability and biological significance of this 
particular end-state, It may therefore be no mere 
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coincidence that Cushing’s syndrome presents so 
many features often associated with pregnancy. 
Amenorrhea and loss of libido are the rule in these 
cases; the Aschheim-Zondek test is occasionally 
positive; in both the sugar tolerance is diminished, 
and there is a moderate degree of cholesterolemia ; 
in both hirsutism and obesity may occur, and the 
peculiar striations of the skin, which may be such a 
feature of both conditions, seem to represent more 
than simply an expression of increased tension. The 
resemblance is by no means complete, nor, with the 
principal actor absent in one, could it be; it may be 
entirely superficial and of no significance, yet it 
serves to call attention to certain fundamental 
features of rather a remarkable condition, the nature 
of which is at present altogether obscure. 
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A CASE OF POLIOMYELITIS 
WITH BILATERAL PARALYSIS OF 
MASTICATORY MUSCLES 
By Orto Sittic, M.D., AND JAN URBAN, M.D. 


(From the Hospital of the Brothers of St. John 
of God at Prague) 


A FEW years ago we published a case of polio- 
myelitis with unilateral paralysis of the masticatory 
muscles that had been treated in our hospital (Sittig 
and Krátký 1936). We now describe a case of 
poliomyelitis with bilateral paralysis of the muscles 
of mastication. | 


CASE-RECORD 


A. male student, aged 15, was admitted to our 
hospital on Aug. 6, 1938. At 11 he had had an 
operation for fractured right elbow. He fell ill 
on Aug. 4 while on holiday in the country. He 
had ‘headaches, his temperature rose to 104° F., 
and he vomited, had no appetite, and was listless. 
On Aug. 6 he had herpes labialis and vertigo. 

On admission his temperature was 104-4° F., 
pulse-rate 102, and blood-pressure 115/80. The 
pharynx and the tonsils were reddened. The heart 
and lungs were normal. The abdomen was soft 
and not tender to pressure. The liver and 

leen were not enlarged or palpable. There was 
rigidity of the neck, There was a trace of albumin 
in the urine. 

On Aug. 7 a lumbar puncture was performed. The 
cerebrospinal fluid contained numerous lymphocytes 
but no meningococci. 

On the 9th he was neurologically examined. His 
pulse-rate was 68. The pupils were equal and reacted 
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to light. The fundi were normal. The rectus 
externus muscle of the left eye was weak and there 
was nystagmus, especially on the left side. The 
patient kept his left eye closed and complained of 
photophobia. All the muscles supplied by the right 
facial nerve were weaker than those of the left. The 
tongue was protruded straight. Sensibility of the 
face was unimpaired. The patient could not close 
his teeth or open his mouth widely. He could not 
raise his right arm at the shoulder-joint or sit up by 
himself. In the sitting position the head was inclined 
to the left, and the patient could not bend his head 
forwards. Otherwise movements were unimpaired, 
especially those of the lower limbs and abdominal 
wall. The reflexes of the upper limbs were present 
on the left side but absent on the right side except 
the triceps reflex. The thumb sign (Mayer) and the 
palm-chin reflex (Marinesco and Radovici) were 
present on both sides. The ‘knee-jerks, ankle- 
jerks, and abdominal reflexes were present on both 
sides. There were no pyramidal signs. Sensibility 
was unimpaired. The neck and the whole spine 
were tender to pressure, the neck being slightly 
rigid. Laségue’s sign was positive on both sides. 
Speech was somewhat nasal and indistinct, 

Another lumbar puncture was performed and the 
cerebrospinal fluid examined thoroughly (Dr. Fantl). 
The fluid was clear. Pandy’s reaction was strongly 
positive and Nonne-Apelt’s reaction slightly positive. 
The total protein content was 0-04 per cent. (Kafka), 
the number of cells being 195/3. The Wassermann 
reaction was negative and the hemolysin reaction 
(Weil-Kafka) strongly positive. Gold sol and benzoin 
reactions were normal, 

Convalescent serum 80 c.cm, was administered intra- 
muscularly, The state of the patient remained 
unchanged for some days. He lay on his left side 
all the time, could not sit up, and complained of 
giddiness, 

From Aug. 14 he had no fever, and his state 
gradually improved. On the 24th he could raise his 
right arm a little but could not close his eyes tightly, 
close his teeth, or open his mouth widely. To chew 
solid food he was obliged to press his lower jaw 
against his upper teeth with his hand. 

Electrical examination on the 26th showed that 
the facial nerve was excitable on either side, but the 
muscles of the third branch of the facial nerve reacted 
with a slow contraction on direct galvanic excitation. 
The masseter muscles were not excitable on either 
side. The right deltoid muscle was excitable to the 
faradic current. 

On the 31st the patient could not raise his right 
arm in the horizontal plane, but he could flex it at 
the elbow and then raise it to a vertical position and 
keep it in this position. 

On Sept. 5 he could sit up by himself, but only 
by supporting his trunk on both elbows and on the 
occiput. 

On the 10th he could walk, but his gait was ataxic. 
The finger-nose test and the heel-knee test were 
somewhat ataxic, Romberg’s sign was slightly positive, 
and appreciation of passive movements in the toes 
was a little uncertain. | 

Electrical examination showed that the right 
deltoid muscle and biceps muscle were excitable to 
the faradic current; their contraction on direct 
galvanic excitation was slow. The facial nerve on 
either side was excitable to the faradic current, 
The masseter and temporal muscles on either side 
contracted slowly on direct galvanic excitation. 

The patient was discharged on the 14th. His 
state has gradually improved. His gait was undis- 
turbed ; all movements were possible, but the right 
deltoid muscle was a little weaker than the left. 
The only disturbance that persisted was the weakness 
of the muscles of mastication. The temporal 
muscles were atrophic. The patient could open and 
close his mouth. He opened his mouth with good 
force against resistance. Closing of the mouth was 
weaker on the right side than on the left, and on his 
closing his mouth the right masseter muscle felt 
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thinner than the left. In opening the mouth the 
jaw did not deviate to either side.. He could move 
his jaw to the right and to the left. Both masseter 
and temporal muscles were not excitable by the 
faradic current, and both masseter muscles reacted 
to direct galvanic excitation with a slow contraction. 
He was still obliged, in chewing solid food, to press 
his lower jaw against his upper teeth with his hand. 


COMMENT 


The most remarkable symptom in this case is the 
bilateral paralysis of the masticatory muscles, which 
is very rare in poliomyelitis and apparently rarer 
than unilateral paralysis. Most references to paralysis 
of the masticatory muscles in poliomyelitis do not 
distinguish between unilateral and bilateral paralysis 
(Wickman 1911, Pette 1935, Stiefler and Schenk 
1932). In case 90 of Lindner and Mally (1910) 
unilateral paralysis of the muscles of mastication is 
mentioned. We described a case of poliomyelitis 
with unilateral paralysis of the masticatory muscles 
from this hospital (Sittig and Krátký 1936). A young 
man, aged 22, fell ill with measles. Five days after 
he recovered from the measles his temperature ‘rose 
to 102-2° F., and he vomited and sweated profusely. 
The next day there was retention of urine, and the 
patient noticed one morning that his whole right leg 
was paralysed. On examination there was a flaccid 
paralysis of his right leg, with the exception of the 
muscles of the sole, with complete reaction of 
degeneration and absent tendon-reflexes. There was 
also paralysis of the masticatory muscles on the left 
side. 

We have found two reports of bilateral paralysis of 
the masticatory muscles in poliomyelitis: case 69 
of Lindner and Mally (1910), and the case of Margolin 
(1926). This latter case is of great interest to us, for 
the author mentions the same symptom as we 
observed in our case—i.e., the patient was obliged to 
press his lower jaw against his upper teeth with his 
hand in eating solid food. The other symptoms of 
the paresis of the masticatory muscles were the 
limitation of opening the mouth and the incomplete- 
ness of closing the two rows of his teeth. In the 
beginning the patient could not move his lower jaw 
to either side, but later it became possible. When 
he opened his mouth, the lower jaw did not deviate 
to either side. The paralysis of the masticatory 
muscles was degenerative and atrophic. Atrophy of 
both temporal muscles in -the temples was seen. 
The right masseter muscle was thinner than the left. 
The temporal and masseter muscles were not 
excitable to the faradic current on either side. The 
contraction of both masseter muscles was slow to 
direct galvanic excitation. We think that not all the 
masticatory muscles were paralysed; the temporal 
muscles seemed to be the muscles most completely 
paralysed, and the masseter muscles seemed not to 
be entirely paralysed, for one felt their contraction, 
the right one being weaker than the left; the pterygoid 
muscles seemed not to be paralysed, for the patient 
could move his lower jaw to either side and the 
lower jaw did not deviate on opening the mouth. 

There were other remarkable features in our case. 
At the beginning symptoms of meningitis ‘were 
present; hence at first, before the appearance of 
palsies, the diagnosis of meningitis was made. This 
diagnosis seemed to be confirmed by the result of the 
examination of the cerebrospinal fluid, for there were 
an increase of cells and protein content and a positive 
hemolysin reaction. It is remarkable that the 
colloidal reactions were normal. Clinical meningitic 
features as well as pathological changes of the cerebro- 


spinal fluid of meningitic character are not rare in 
acute poliomyelitis. 

Other rarer symptoms in our case were vertigo, 
photophobia, and ataxia, which latter could not be 
observed before the patient began to walk. Ataxia 
in poliomyelitis has been described by some authors, 
and an ataxic type of poliomyelitis has been described. 
Ataxia has been accounted for in this disease by 
involvement of the cerebellum in the pathological 
process ; but we wish to point‘out that we found in 
our case a slight impairment of deep sensibility in 
the toes; hence, in our case at least, ataxia could 
be accounted for by the involvement of the pathways 
of deep sensibility. Other rare symptoms in polio- 
myelitis are vertigo and photophobia, which have 
been mentioned by Macnamara (1932). 

That our case was one of acute poliomyelitis is, we 
think, beyond doubt, for degenerative atrophic 
palsies developed. Our case belongs to the pontine 
or pontobulbar type of poliomyelitis. One focus 
must have been in the pons, but other, less severe, 
foci in the spinal cord, because of the palsy of the 
right deltoid muscle and the weakness of the neck 
and back muscles. All these latter palsies improved. 

Finally, we wish to insist on the relatively favour- 
able issue in our case. Although we are fully aware 
that patients with poliomyelitis may recover without 
any treatment, and that we cannot prove the 
favourable influence of the convalescent serum 
administered to our patient, we advise the injection 
of convalescent serum in every case of acute polio- 
myelitis, even if palsies have made their appearance, 
for convalescent serum may perhaps stop further 
spread of the disease, even if it does not bring about 
a partial regression of the palsies. Some time ago we 
reported a case of acute poliomyelitis during preg- 
nancy (Klein and Sittig 1938). This was undoubtedly 
a serious case of ascending Landry’s paralysis, for 
the respiratory centres in the medulla were involved. 
We administered convalescent serum intramuscularly 
to this patient, although there were palsies, and the 
patient survived. 


SUMMARY 


A boy, aged 15, suddenly fell ill in August with 
fever, headache, vomiting, and vertigo. Herpes 
labialis appeared. On examination he had stiffness of 
the neck and tenderness of the neck and whole spine to 
pressure. Laségue’s sign was positive on both sides. 
There was a weakness of the rectus externus muscle 
of the left eye, nystagmus, weakness of the muscles 
of the right facial nerve in all its three branches, 
paralysis of the masticatory muscles on both sides 
and of the right deltoid muscle, and weakness of the 
neck and back muscles. There was photophobia. 
The state of the patient gradually improved. When 
he began to walk his gait was ataxic. In course of 
time all the symptoms disappeared except the 
bilateral paresis of the muscles of mastication and a 
slight weakness of the right deltoid muscle, 


REFERENCES 


International Committee for the. Sudy of Infantile Paralysis 
(1932) Poliomyelitis, Baltim 


Klein, P., and Sittig, O. (1938) Scheib med. Wschr. 68, 1228. 

Lindner, E., and Mally, A. (1910) Disch. Z. Nervenhetlk. 38, 343. 

Macnamara, J. J., noted by International Committee doc. cit.), 
pp 

Margolin, G. a ner Dtsch. Z. Nervenheilk. 92, 125. 

Pette, H. (1935) Handbuch der Neurologie, vol. xiii, Berlin. 

Sittig, a Krátky, J. (1936) Rev. Neurol. Psychiat., Praha, 


Stiefier, G., and Schenk, E. (1932) Jahresvers. Ges. disch. 
n 21, 208. 

Wickman, I Geil) Die akute Poliomyelitis bzw. Heine- 
Medinsche rankheit, Berlin. 


A~ 


ron 
K2 


THE LANCET] 


THERAPEUTIC ACTION OF 
M. & B. 693 IN URINARY INFECTIONS 


By G. MELTON, M.D. Lond., M.R.C.P. 


SENIOR ASSISTANT MEDICAL OFFICER, LEWISHAM HOSPITAL, 
LONDON COUNTY COUNCIL 


With a Bacteriological Note by 
A. BECK, M.D. Frankfurt 


OF THE CENTRAL PATHOLOGICAL LABORATORY, L.C.C. MENTAL 
HOSPITALS, AND DEVONPORT LABORATORY, 
SEAMEN’S HOSPITAL 


IN view of the recent evidence demonstrating the 
activity of 2-sulphanilyl-aminopyridine against a 
variety of organisms, an investigation of the action 
of the drug in the treatment of urinary infections 
was undertaken. A total of 71 cases of cystitis and 
pyelitis admitted to Lewisham Hospital were treated 
with M. & B. 693. The results of this treatment have 
proved satisfactory and are summarised in table I. 


TABLE J—CASES TREATED WITH M. & B. 693 


Failures 


Type of case Number Cured 

Acute pyelitis .. šas 27 26 1 
Chronic pyelitis ef 8 5 3 
Pyelitis of pregnancy .. 15 12 3 
Puerperal pyelitis ae 2 1 1 
Acute cystitis .. oe 7 6 1 
Chronic cystitis J 12 6 6 

Total xs 71 56 15 


In-vitro experiments were also carried out with the 
object of comparing the action of M. & B. 693 with 
sulphanilamide on the Bacterium coli, and the results 
of these experiments will be considered later in this 
paper. A case was only accepted as cured when 
all symptoms had disappeared and a centrifuged 
deposit of urine was free from bacteria both on the 
Gram film and on culture. No additional treatment 
was given except to 9 patients who received potassium 
citrate. 
DISCUSSION OF CURES 


It was observed that patients with acute pyelitis 
and cystitis responded readily to treatment and were 
cured after a period of three to seven days, except 
2 whose treatment was prolonged for ten days. 
One patient with acute cystitis had retention of urine 
after acute poliomyelitis. Most of those with pyelitis 
of pregnancy were cured in a few days, and one of 
them with an unidentified non-lactose-fermenting 
coliform organism responded to therapy after failing 
to clear up with sulphanilamide. Of the patients 
with chronic pyelitis who were cured, one had renal 
calculi and had previously been unsuccessfully treated 
with sulphanilamide. Among those with chronic 
cystitis who were cured were 2 suffering from diabetes 
mellitus and 1 who had undergone prostatectomy. 

The commonest organism encountered in this series 
was the Bact. coli. Occasionally other organisms 
were found alone or together with the Bact. colt. 
Of these the Bacillus pyocyaneus and Staphylococcus 
albus responded well to treatment. On the other 
hand, the Streptococcus fecalis was resistant to 
M. & B. 693 in the same way as it is to sulphanilamide, 
though one case of pyelitis of pregnancy caused by 
this organism was cured. Infections with the 
B. proteus showed a varied response, for, although 
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cures were obtained with several patients, some 
of the chronic cases did not clear up. 


DISCUSSION OF FAILURES 


In general, failure has been encountered in chronic 
urinary infections with a focus of infection, such as 
a calculus or bladder diverticulum, or with retention 
of urine—particularly when these conditions have been 
associated with renal impairment and other debilitat- 
ing states, such as old age and anæmia., A further 
factor in failure was the presence of mixed bacterial 
infections, especially with organisms such as the 
Sir. fæcalis, known to be resistant to the action 
of the sulphanilamide group of drugs. The presence 
of the complications enumerated above, however, 
does not necessarily prevent cure, as will be shown 
later. - 

Failure occurred in the following cases. 


(1) Early unilateral hydronephrosis, with Bact. coli 
septicemia, blood-urea 116 mg. per 100 c.cm., toxic 
jaundice, and pneumonia. After M. & B. 693 therapy 
blood-culture was sterile, blood-urea was normal, and 
symptoms disappeared. Bact. coli persisted in the urine. 
There was subsequent failure with sulphanilamide. 

(2) Chronic retention of urine after tumour of the 
spinal cord, with uremic symptoms (blood-urea 89 mg. 
per 100c.cm.). After two weeks’ therapy with M. & B. 693 
urinary symptoms disappeared (blood-urea 32 mg. per 
100 ec.cm.). Urinary infection (Bact. coli and Str. 
fecalis) did not clear up. Sulphanilamide was also 
unsuccessful, but Str. faecalis disappeared after treat- 
ment with calcium mandelate. 

(3) Chronic retention of urine in an old man, with renal 
and vesical calculi, and blood-urea 86 mg. per 100 c.cm. 
After M. & B. 693 there was much improvement, the blood- 
urea being 50 mg. per 100 c.cm. and the urine much 
clearer, but Bact. coli persisted in the urine. 

(4) Renal calculi. Subsequent failure with sulphanil- 
amide. 

(5) Diabetes mellitus. 
anilamide. 

(6) The patient refused the drug after one day because 
of vomiting. There was subsequent cure with sulphanil- 
amide, which she was able to tolerate. 

(7) Previous failure with sulphanilamide; the patient 
refused M. & B. 693 after three days. 

(S) Severe anemia. Previous failure with sulphanil- 
amide. After M. & B. 693 the urine was sterile on culture, 
but organisms were found in Gram film. 

(9) Hemolytic streptococcal urinary infection after 
abortion. Subsequent failure with sulphanilamide. 

(10) Str. faecalis infection. Subsequent cure with 
calcium mandelate. 

(11) B. proteus cystitis. After failure with M. & B. 693, 
a vesical calculus was removed and the patient was then 
cured with sulphanilamide. 

(12) Fractured femur in an old lady. B. proteus and 
staphylococcal infection. Death from uremia. 

(13) B. proteus infection in an old lady. Failure also 
with sulphanilamide. 

(14) Enlarged prostate and residual urine. After 
M. & B. 693 urine culture was sterile but Gram film still 
positive. There was no further improvement with 
sulphanilamide. 

(15) Diverticulum of bladder in an old man. Subsequent 
failure with sulphanilamide and calcium mandelate. 


Previous failure with sulph- 


DOSAGE OF DRUG USED 


Many of the patients received 3 g. of the drug 
daily, although latterly 1-5-2-0 g. daily has been 
administered with equally effective results. Three 
infants received 0-5-1-:0 g. daily, which they tolerated 
well. The total dosage employed has varied from 
3 to 45g. Most of the patients have received 10-20 g. 
The use of smaller doses in the more recently treated 
cases, together with more frequent examinations of 
urine, have shown that the total dosage employed 
and the duration of treatment are definitely less 
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than was at first considered necessary. In general, 
successfully treated cases have required only a few 
days’ therapy. 
TOXIC SYMPTOMS 


The only symptoms which gave rise to any trouble 
in my series were nausea and vomiting, the latter 
in 12 cases. Vomiting as a rule occurred only after 
the initial dose or during the first day of treatment, 
the drug being subsequently taken without great 
difficulty. The preliminary administration of sodium 
bicarbonate appears to lessen these symptoms. 
The people most affected by these gastric disturbances 
were some of the pregnant women and some of the 
elderly patients, and the use of smaller doses has 
reduced the incidence of these symptoms, One 
patient developed a morbilliform eruption. Headache 
and dizziness were sometimes noted. Marked cyanosis 
was not observed. 

Effects on the blood.—Although Wien (1938), as 
the result of animal experiments, reported that 
M. & B. 693 was non-toxic to the blood, the occasional 
occurrence of leucopenia (Agranat et al. 1939 and 
Lloyd et al. 1938) and even agranulocytosis (Agranat 
et al, 1939, Coxon and Forbes 1988, and Johnston 
1938) have been noted. Non-fatal agranulocytosis 
in a patient with pneumococcal meningitis success- 
fully treated has recently come under my notice. 
Many of the patients in the present series had blood- 
counts done before and during therapy, and a 
tendency to leucopenia has been observed in some 
of the cases, but in only 3 patients did the white-cell 
count fall below 4000 perc.mm, With regard to the 
action on the red cells, there does not appear to have 
been any significant ‘alteration in the cases tested. 
These results indicate that a toxic action on the 
blood must certainly be considered; although it 
is probably less pronounced than with sulphanilamide, 
caution is necessary, especially when treatment is 
prolonged. 


CONCENTRATION OF M. & B. 693 IN THE URINE 


The excretion of the drug in the urine, only estimated 
in some of the cases, varied from 46 to 190 mg. per 
100 c.cm. (estimated as the total of the free and 
combined acetyl forms). The free form reached a 
level of 80 mg. in one patient on a dose of 2 g. daily. 
These amounts are comparable to what is attained 
with similar doses of sulphanilamide, although 
in view of the slower rate of excretion of M. & B. 693 
(Whitby 1938) the maximal concentration is probably 
not reached so quickly. 


ALTERATION IN THE pH OF URINES OF PATIENTS 
UNDER TREATMENT 


As sulphanilamide increases the pH of the urine 
(Hartmann et al. 1938 and Helmholz and Osterberg 
1937) and as its action is more strongly bactericidal 
in an alkaline urine (Helmholz and Osterberg 1937 
and Mellon and Shinn 1937), it was decided to estimate 
the pH of the urines of several patients receiving 
M. &{B. 693. None of these patients were being 
given®sodium bicarbonate. The pH of the urines 
after M. & B. 693 varied widely from 6:3 to 7-7, 
and there appeared to be no consistent changes. 
In some the pH was increased; in others it was 
little altered by the administration of the drug. 
As will be seen later in this paper, the bactericidal 
effect of M. & B. 693 depends much less on the pH 
of the urine than does that of sulphanilamide, 


COMPARISON OF M. & B. 693 WITH SULPHANILAMIDE 


A comparison of the results obtained by me with 
M. & B. 693 and those reported with sulphanilamide 
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1938, Droller 1938, Huber 1936, and Kenny et al. 1937) 
shows no significant difference in their effect. In the 
present series, when one drug failed the other usually 
proved equally unsuccessful, The exceptions to 
this have been too infrequent for conclusions about 
the therapeutic superiority of either. The chief 
disadvantage of M. & B. 693 is that it acts as a gastric 
irritant in some of the cases, an effect which is greater 
than with sulphanilamide. It should be noted that 
in many of the so-called failures in the above series 
there was often striking improvement in symptoms, 
although the urine was not rendered sterile. Particu- 
larly was this so in the cases of chronic pyelitis and 
in the one of Bact. coli septicemia with high blood- 
ureas; in these pronounced clinical improvement 
was accompanied by a drop in the blood-urea. This 
shows that M. & B. 693, like sulphanilamide, can be 
used with safety in the presence of renal damage 
(Helmholz and Osterberg 1937). Reference has 
already been made to the fact that it is probably less 
depressant to the blood than is sulphanilamide, 


COMPARISON OF THE IN-VITRO ACTION ON Bact. coli OF 
M. & B. 693 AND SULPHANILAMIDE 


(Dr, BECK) 


With a view to comparing the effective action of 
the two drugs in-vitro experiments were carried out 
in which urines with varying concentrations of 
M. & B. 693 and sulphanilamide were inoculated with 
Bact. cols and incubated for twenty-four hours. 
To examine the influence of the pH on the bactericidal 
effect of the two drugs, the urines were tested at 
different pH (varying from 6-4 to 8:0). The drugs 
in their free forms ! were dissolved in the urines, and 
the latter were then sterilised by filtration through 
Seitz filters. Volumes of 5 c.cm. of these urines 
were then inoculated with 0-1 c.cm. of the following 
dilutions of a four-hour broth culture of Bact. cok: 
1 in 10, 1 in 100, 1 in 1000, and 1 in 10,000. At 
the same time viable counts of the culture used were 
made by the agar plating method. At the end of 
twenty-four hours viable counts were made with 
appropriate dilutions (usually three) of each specimen 
of urine.* The results of one of these experiments 
are shown in table II. 

It will be seen from this table that the action of 
sulphanilamide definitely depended on an alkaline 
reaction of the urine, a fact already noted by Helmholz 
and Osterberg (1937). Inthe case of M. & B. 693 there 
was almost the same degree of bactericidal action in 
the acid urine as was found in the alkaline urine. 
M. & B. 693 was as effective as sulphanilamide, 
although the latter was present in double the con- 
centration. Seven such experiments were done with 
five different urinary strains of Bact. coli. In general 
these confirmed the results set out in table II. In 
each experiment the dependence of the sulphanilamide 
action on the alkalinity of the urine was very 
conspicuous, whereas with M. & B. 693 there were 
no or only slight differences apparent in urines 
within the different pH ranges tested. One of the 


1. No experiments were made with the acetyl form, for 
Helmholz and Osterberg (1937) have shown that it is far less 
bactericidalthan the free form in the case of sulphanilamide. 

2. To exclude any possible inhibitory effect which the 
M. & B. 693, carried over from the urine into the agar, 
might exercise on the bacterial growth in the agar, 
liminary viable counts were made on agar to which ous 
amounts of the d had been added. These showed that 
concentrations of & B. 693 such as would occur in 
1 in 10 dilution containing 60 mg. of the drug per 100 o.com. 
would not reduce the bacterial count on the agar plate. 
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TABLE II—COMPARISON OF THE EFFECT OF M. & B. 693 
AND SULPHANILAMIDE ON URINES OF pH 6°5 AND 7°56 
INOCULATED WITH URINARY STRAINS OF Bact. coli 


Numbat of organisms (per 6.cm. 


Number of of urine) after 24 hours 
organisms 
pH of | inoculated 
per o.cm. M. & B. 693 Sulphanilamide 
of urine Ge mg. per (30 mg. per 
100 o.cm.) 100 c.om.) 
6°5 gta $4 3309 512,900,000 
y 0 11,133,000 
288 0 95,000 
7:5 288,000 650 1200 
28,800 0 0 
0 0 
288 0 0 


strains examined showed a pronounced resistance 
against the drugs as compared with the other strains, 
An experiment with this strain is illustrated in 
table III. 


It will be seen from this experiment that with this 
particular strain and the relatively low concentra- 
tions of the drugs used, the maximal effect obtained 


TABLE ILI—EXPERIMENT SIMILAR TO THAT SHOWN IN 
TABLE II BUT WITH A RESISTANT STRAIN OF Bact. coli 


Number of organisms (per ¢c.cm. 


Sopa of of urine) after 24 hours 
sms 
pH of | inoculated 
per c.cm. M. & B. 693 Sulphanilamide 
of urine (30 mg. per (30 mg. per 
100 c.cm.) 100 c.cm.) 
6:5 62,666 1,921,000 161,700,000 
6266 100,160 32,121,000 
626 800 1,299,500 
63 1205 ”500 7000 
7°5 62 ,666 230,400 5,000,000 — 
6266 25.680 "103.375 
626 ; 2285 40.320 
R? RAQ 12,560 


was only inhibition of free growth with M. & B. 693. 
Even in the alkaline urine there appears to have been 
a somewhat greater inhibitory effect of M. & B. 693 
as compared with sulphanilamide. 

Under average conditions, concentrations of at 
least 30 mg. of sulphanilamide per 100 c.cm. of 
an alkaline urine were found necessary for a satisfac- 
tory bactericidal effect, whereas with M. & B. 693 
half this concentration proved effective. In com- 
paring the therapeutic effectiveness of the two drugs 


the different conditions of absorption and excretion of . 


the two drugs (Whitby 1938) have to be taken into 
account. 


SUMMARY 


M. & B. 693 has been tried in 7] cases of urinary 
infections. In 56 the infection disappeared and in 
most of the others the symptoms were relieved. 
It was most successful in acute urinary infections and 
pyelitis of pregnancy, and was also found useful in 
chronic cases, 


In-vitro experiments on various strains of Bact. 
coli suggest that M. & B. 693 is a more powerful 
bactericide than sulphanilamide. 


Our thanks are due to Sir Frederick Menzies, 
medical officer of health for the county of London, 
and Dr. Humphrey Nockolds, medical superinten- 
dent of Lewisham Hospital, for permission to treat 
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the cases. The M. & B. 693 used in the clinical 
trials and in the in-vitro experiments was suppued by 
Pharmaceutical Specialties (May and Baker) Ltd. 
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TYPE III PNEUMOCOCCAL PNEUMONIA 
EFFECT OF M. & B. 693 


By GUNNAR ALSTED, M.D. Copenhagen 


PRIVAT-DOOENT IN THE UNIVERSITY OF COPENHAGEN ; ASSISTANT 
PHYSIOILAN TO DEPT. B AND MEMBER OF STAFF, 
BISPEBJERG HOSPITAL 


PNEUMONIA due to type III pneumococcus has the 
highest fatality-rate of all pneumonias. According to 
Finland and Sutliff (1934), Lord and Heffron (1938), 
Gram (1938), and Nissen (1939) the case-mortality in 
non-specifically treated cases is 50-60 per cent. and 
rises to 70-80 per cent. in older persons. The last 
fact is important, for pneumonia due to type III 
pneumococcus is commoner in older people; thus in 
Finland and Sutliff’s (1934) extensive material 58 per 
cent. of the patients were between forty and sixty- 
nine, and 11 per cent. seventy or more. This high 
fatality-rate persists unaffected in most serum- 
treated series. Thus Horsfall et al. (1937) reported 
the deaths of 6 out of 13 patients with type III 
pneumonia treated with the new rabbit serum; and 
2 of Andersen’s (1938) 4 serum-treated patients and 
2 of Nissen’s (1939) 3 patients died. Against this, 
Gram (1938) has reported that 7 patients with 
type III pneumonia, treated with serum, all recovered ; 
all but 1 of them suffered from severe serum reactions, 
Further confirmation of this low mortality-rate will 
be needed before the general impression of the 
inefficacy of serum therapy in this type of pneumonia 
will change. 

Because of the dubious results of serum therapy in 
this special type of pneumonia, and because of the 
difficulties in procuring specific serum, we have in 
Department B of the Bispebjerg Hospital in the last 
two or three months treated all cases of pneumonia 
due to type III pneumococcus with 2-(p-amino- 
benzenesulphonamido) pyridine (M. & B. 693). It 
has to be emphasised, however, that the drug has 
been given only in cases of true lobar pneumonia 
and to patients with severe bronchopneumonia, 
Patients with bronchitis or slight bronchopneumonia 
have had no specific treatment, for we believe that 
the occurrence of pneumococci in these cases is more 
or less casual. In this article I report the results of 
treatment in 6 cases of lobar pneumonia and 2 of 
confluent bronchopneumonia. The doses and the 
course of the disease are given in the case-records and 
in the charts of two representative cases, 
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CASE-RECORDS 


CASE 1.—Female, aged 62. Lobar pneumonia 
(left lower lobe); type III pneumococcus. Severely 
ill on admission. Treatment with M. & B. 693 was 
begun on the eighth day of the illness, and the total 
dose given in three days was 14 g. Her temperature 
fell immediately, but after a week there was a slight 
secondary pyrexia. A further 6'5 g. of M. & B. 693 
was now given, making the total dose 20°56 œ. The 
patient’s tempera- 
ture became nor- 
mal sixteen days 
after the beginning 
of treatment. 
During treatment 
she had slight 
nausea and 
vomited several 
times. No other 
toxic effects were 
observed. 


CASE 2.—Male, 
aged 61. Lobar 
pneumonia (right 
lower lobe); 
type III. Moder- 
ately ill on admis- 
sion. Treatment 
was begun on 
the third day, 
and a total dose of 
12 g. of M. & B. 693 
was given in four days. His temperature fell almost 
by crisis, and six days later a slight secondary 
pyrexia was observed, disappearing spontaneously 
in three days. His temperature became normal ten 
days after the beginning of treatment. No toxic 
manifestations. (See fig. 1.) 


CASE 3.—Male, aged 68. Lobar pneumonia (left 
lower lobe); type III. Moderately ill on admission. 
Treatment with M. & B. 693 was begun on the first 
day of illness, and in six days 24 g. was given. His 
temperature fell immediately but did not quite reach 
the normal and stayed subfebrile for twelve days; 
a few rales were still to be heard. The patient was 
now allowed out of bed, but evidently this caused a 
secondary pyrexia, up to 102° F; Consequently 9 g. 
of M. & B. 693 was given in three days, the total 
dose thus being 33 g. This caused the temperature 
to fall, and the normal level was reached in four 
_ days—i.e., twenty days after the beginning of the 
treatment. No toxic manifestations. (See fig. 2.) 


CASE 4,—Female, aged 47. Lobar pneumonia (right 
lower lobe); type III. The patient was obese and 
weighed 154 st. She was moderately ill. Treatment 
was begun on the second day of illness, and 14 g. of 
M. & B. 693 was given in four days. The temperature 
reacted immediately, but when the drug was dis- 
continued the temperature tended to rise; therefore 
another 6 g. was given, making the total dose 20 g. 
The temperature reached the normal ten days after 
the beginning of the treatment. While taking the 
drug the patient complained of nausea and there 
was some vomiting. No other toxic manifestations. 


CASE 5.—Male, aged 66. Admitted with broncho- 
pneumonia of both lungs due to type III pneumo- 
coccus. He also had diabetes mellitus, obesity, and 
mental confusion. He had been ill for almost three 
weeks with bronchitis and slight fever, and five days 
before admission he felt cold and his temperature 
rose to 101°5° F. He was severely ill on admission, 
and his blood-sugar was 299 and 310 mg. per 100 c.cm. 
Treatment with M. & B. 693 was begun at once, and 
in four days a total dose of 16 g. was given. Insulin 
(40 units) was given twice daily. The condition, 
however, gradually became worse and death took 
place four days after admission and twenty-three 
days after the onset of illness. Autopsy showed 
confluent bronchopneumonia in both lungs, especially 


DAY OF ILLNESS 
5 7 9 


It IS 


Fie. 1—Temperature chart of case 2 
(lobar pneumonia treated with 
M. & B. 693). 
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in the left lower lobe, and highly developed and 
widespread arteriosclerosis and chronic stasis in all 
organs. 


CASE 6.—Female, aged 62. Lobar pneumonia (left 
upper and right lower lobes); type III. Severely 
ill on admission. Treatment with M. & B. 693 was 
started. on the fourth day of illness, and in four 
days 14 g. was given. The temperature fel by 
crisis to the normal level. A week later a slight 
secondary pyrexia set in, and, since the tem- 
perature remained subfebrile in spite of the satisfactory 
general condition, 4'5 g. of M. & B. 693 was given. 
The temperature then fell to normal in three days 
—i.e., sixteen days after the beginning of the treat- 
ment; at the same time the patient was allowed out 
of bed. During treatment she suffered from nausea 
and some vomiting, but no other toxic manifestations 
were observed. 


CASE 7.—Male, aged 16. Lobar pneumonia (left 
lower lobe); type III. Moderately ill on admission. 
Treatment was begun twenty-four hours after the 
onset of illness, and 12 g. of M. & B. 693 was given in 
four days. In two days the temperature reached the 
normal level, where it remained. No toxic mani- 
festations. 


CASE 8.—Female, aged 50. Admitted with a 
diagnosis of bronchopneumonia due to type III 
Ppneumococcus. She also had chronic bronchitis and 
bronchial asthma. For several years she had suffered 
from bronchitis and asthma. She became suddenly 
ill five days before admission. She was severely ill 
on admission, with a temperature of 104°5° F. There 
was signs of bronchopneumonia on the right side, 
several rales over both lungs, considerable dyspnea, 
and cyanosis. During the first two or three days the 


DAY OF ILLNESS 
l 3 5S 7 9 li IS I5 17 19 


Fre. 2—Temperature chart of case 3 (lobar pneumonia 
treated with M. & B. 693). 


condition slightly improved ; later, however, it grew 
worse, and signs of bronchopneumonia were now to 
be found also on the left side. On the tenth day of 
illness treatment with M. & B. 693 was started, and 
in six days a total dose of 24 g. was given. In spite 
of a short temporary improvement the pneumonic 
processes were further disseminated and death took 
place sixteen days after the onset of illness. Autopsy 
showed confluent bronchopneumonie on both sides. 


DISCUSSION 


It plainly appears that in all the 6 cases of lobar 
pneumonia treatment with M. & B. 693 had satis- 
factory results. The drug regularly caused an 
immediate fall of temperature, almost by crisis; 
though in most of the cases, a secondary pyrexia 
was observed three to fourteen days later. In a 
single case this secondary pyrexia disappeared spon- 
taneously ; in the others it reacted promptly to 
M. & B. 693. Thus final normal temperature was 
obtained three to twenty days after the onset of 
treatment. Presumably this secondary pyrexia, 
noted already by Evans and Gaisford (1938), is due 
to a further spread of the infection, and most likely 
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it can be avoided by continuing administration of 
M. & B. 693 for longer than we have done. The 
patients in general stood the treatment well; there 
was vomiting in 3 cases, but more severe toxic 
manifestations, such as rash, anzemia, and hematuria, 
were not observed. 

The 2 fatal cases were not cases of lobar 
pneumonia; the first was bronchopneumonia in an 
old ohese diabetic, and specific treatment was not 
begun until nineteen days after the first symptoms. 
In the second case the patient had suffered for many 
years from chronic bronchitis, and chemotherapy did 
not start until ten days after the onset, the patient 
being then severely ill. These 2 cases thus differ 
distinctly from the others and are reported merely 
for the sake of completeness. At the same time they 
emphasise the importance of early treatment. 

From material so limited as this no statistical con- 
clusions can be drawn about either the mortality-rate 
or the clinical course as a result of treatment with 
M. & B. 693. We felt, nevertheless, justified in 
publishing these few cases, for we were much 
impressed by the mild and short course in the 6 
patients, most of them elderly, who suffered from a 
type of lobar pneumonia which is usually severe and 
has a high fatality-rate. 


SUMMARY 


A series of 6 cases of lobar pneumonia caused by 
type III pneumococcus was treated with M. & B. 693 
in total doses of 12-33 g. In all the patients the 
temperature fell rapidly, but in 5 a secondary pyrexia 
was observed. The temperature finally came down 
to normal in three to twenty days after the start of 
treatment. Apart from vomiting and nausea there 
were no toxic manifestations. In addition 2 cases 
of widespread bronchopneumonia due to type III 
pneumococcus were treated with the drug. Treat- 
ment began when the illness was well advanced and 
it saved neither patient. 


Addendum.—Since the completion of this paper 
we have treated 2 more cases of lobar pneumonia, 
type III, with M. & B. 693. The effect was equally 
striking in these cases, and both patients, a man of 
47 and a woman of 60, recovered. 
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SERUM-POTASSIUM AND SERUM- 
CALCIUM IN 


INSULIN SHOCK THERAPY 
By J. L. CLEGG, M.D. Lpool, D.P.H., D.P.M. 


DEPUTY MEDICAL SUPERINTENDENT, BARNSLEY HALL 
MENTAL HOSPITAL, BROMSGROVE 


AMONG the many physiological changes which have 
been described as occurring during hypoglycemic 
shock is an alteration in the relative proportions of 
potassium and calcium in the serum. 

Beiglböck and Dussik (1937) state that there is a 
fall, often considerable, in the potassium content 
of the serum, but that the calcium content either 
remains unchanged or increases slightly, in both 
cases resulting in a fall of the K/Ca ratio. In seeking 
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to explain this change they quote Keller’s theory 
that serum is electrically negative, whereas the cell 
parenchyma is electrically positive, and that certain 
ions tend to pass from the cell into the serum whereas 
others behave in the opposite manner. Included in 
the first category are sugar, potassium, and non- 
ionised calcium, and in the second are sodium, ionised 
calcium, chlorine, magnesium, and many amino-acids. 
During anaphylactic shock there is an increase in the 
serum-potassium with a diminution of the serum- 
sodium. This is the opposite of their findings in 
hypoglycæmic shock, and they think that it should 
form a starting-point for the understanding of the 
latter—namely, that it is in every way the opposite 
of anaphylactic shock. 


TABLE I—SERUM-POTASSIUM (3.<P.) AND SERUM-CALCIUM 
(s.-C.) IN INSULIN SHOCK THERAPY 
iaeetion ar conte 
Patient Date S.-P. | S.-C. |S.-P. | S.-C. | K/Ca ratio 
Mg. per 100 c.cm. 

Dec. 23, 1938 | 26 — 19 — — 

| Jan. 25, 1939 35 12 26 15 Diminished 
A.B Feb. 2, , 28 10 22 10 » 
» 6, » 28 11 21 11 ” 
8, » 26 10°5| 21 10-5 » 
Jan. 18, , 28 12 19 10 ” 
» 23; s 24 10 16 10 = 
C. D. ». 26, » 22 10 19 10 ” 
Feb. 2, » 26 10 24 10 ” 
» 6, » 21 11 19 11 ” 
Dec. 23, 1938 26 — 19 — — 

| Jan. 10, 1939 | 20 10 20 10 | Unchanged 
E. F.. » 16, » 20 | 10 | 20 | 10 is 
| a Biia 23 | 11 | 23 | 11 a 

s 2l 23 11 20 11 Diminished 
Dec. 19,1938 | 27 | — | 27 | — — 

Jan. 6,1939 | 22 11 22 11 Unchanged 

G.H » Ila 28 11:7| 23 11:7| Diminished 
a 12; » 26 12 22 12 5 

i 13, 5 21 13:5) 21 13:5) Unchanged 


Wespi (1937) attempted to answer the question 
whether a general alteration of the vegetative system 
plays a part in producing a cure in cases treated by 
hypoglycæmic shocks by examining the potassium 
and caicium contents of the serum at spaced intervals 
during the course of treatment. An increased serum- 
potassium content has the same effect as a parasym- 
pathetic stimulus, whereas a raising of the serum- 
calcium content is equivalent to a sympathetic 
stimulus. He found that widely varying figures were 
obtained for both ions in any case observed during a 
long course of treatment, ranging from values below 
the normal to those greatly above. 

Accornero and Bini (1937) investigated the serum- 
potassium and serum-calcium contents in a number 
of cases, both before and during coma, and found 
that the potassium, ‘after a definite number of 
shocks, reaches much higher values than normal. 
During coma it diminishes in some cases in @ 
pronounced fashion, but it always, however, remains 
much higher than in normal estimations.” They found 
no changes of note in the calcium values. 
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INVESTIGATION | 


Four male cases were selected at random, all 
having been under treatment by hypoglycemic 
shocks for at least two months. At varying intervals 
blood examinations were made, the serum-potassium 
and serum-calcium being estimated before the 


morning injection of insulin and again just before — 


the interruption of coma. The method used for 
the estimation of the potassium was that described 
by Kramer and Tisdall (1921), whose method for 
the estimation of calcium was also employed (see 
Beaumont and Dodds 1926). The figures obtained 
are given in table I. 

Twenty observations of the behaviour of the 
serum-potassium and seventeen of the serum-calcium 
were made. The difference in these numbers is due 
to the fact that the decision to include calcium 
estimations was only made after the investigation 
had begun. Except on four occasions, the pre-coma 
level of the blood-potassium was always above the 
normal—i.e., 19-21 mg. per 100 c.cm.—and often 
markedly so, and in no case was it below normal. 
This is in accordance with the findings of Accornero 
and Bini (1937). There are fluctuations in the levels 
in each case, which partly coincides with Wespi’s 
(1937) findings, although, as previously stated, in 
the present series they are always above the normal. 
The pre-coma level of the blood-calcium was normal 
—i.e., 10-11 mg. per 100 c.cm.—in twelve out of the 
seventeen estimations, and in the remaining five 
there was only a very slight increase. The changes 
taking place during hypoglycemic shock are shown 
in tables II-IV. These findings substantiate those of 


TABLE JI—SERUM-POTASSIUM IN HYPOGLYCZMIO COMA 


eo cea 
per cent.) 
Lower than pre-coma level . 14 (70) 
Unchanged from pre-coma level 6 (30) 
Higher than pre-coma level .. os Ss 0 
Total ia <3 ~. 20 — 


TABLE III—SERUM-OALCIUM IN HYPOGLYCZMIC COMA 


Estimations 
(No. and 
per cent.) 
Unchanged from pre-coma level 15 (88:2) 
Lower than pre-coma level 1 (5-9) 
Higher than pre-coma level .. |; 1 (5:9) 
Total rn = . 17 


TABLE IV—K/O0A RATIO IN HYPOGLYOÆMIO COMA 


Estimations 
(No. and 
per cent.) 
Lower than pre-coma level 12 (70°6) 
Unchanged from pre-coma level da 5 (29-4) 
Higher than pre-coma level .. PE as 0 
Total as ss .. 17 


the investigators previously mentioned, except that 
in the present series the fall in the serum-potassium 
and the K/Ca ratio during coma, although common, 
is not constant. 


SUMMARY 


The serum-potassium and serum-calcium levels 
were investigated in four patients undergoing treat- 
ment by hypoglycæmic shocks, the estimations being 
made before the morning injections of insulin and 
again at the end of coma, The PHO NAOe conclusions 
were reached. 
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(1) The “resting” potassium fluctuates, but 
always above the normal level. 

(2) During the coma the potassium tends to fall 
below its pre-coma level. 

(3) The “resting” calcium only Séoasionally 
deviates from the normal, and then always above the 
normal level. 

(4) During the coma the calcium tends to remain 
at its pre-coma level. 

(5) During coma the K/Ca ratio tends to fall. 


I wish to thank Dr. A. Shepherd, medical super 
intendent of Barnsley Hall Mental Hospital, for hi his 
permission to publish these findings, an the various 
members of the hospital staff who have assisted with 
the treatment. 
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OXALATE OR CITRATE FOR THE 
SEDIMENTATION TEST? 


By Noran H. Scuuster, M.B. Mano. 
PATHOLOGIST TO THE ROYAL OHEST HOSPITAL, LONDON 


THE sedimentation test would be a great deal more 
useful if there were a uniform technique. It is 
difficult to make progress in studying the effect of 
disease on sedimentation until there is a common 
pool for results, and this is impossible with many 
different methods, each having a different scale of 
figures. In 1935 the Association of Clinical Patho- 
logists sought to establish a standard technique, and 
a special subcommittee recommended one to its 
members. The Empire Rheumatism Council also 
hope to publish a standard method so as to coördinate 
their results. One of the chief difficulties is to obtain 
agreement on the anticoagulant. The subcommittee 
mentioned above found that citrate solution was 
satisfactory and was in the most general use at the 
time, but since then there has been an increasing 
inclination to use powdered oxalate on account 
of its greater convenience. The disadvantage of 
oxalated blood is that it gives unreliable results 
unless great care is taken with technique, whereas 
citrated blood is satisfactory under ordinary con- 
ditions. In a general investigation of technique it 
soon became apparent that the diameter of the tube, 
the time, and the blood-count were much more 
important problems when oxalate was used, and the 
following experiments illustrate the greater con- 
sistency of results reached with citrated blood. 

Blood from a vein was partly mixed with powdered 
potassium and ammonium oxalate, in the quantities 
used by Heller and Paul (1934) and others, and partly 
mixed with a 3:8 per cent. solution of sodium citrate 
in the proportion of 1 to 4 of blood. The experiments 
were nearly all done in pairs, and any defect in 
technique would have been the same for the oxalated 
and the citrated samples, All the usual precautions 
were taken to avoid experimental error; the tubes 
were set up in stands supplied by an instrument firm 
and as close to the vertical as possible. Patients 
were always chosen, because the irregularities do 
not appear when sedimentation takes place at a 
normal rate. 
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Fie. 1—Graphs showing effect of diameter of test-tube 
on the sedimentation-rates of oxalated and of citrated 


blood. 
Expt 1: to ascertain whether tubes of the same 
diameter give constant readings.—Each sample of 


blood was set up in four tubes of the same bore to 
a height of 100 mm. and the plasma layer read at 
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Fie. 3—Graphs showing sedimenta- 
tion-rate of citrated and of 
oxalated blood during the first 
hour. 
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the end of an hour. ‘“‘ Maximal discrepancy ” is the 
difference between the highest and the lowest readings 
in the four tubes, and “ average discrepancy ” is the 
sum of these maximal discrepancies divided by the 
number of experiments. 

Table I shows that with oxalated blood the readings 
begin to be irregular when the internal diameter is 
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Fie. 4—Graphs showing sedimentation-rate of citrated and of oxalated blood 
in tubes of different calibre during the first hour. 


3/4 


V2 


sob OXALATED 


DR. SCHUSTER: OXALATE OR OITRATE FOR SEDIMENTATION TEST? [APRIL 15, 1939 873 


OXALATED 


CITRATED 


a eee, 


Il 2 3 4 SI 2 3 4 5 


Fie. 2—Graphs showing effect of high concentration of 
red cells on the sedimentation-rates of oxalated and of 
citrated blood. 


2-5 mm. (Westergren’s pattern 1921), and that they 
become more so as it gets narrower. Table II shows 
that with citrated blood tubes can safely be used 
down to 2 mm. diameter (Payne’s pattern, 1932). 
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y4 Ye 
Fic, 5—Graphs showing sedimentation-rates of citrated and of oxalated blood 
modified to be equivalent to a blood-count of 6,000,000 per c.mm. 
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Expt 2: to ascertain whether tubes of different 
diameter give the same readings with a given sample 
of blood.—The results show best in the form of 
graphs (fig. 1). With oxalated blood there is often a 
material difference in sedimentation-rate according 
to the diameter of the tube, and the figures confirm 
Gibson’s (1938) opinion that sedimentation-tubes 
| should have a diameter of not less 
than 3-5 mm. With citrated blood 
sedimentation proceeds almost at 
the same rate in all sizes of tubes, 
though the 2 mm, tube is slightly 
erratic. Results that had 
previously been obtained when 
observing sedimentation at different 
blood-counts (Schuster 1938) sug- 
gested that the red-cell concentra- 
tion might have something to do 
with the irregularities. They seemed 
to be worse when a high cell-count 
was combined with the great 
clumping associated with rapid 
sedimentation. 


3/4 IHR. 
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Expt 3: to ascertain whether irregular results in 
tubes of different diameter were increased when red-cell 
concentration was high.—The blood was modified so as 
to be equivalent to a red-cell count of 6,000,000 
per c.mm. in the patient. This means that the 
oxalated sample contained 6,000,000 per c.mm., but 
that the citrated sample was always less concentrated. 
It was not considered necessary to experiment with 


TABLE J—oxXALATED TABLE JI—cITRATED 
BLOOD BLOOD 


Each set up in 4 tubes of the same diameter 


Discrepancy 
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Discrepancy 


of tube 
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citrated blood containing 6,000,000 per c.mm., for 
this would be equivalent to a red-cell count of 7,500,000, 
which is too uncommon in practice to bother about. 

The graphs (fig. 2) show chaotic results with 
oxalated blood at 6,000,000. With citrated blood of 
corresponding concentration the diameter of the tube 
did not seriously affect the sedimentation-rate. 

Expt 4: to compare the sedimentation of oxalated 
and citrated blood during the first hour.—As before, 
the same blood was partly oxalated and partly 
citrated, and readings were taken every quarter of 
an hour for one hour. Sometimes both samples fell 
at an even rate and gave curves of the usual types, 
but on several occasions there was a lag at the start 
with the oxalated sample. A few examples are 
illustrated by figs. 3-5. Fig. 3 shows sedimentation 
of the same blood, citrated and oxalated, over a 
period of one hour in a tube 5 mm, in diameter. 
The oxalate sample did not attain the maximal 
rate until half an hour had passed; the citrated 
sample fell at an even pace. Fig. 4 shows the sedi- 
mentation of blood in tubes of different calibre. The 
rates for oxalated blood were fairly steady, but there 
was an appreciable difference in the final readings at 
one hour. The graphs for the same blood citrated 
agree closely throughout the hour. Fig. 5 shows 
sedimentation graphs of oxalated and citrated blood 
modified to be equivalent to a blood-count of 
6,000,000 per c.mm. There was great divergence in 
the rates of the oxalated sample and good agreement 
with the same’ blood citrated. These results are 
rather strange and, if they could be independently 
confirmed, might be of value to workers in their 
choice of anticoagulant or size of sedimentation-tube. 


SUMMARY 


Experiments in the blood-sedimentation test have 
been done under varying conditions with sodium 
citrate and potassium ammonium oxalate as anti- 
coagulants. They show that the results obtained 
Merl oxalated are less reliable than with citrated 

00 
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RECURRENT INTUSSUSCEPTION 
IN A YOUNG CHILD 
By IAN Fraser, M.D., M.Ch. Belf., F.R.C.S. 


ASSISTANT SURGEON TO THE HOSPITAL FOR SICK OHILDREN, 
BELFAST 


INTUSSUSCEPTION on four occasions in a child of 
2} years within a period of 18 months is worth 
recording. 


The patient was first seen by me when she was 
aged 8 months. She was a clear-cut case of advanced. 
intussusception—tumour palpable per abdomen as 
well as per rectum—with a history of 24 days’ 
symptoms. She was very ill and was transferred at 
once to the local cottage hospital for immediate 
operation. The intussusception was successfully 
reduced, and the child returned to bed as quickly as 
possible. She was very ill for the first nine hours, 
but her further progress was uneventful. 

For the next few months her condition was satis- 
factory, with nothing of interest to report. Then 
she had a slight attack of bronchitis, and for two 
days before the second intussusception there was a 
tendency to constipation, with slight abdominal dis- 
comfort and loss of appetite. The onset of the 
second attack was typical, and diagnosis was made 
at once by the mother and confirmed by the doctor ; 
hence I was able to operate on the child within a 
few hours. Since she was in very good condition, 
I removed her appendix also. The second operation 
took place at the age of 16 months, again in the local 
cottage hospital. 

In the interval between the second and third 
operations the child was well except for the appearance 
of enlarged glands in the neck, which subsided with- 
out suppuration or incision. There was slight consti- 
pation, relieved by occasional doses of syrup of figs. 
The third attack came on at 8.30 a.m., just after a 
breakfast of tea, bread, and butter. There was 
almost at once pain in the right iliac fossa, together 
with other textbook signs, and on admission to the 
Belfast Hospital: for Sick Children 24 hours later a 
tumour was felt, and a finger inserted into the rectum 
returned bloodstained. 

The child was now 24 months old, and the only 
difference this time was that the intussusception 
was at first entirely enteric—that is, ileum into 
ileum—and later through the ileocsecal valve into the 
colon, as compared with the first two which were of 
the typical ileocscal variety. It is possible that this 
would have been overlooked had it not been for the 
mother’s now expert knowledge of this trouble, for 


' the enteric variety causes delayed obstruction. The 


operation was simple and reduction easy, and beyond 
enlarged glands (common to all these cases) and the 
mobile cecum no other morbid condition could be 
discovered. The fact that this time the variety of 
intussusception was different from the first two 
made me feel that any type of artificial binding of the 
terminal ileum would not prevent the condition from 
recurring at another situation. 

Before her discharge from hospital the child was 
radiographed. A bismuth enema showed a normal 
colon, and a through-going bismuth meal showed ileal 
stasis at four hours. No radio-opaque glands were 
seen. The child was discharged well, and although 
the same incision had been used on each occasion— 
a split right rectus—there was no sign of hernia. 

The fourth intussusception took place on Dec. 20, 
1937, when the child was 26 months old—two months 
after thelastattack. The child was in good condition on 
arrival at hospital, although some twelve hours had 
elapsed since the onset of the attack ; hence a bismuth 
enema was attempted, but she could not retain the 
fluid. Through the original scar her abdomen was 
opened and a very large intussusception of the ileo- 
cecal variety found under the liver. The glands on 
this occasion were fewer than formerly, which was the 
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only hopeful remark that I could make to the parents, 
who by now were becoming somewhat tired of these 
repeated operations on their child. I could not help 
feeling that they suspected that if the job had been 
well done the first time it should not have had to be 
repeated s. often. 


In this case advanced intussusception occurred 
four times in a small girl within eighteen months, 
at the ages of 8, 16, 24, and 26 months, On the first, 
second, and fourth occasions the intussusception was 
of the usual ileocecal variety ; on the third it was 
enteric. Enlarged glands were most conspicuous 
at the early operations and gradually decreased. 
The cecum, ascending colon, and terminal ileum 
were hypermobile. 

The split-right-rectus incision was used on all four 
occasions, and since healing was always per primum 
no hernia ensued. I regard this as the best incision 
for this operation in a child, for it is quick to do and 
gives splendid anterior and posterior sheaths of 
rectus to sew up. 


The subject of enlarged glands in intussusception 
is of great interest. Is the enlargement primary or 
secondary ? Is it tuberculous? A recent intussuscep- 
tion operated upon by me was associated witH 
enormous glands; yet the child was still breast-fed. 
In the present case the onset of the first intussuscep- 
tion was shortly after weaning, and there was always 
a tendency to slight constipation, as shown by the 
necessity for repeated laxatives and by the result of 
the bismuth meal. There was a history of tuber- 
culosis on the mother’s side and a Mantoux test of 
the child was strongly positive. 

I have twice seen an intussusception recurring a 
second time, but four occurrences must be unusual. 
It would be interesting to know if any surgeon makes 
it his practice to place sutures in order to produce 
adhesions and so prevent such a recurrence. 

I wish to thank Dr. J. C. Nicholson, of Bangor, 
co. Down, who had the anxious task of looking after 
the child, and Dr. C. S. Thomson, late house-surgeon 
at the hospital, for his helpful notes. 


MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTIONS OF ORTHOPADICS, NEUROLOGY, 
AND RADIOLOGY 


AT a combined meeting of these sections held on 
April 4, with Mr, RoBERT OLLERENSHAW (Manchester), 
president of the section of orthopedics, in the chair, 
a discussion on 


Prolapsed Intervertebral Disks 


was opened by Dr. J. GRAFTON LOVE of the Mayo 
Clinic. He began by saying he wanted to make it 
clear that protrusion of an intervertebral disk was 
by no means the only cause of low back-pain. The 
prolapse, in his experience, involved both elements 
of the disk: the nucleus pulposus and the annulus 
fibrosus. Hernia of the nucleus had been described, 
but he had never seen it. The prolapse was usually 
to one or other side of the middle line posteriorly, 
the reason being that the posterior longitudinal 
ligament, which was the immediate posterior relation 
of the disk, was particularly strong in the middle 
line and distinctly weaker in its lateral expansions, 
The ligamentum flavum had an important bearing 
inasmuch as its unyielding nature increased the 
pressure from the protruding disk. The typical 
finding at operation was cedema of the posterior 
nerve-root in the affected segment. 

Although Dr, Love was able to give statistics of 
300 cases, he emphasised that protruding inter- 
vertebral disk was a relatively uncommon con- 
dition. Analysis of the Mayo Clinic cases showed 
that it was three times commoner in men than in 
women, and that the average age at the time of 
operation was 40 years. This was no true indication 
of the age at which the symptoms began, for many 
cases had a long history of pain. Dr. Love showed 
a table which demonstrated that by far the greatest 
incidence of the disease was in the lumbar region of the 
spine, and that the 4th and 5th lumbar disks were 
those liable to be affected, thus accounting for sciatica. 
Of the 300 cases 112 (37 per cent.) gave a history of 
injury immediately preceding the onset of symptoms ; 
64 (21 per cent.) had a history of injury not related 
to the onset; and 124 (41 per cent.) had no history 
of injury. The questions arose as to what had 
happened to these patients before the recognition 


of prolapsed disk, and what operation should be 
planned for its relief. He had found the history of 
an operation on one case which had been labelled 
“ enchondroma ” and was doubtless a case of pro- 
lapsed disk. The extra strain on the back entailed 
by the upright position had been cited as an auxiliary 
cause, but he knew of a veterinary surgeon who had 
operated on a dog for supposed spinal tumour and 
had found a prolapsed disk. 


Cases of prolapsed cervical intervertebral disk 
were rather rare and caused pain down the arm, 
Dr. Love described two such cases in which operation 
had afforded complete relief. In the lumbar spine 
the dominant symptom was unilateral sciatica. 
This was present in 215 of 285 cases (75 per cent.). 
Nocturnal pain was an important symptom, as was 
the exacerbation of pain by coughing and sneezing. 
The Achilles-jerk was absent. The type of case in 
which he expected to find a protrusion of the disk 
was that of the patient who, after an injury to the 
back, complained at first of low back-pain which 
improved only to be followed later on by persistent 
pain along the distribution of the sciatic nerve. 
On examination, there was spasm of the erector 
spine muscles and obliteration of the lumbar curve, 
Examination of the cerebrospinal fluid showed an 
increase in the total protein, and, finally, radio- 
graphy after injection of Lipiodol demonstrated a 
localised narrowing, rarely a block, of the canal. 
Although increase of total protein in the fluid obtained 
by lumbar puncture was common, in a third of his 
cases the figure had lain within normal limits. The 
amount of lipiodol injected in routine examination 
was 5 c.cm. They made it a rule never to inject 
lipiodol in the presence of inflammation and to keep 
the temperature of the solution under 105° F. Air 
had been used in place of lipiodol in some of their ° 
cases. Dr. Love showed radiograms which demon- 
strated that air gave not nearly such accurate results. 
Although he had been very hesitant about intro- 
ducing non-absorbable iodine oils into the spinal 
canal he had found no evidence that they did 
any harm, provided the proper precautions were 
observed. l 

The treatment was laminectomy with removal of 
the protruding cartilage. The ligamentum flavum 
might be found thickened and should be removed. 
Sometimes a partial laminectomy gave sufficient 
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exposure, The posterior longitudinal ligament was 
usually intact and had to be incised over the pro- 
trusion. The edematous nerve-root was the guide 
to the position of the protrusion. In some cases 
the cartilage protruded through the ligament. 
Altogether 417 cases had been treated by operation, 
with 1 death, immediate relief being obtained in 
90 per cent. The wound healed well without 
drainage, and in only 7 cases had bone grafting been 
employed. The patients stayed in hospital two 
weeks and returned to work in three months. He 
thought the results of operation for protruding 
intervertebral disk were as gratifying as in any other 
branch of surgery. The patients required no brace 
or support. There was one case of recurrence, and at 
a second operation he found what he believed to 
have been a small piece of cartilage overlooked at the 
first operation. 


Dr. C. P. Symonps said that his interest in these 
cases was from the neurological standpoint, and his 
experience was limited to 22 cases, in 15 of which the 
pressure had been on the cord and in 7 on the cauda 
equina, He was concerned with the evidence which 
would allow of a differential diagnosis of prolapsed 
disk from other conditions, such as tumours. 
Important clinical features were the relation of the 
pain to injury and its exacerbation by coughing and 
by movements of the spine. The remission of symp- 
toms was especially noteworthy. Cases affecting 
the lumbar spine showed pain in the lower back which 
was related to effort and to posture. A point that 
had been emphasised by Elsberg was that in the 
sensory loss that might ensue the posterior columns 
of the cord were spared. This was not altogether 
true, for in 7 of his cases there was posterior-column 
loss of sensation. Spinal tumours were distinguished 
by the fact that on the whole the sequence of events 
suggested anterior compression, whereas prolapsed 
disk caused posterior compression. In 1 case bilateral 
symptoms of compression had followed manipula- 
tion of the spine by an orthopedic surgeon, and in 
1 case there had been loss of sphincter control. The 
protein in the cerebrospinal fluid had been estimated 
in 20 cases, and in 2 only had it been normal. 
Lipiodol had been used in 8 cases to localise the site 
of compression. Disseminated sclerosis, with its 
well-known remission of symptoms, might present 
some difficulty in differential diagnosis. Cases might 
possibly have been slipping through the net, and he 
wondered whether in some an exploratory laminectomy 
might be justified. The question of sciatica presented 
some difficulty, for his experience was that 99 per 
cent. of patients with sciatica eventually recovered, 
whatever the treatment’; they might, indeed, get 
better more quickly without treatment. How many 
prolapsed-disk sciaticas, he asked, had recovered 
with rest alone before the days of diagnosis of the 
cause ? Unless prolapsed disk was anything but a 
very rare cause of sciatica, it must be a cause which 
allowed of spontaneous cure, He wanted to know 
‘whether the duration of the symptoms and the 
liability to recurrence were greater or less after 
operation. 


Dr. F. C. GOLDING spoke from the point of view 
of the radiologist. . In the first 29 cases he had radio- 
graphed after lipiodol injection he had found evidence 
of prolapsed disk in 4 only. However, in the last 5, 
4 had been positive. The radiogram might be 
negative and operation reveal a prolapsed disk, 
He had heard a colleague pity the unsuspecting 
patient who walked into the orthopxdic department 
nowadays and admitted having sciatica, He thought 
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it very questionable, however, whether the injection 
of lipiodol was ever followed by bad results. He 
liked to use the apparatus which was used for the 
diagnosis of duodenal ulcer, for this allowed four 
disks to be photographed on one film. The most 
reliable position for anteroposterior examination 
was with the patient prone and with the film behind 
his back and the tube under the table. Lateral 
views tended to be misleading, and he preferred the 
oblique picture taken with the suspected side raised. 
The indentation in the shadow caused by the disks 
in adolescent kyphosis might be a source of error in 
diagnosis. Dr. Golding mentioned the case of 
@ young girl with spastic weakness of both legs 
who achieved a spontaneous cure, attributed by 
her to the lipiodol injection. André, who had 
described cases found at necropsy, had noted that 
the lumbar region was not the commonest site. 
That made one wonder how many cases had no 


symptoms. 
Mr, JULIAN TAYLOR said that there were three types 


of pain caused by prolapsed disk: the pain might be — 


in the vertebre ; might be referred pain from the 
vertebra ; or might be referred pain from the nerve 
pinched. The last was the most persistent, From 
his experience of the operation he rejected the theory 
of hernia of the nucleus pulposus. The substance 
removed was a white necrotic material. One of his 
patients, a heavy man, had hurt his back in a cabaret 
turn with professional acrobats, They threw him 
in the air and caught him on their feet. He developed 
an extreme kyphosis. 


Mr. A. S. BLUNDELL Banxkart described his 
experience of 4 cases on which he had operated. 


Dr. LOVE, in reply, said that the intermittency 
of symptoms was one of the most valuable signs in 
the differentiation of protruding intervertebral disk 
from tumour, Cases had been treated in the old 
days by bone-graft, but this, apart from other dis- 
advantages, meant keeping the patient in hospital 
six weeks. He pointed out that no case in the Mayo 
Clinic ever came to operation for this condition until 
the orthopedic surgeon had nothing further to offer. 
If it was considered that other treatment had not had 
full play, the case was sent back for a while. He 
agreed with Dr. Golding that a negative radiogram 
might be given by some cases, and he had operated 
on 1] cases in which the lipiodol test had been 
negative, Clinically, the spasm of the erector spins 
muscles was one of the most obvious features; at 
operation the cdema of the nerve-root was the 
important sign which led one to the lesion. 


The CHAIRMAN said that the cause was an over- 
stress of the back rather than a severe injury. 

During the discussion a coloured cinematograph 
film was shown of the operation of laminectomy and 
removal of the prolapsed disk as performed by Dr. 
Love. 


SMOKA ABATEMENT IN LONDON.—The first meeting 
of the Greater London Advisory Council for Smoke 
Abatement was held at the Ministry of Health on 
March 29 under the presidency of Mr. E. H. Keeling, 
M.P. Mr. Walter Elliot, Minister of Health, and Mr. 
Herbert Morrison, M.P., who addressed the meeting, both 
emphasised how much of London’s smoke pall was due to 
domestic fires. Dr. J. B. Howell, medical officer of health 
for Hammersmith, was appointed hon. treasurer, and 
Dr. H. A. des Voeux, president of the National Smoke 
Abatement Society, hon. librarian to the council. 
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LIVERPOOL MEDICAL INSTITUTION 


AT a pathological meeting of this institution held 
on March 16, with Dr. H. WALLACE JONES, vice- 
president, in the chair, a pathological study of 


Hypertensive and Ischæmic Heart Disease 


was described by Dr. C. V. Harrison (Liverpool). 
The clinical condition, he said, had been investigated 
during lifo by Dr. Paul Wood and after autopsy the 
hearts were examined by a standard technique in 
which the coronary arteries were injected with 
barium sulphate and stereoscopic radiograms were 
taken. The hearts were ‘cleared’ according to the 
technique of Gross, and histological examination of 
the coronary arteries and myocardium was after- 
wards carried out. It was found that hypertensive 
and ischemic heart disease, though they might 
coexist, gave two totally different radiological 
pictures by this technique. Other conclusions were 
that coronary atheroma has no effect upon the 
lumen of the vessels until it becomes severe; that 
hypertension causes the coronary arteries to enlarge 
part passu with the hypertrophy of the heart; that 


in hypertension the weight of the heart increases: 


with the duration of the disease and the degree of 
cardiac failure ; that hypertension alone never gives 
rise to focal myocardial fibrosis; and that coronary 
atheroma by itself can lead to cardiac hypertrophy. 


Peptic Ulcer 

At a meeting of the institution on March 30, with 
Dr. WILLIAM JOHNSON, the president, in the chair, 
Mr. F. RONALD EDWARDS read a paper on the neuro- 
genic origin of peptic ulceration. The incidence of 
duodenal ulcer, he said, is undoubtedly increasing, 
and since the psychic factor plays an important part 
in causation he attributed the increase to the strain 
of modern life. Hyperchlorhydria is constant in 
duodenal ulcer and produces a duodenitis followed 
by ulceration. The hyperchlorhydria is due to exces- 
sive secretion of gastric juice, and such hypersecretion 
can be produced experimentally either by a direct 
action of histamine on the gastric glands or by 
stimulating the vagus. Mr. Edwards had studied the 
action of the vagus and the effects of cutting it at 
various levels. In the normal healthy animal the 
diminution of the flow of acid from the stomach 
after section of the vagus was slight, but he believed 
that section of the vagus in human beings with the 
““hypersthenic gastric diathesis ” might remove the 
higher cerebral control to the secreting area of the 
stomach, reduce the excessive acidity, and so allow 
the ulcer to heal. The anterior branch of the nerve 
should be divided below the origin of its pyloro- 
hepatic branch and the posterior branch below the 
branch to the celiac ganglion. The operation had 
proved perfectly satisfactory in a series of animals, 
but its value could only be tested by performing it 
on patients. 

Mr. CHARLES WELLS referred to the experimental 
work of McCrea, and also to Wilson Hey’s operation, 
in which all vessels to the stomach are ligated. This, 
he said, lowers the acidity, and he wondered whether 
it might do so because the vagus is divided, either 
intentionally or accidentally. The occasional failure 
of operations of the Billroth I or Schoemaker type 
in duodenal ulceration is attributed to the continued 
activity of the well-known reflex of psychical secretion 
of hydrochloric acid, and possibly this might be 
prevented by interruption of the vagus, It might be 
useful to re-examine recorded cases in which vagotomy 
was combined with some other procedure. 
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Dr. S. B. DARBISHIRE read a paper in which he 
pointed out that the proteolytic action of the juice 
is due to the pepsin, and it is surprising that so little 
attention had been paid to the pepsin and so much 
to the hydrochloric acid. He showed slides illustrating 
an apparent relation between the amount of pepsin 
in the gastric juice and the intractability of the 
patient’s ulcer. A test-meal taken shortly before 
perforation contained an extremely high concentration 
of pepsin. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


A MEETING of the section of pathology was held on 
March 24, with Dr. R. A. Q. O’MEara, the president, 
in the chair. ’ 

Krukenberg Tumour 


Dr. G. C. DocKERAY reported the case of a woman 
of 37 who went to the Rotunda Hospital in January 
last, six months after the birth of her third child, 
and complained of abdominal pain and swelling. 

Laparotomy in a general hospital last autumn 
had disclosed enlarged glands in the omentum, with 
peritoneal fluid and large ovarian cysts which were 
not removed; a diagnosis of tuberculous peritonitis 
had been made. At the Rotunda Dr. J. B. Fleming 
removed bilateral ovarian solid tumours which 
proved to be typical Krukenberg tumours with 
numerous acini and signet-ring cells. At operation 
a mass had been felt in the region of the stomach 
and radiography by Dr. F. G. Stewart at Dr. Steevens’ 
Hospital showed advanced carcinoma, 

Dr. R. M. CORBET said that in the last three years 
he had operated on three cases of gastric carcinoma, 
complicated by an ovarian tumour, all three patients 
being of child-bearing age. The first patient had 
Krukenberg tumours in both ovaries, and operation 
was performed because of the pain they caused. In 
the second case laparotomy was done for a large 
left multilocular cystadenoma; when this was 
removed it was found that the right ovary was 
enlarged to the size of a walnut and was white and 
smooth, and subsequent investigation of the gastro- 
intestinal tract showed extensive cancer of the 
stomach. The third patient was admitted six weeks 
after delivery of a full-time infant; she had ascites, 
with masses in the pelvis, and proved to have a 
leather-bottle stomach with extensive carcinomatosis 
of the peritoneum and two ovarian tumours the size 
of a large orange. These ovarian tumours were 
removed and turned out to be not Krukenberg 
tumours as suspected but young, rapidly growing 
cystadenomata. 

Dr. A. R. Parsons, president of the academy, 
asked what relation these tumours had to gastric 
carcinoma,.—Dr. J. MCGRATH, referring to one of 
Dr. Corbet’s cases, said that the leather-bottle 
stomach removed had not the same histology as the 
ovarian tumour, but it did bear a considerable resem- 
blance to it. In this case the swelling was bigger 
in the right ovary, and yet the tumour was actually 
in the left ovary.—Dr. NINIAN FALKINER asked 
Dr. Dockeray if primary carcinoma of the ovary was 
more usually bilateralthan unilateral, Iflarge bilateral 
tumours were found, would they not be more likely 
to be secondary to a growth in the intestinal canal ? 
—Dr. DocKERAY thought it hard to explain how 
the cells got from the stomach to the ovary. It was 
possible that the hormones in the ovary made the 
soil more attractive. Krukenberg tumours of the 
ovary were sometimes associated with tumours in 
the colon or with cancer of the breast, 
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The Damaged Heart in Pregnancy 


Dr. DOCKERAY exhibited a heart showing an 
extreme degree of mitral stenosis. 

He first saw the patient on Feb. 17, 1936, when 
five months’ pregnant in her sixth pregnancy. Her 
pulse was regular at 110; she had a diastolic mitral 
murmur with an accentuated second sound; there 
was a large hydrothorax on the right side and cedema 
of the lumbosacral region and ankles. She improved 
greatly with rest, removal of fluid from the right 
pleural cavity and treatment with Salyrgan. On May 11 
labour was induced because cedema reappeared, 
and she had a live son weighing 4 lb. 11 oz. She next 
came to hospital on Oct. 28 last, expecting her 
seventh child to be born in April. She had a regular 
pulse, was breathless on the slightest exertion and 
had slight cedema of the ankles and lumbar region. 
She was treated with rest and salyrgan but miscarried 
on Jan. 14 and died on Feb. 2: Autopsy showed 
extreme stenosis of the mitral valve of the button- 
hole variety ; the opening was too small to admit a 
pencil a fifth of an inch in diameter. 

Dr. W. R. O’FARRELL said it was extraordinary 
that this patient could have survived the strain of 
so many pregnancies with a mere pinhole opening 
at the mitral valve. 

Dr. CORBET said the case showed that a heart will 
stand pregnancy far better than is often supposed. 
He rarely induced labour because of heart disease, 
since it often added to the worries of the patient. 
Indeed he thought induction for obstetrical complica- 
tions was rarely warranted; for example, if the 
patient had a minor degree of disproportion with 
heart disease, the best line of treatment was by 
cesarean section. The prognosis was really based on 
how much one could curtail the patient’s activities : 
a patient who became decompensated while leading 
an active life had a much better prognosis than one 
who became decompensated while resting. Deaths 
were often due to lack of coöperation by the patient. 

Dr. Parsons said it was very remarkable that 
Dr. Dockeray’s patient could have gone through 
six pregnancies, The question was often asked 
“ Should a woman with mitral stenosis marry at all ? ” 
He was of opinion that if she did, she should not have 
any children. 

Dr. DOCKERAY, in replying, said that very often 
in mitral stenosis a second pregnancy was easier 
than the first. Sometimes the infants in such cases 
had parts which were softer than normal and 
therefore the birth was fairly easy. 


NEW INVENTIONS 


CLIP FORCEPS 
Michel’s clips are deservedly popular for approxi- 
mating skin edges, but I have been dissatisfied with 
the various types of clip forceps available and have 
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therefore devised a modification which seems to 
meet my requirements. The design of both skin- 
approximating and insertion forceps is based on the 
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well-known Jeans dissecting forceps. The instruments 
which are illustrated here are made of stout-gauge 
stainless steel with a blocked joint, giving a par- 
ticularly strong and rigid article which is not unduly 
heavy owing to the half-inch fenestrations. These 
fenestrations afford a firm hold even when operating 
on stout subjects. 

The skin-approximating forceps has fine teeth 
which approximate accurately and carries a three- 
inch gallery which holds twenty-four clips—sufficient 
for almost any length of incision. The gallery on 
the model illustrated is designed for 16 mm. clips, 
but could of course be modified to take the more 
usual size. The clip-inserting forceps is 5 in. long, 
the teeth are grooved on the inner aspect to ensure a 
good grip on the clip and are only 0-15 in. wide to 
avoid picking off more than one clip at a time. 

I have now been using these forceps in private 
and hospital practice for over a year and they have 
proved most satisfactory. The instruments were 
made for me by Messrs. Arnold and Sons (John Bell 
and Croyden), Wigmore Street, London, W.1. 

Lincoln. G. A. Bagot WALTERS, F.R.C.S.E. 


AN OPERATING CHAIR FOR THE GENERAL 
SURGEON 

A GREAT deal of energy is wasted in operation 
theatres, though life is still short and the art longer 
than ever. Few surgeons seek the repose of green 
sheets, and many strain their eyes with white (a 
symbol perhaps of aseptic 
purity), but why should they a we 
stand while they perform “a : 
long operations? Some of 
the specialists sit in comfort 
at the ends of their tables, 
but the general surgeon, 
who works most often at the 
side, stands, we believe, 
simply because he cannot 
sit. If he uses an ordinary 
seat he is either too low or 
else his bent knees press 
against some part of the 
table and keep him away 
from it. For this reason 
the chair illustrated here 
adapts the saddle of a motor- 
cycle; the surgeon sits 
astride and so can come 
close to the table with his 
knees almost straight, with 
his feet on the floor but his 
weight taken off them. The 
saddle can be raised or 
lowered and its back is 
easily adjusted to the sur- 
geon’s. A square non-skidding base carries a kind of 
cocktail amenity in the shape of a rail to which a 
restless foot can shift; one angle, therefore, of the 
base should point towards the table so that the 
raised knee will bend sideways. | 

This chair—made for us by Messrs. Thackray of 
Leeds—is of simple design, and will not therefore 
seat the operator through every possible procedure, 
a thing that few would wish. It provides, however, 
an easy change of posture, for the saddle turns readily 
to mount or dismount, and ample respite from standing 
is better than full immunity. 

We wish to thank Mr. J. Robson, technician in the 
department of surgery at the British Postgraduate Medical 
School, for a useful suggestion. 

ARNOLD K. Henry, M.B. Dubl., F.R.C.S.I. 
D. K. Mitnt-HEnrRyY, M.D. Dubl., D.P.H. 
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REVIEWS AND NOTICES OF BOOKS 


Scarlet Fever 
By GEoRGE F. Dick, M.D., D.Sc., professor of 


medicine in the University of Chicago; and 
GLADYS HENRY Dick, M.D., D.Sc. Chicago: The 
Year Book Publishers; London: H. K. Lewis 
and Co. 1938. Pp.149. 8s. 6d. 


In this concise and clearly written monograph 
Dr. and Mrs. Dick give an account of scarlet fever 
as a definite and specific clinical entity, although 
they admit the occurrence and epidemiological 
importance of subclinical varieties. The type of 
scarlet fever prevalent in the United States is con- 
siderably more severe than that which is now usual 
in this country, and thus the proportion of clinically 
complete and typical cases is probably higher there. 
But there is no real difference in the epidemiological 
standpoints of the two countries except in so far as 
these are affected by varying classifications of the 
Streptococcus pyogenes. The late Prof. C. C. Okell 
in his Milroy lectures for 1932 expounded the 
“ unitarian ’? hypothesis that the difference between 
the toxins produced by various strains of the hemo- 
lytic streptococcus is quantitative rather than 
qualitative. The Dicks maintain, however,,. that 


. scarlet-fever antitoxin obtained by immunising a 


horse with a toxin from one strain of a scarlet-fever 
streptococcus neutralises the homologous toxin and 
other scarlet-fever toxins, but does not show cross- 
neutralisation with erysipelas toxin, and that there- 
fore separate toxins are produced by scarlet-fever 
and by erysipelas streptococci. They maintain 
also that there is a close clinical and immunological 
relation between the streptococci isolated from septic 
sore-throat and the erysipelas streptococci, though 
these are not bacteriologically identical. From 
patients with puerperal sepsis the only toxigenic 
strains recovered were those associated with scarlet 
fever or erysipelas. The Dicks are not impressed 
by classifications based upon precipitin or agglutina- 
tion tests; Lancefield’s work is not mentioned and 
there is only a passing reference to Griffith’s serological 
types. Although the authors would hardly subscribe 
to the publishers’ statement that ‘‘the ghost of the 
difficulty of diagnosing scarlet fever is laid ”?” by their 
monograph, they do dispose, in a brief and practical 
way, of the major bogies. Massive and if necessary 
repeated intramuscular injections of scarlet-fever 
antitoxin are recommended for the toxic case. The 
Dicks insist that the ability of the hemolytic strepto- 
coccus to invade is dependent upon primary injury 
of the tissues by toxin; hence the need for early 
administration of an ample supply of antitoxin to 
diminish the risk of complications. Their experience 
coincides with that of most observers that sulphanil- 
amide is of no value in the toxic stage but relieves 
sinusitis, otitis media and cervical adenitis after this 
stage has passed. 

The book is illustrated by 8 plates in colour which 
if not highly artistic are at least clear and instructive. 
It contains a useful list of 188 selected references and 
an adequate index. Doctors in either general or 
special practice will find it extremely useful. 


National Health Insurance Acts, 1936-1938 
By Henry Lesser, LL.B. Lond., of Gray’s Inn, 
barrister-at-law. London: Stone and Cox. 1939. 
Pp. 1281. 37s. 6d. 

THE consolidation of national-health insurance 
statutes in 1936 and the consequential reissue of the 
voluminous codes of statutory regulations under 


the authority delegated by the new act have made 
the present moment opportune for the publication 
of a comprehensive textbook. Mr, Lesser has brought 
together the parliamentary and departmental legisla- 
tion in a weighty and well-edited tome. Nothing 
seems to be omitted, but doubtless it will not be long 
before the mills of Westminster and Whitehall grind 
out the fresh amendments and extensions which 
break the textbook writer’s heart. The Minister of 
Health himself contributes a personal panegyric 
by way of foreword to this volume, The author 
has made full use of the quasi-judicial decisions of the 
Ministry on questions of liability or title to insurance 
and also of the cases decided by referees. He gives 
brief summaries of the general grounds on which 
medical practitioners’ names have been removed 
from the panel and of the decisions on excessive 
prescribing. There is not much case law for him to 
record, but he rightly draws attention to Mr. Justice 
Rowlatt’s decision in 1916 (O’Neill v. Middlesex 
Insurance Committee) on the validity of the medical 
benefit regulations. The interesting decision in 
Marrison v. Bell (see Lancet, March 18, 1939, p. 648) 
on the question whether an insured person who is 
absent from his work through ill health can claim to 
receive his full pay as well as his insurance benefits 
is, of course, much too recent to be included.. 


The Diabetic Life 

(11th ed.) By R. D. LAWRENCE, M.D., F.R.C.P., 

physician in charge, diabetic department, King’s 

College Hospital, London; late chemical patho- 

logist and lecturer in chemical pathology at the 

hospital, London: J. and A. Churchill. 1939. 

Pp. 246. 8s. 6d. 

THE principal change which has been made in this 
popular book is in the line-ration diet. ‘Two important 
alterations have been made since this was first 
introduced. The carbohydrate ration, or black line, 
was increased from 5 to 10 g. some years ago, and now 
the fat ration has been reduced from 15 to 9g. Thus 
a diet of 10 lines which used to contain 50 g. carbo- 
hydrate, 75 g. protein and 150g. fat now contains 100g. 
carbohydrate, 75 g. protein and 90 g. fat. This is, 
according to present ideas, a much better balanced 
diet although the amount of carbohydrate is still 
on the low side. To those who read his instructions 
on the use of the diet carefully Dr. Lawrence makes 
it quite clear that the number of black, or carbo- 
hydrate, lines may greatly exceed the number of red, 
or protein, lines, It would be an advantage, all the 
same, if in the next edition these instructions were 
put in much larger type, for unfortunately many 
doctors and patients still think that the number of 
red and black lines must be equal. Thus, if the 
patient has little appetite for proteins he may only 
take 8 lines and the carbohydrate will be restricted 
to 80 g. although the patient would like, and be all 
the better for, double the amount of carbohydrate. 
The other important change is the description of the 
new slow-acting insulins, to which 23 pages are 
devoted. Dr. Lawrence finds that mild cases requir- 
ing 10-30 units a day can be completely controlled 
with one dose of zinc protamine insulin. In some 
more severe cases, however, the condition cannot be 
sufficiently controled with zine protamine insulin 
alone and it is necessary to give soluble insulin, either 
mixed with it or as an evening dose. These patients 
run more risk of severe hypoglycemia and it is unwise 
to aim at complete control. Dr. Lawrence is at 
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present treating all new cases with zinc protamine 
insulin but does not advocate changing the type of 
insulin for patients who get on well with two doses of 
soluble insulin. This conclusion seems well judged. 
The descriptions of the use of the insulins are easy 
to follow and should be very useful to practitioners. 


Gas and Air Analgesia 
By R. J. MINNITT, M.D. Lpool, D.A., lecturer in 
ansesthetics, University of Liverpool; director of 


aneesthetics, David wis Northern Hospital. 
London: Bailliére, Tindall and Cox. 1938. 
Pp. 84. 3s. 


Dr. Minnitt is to be congratulated on having given 
practical application to his desire to lessen the pains 
of labour while facilitating the process and main- 
taining the patient’s general condition. At the 
present time there is a widespread demand for this 
type of analgesia in midwifery, and this little book, 
by one who is largely responsible for creating the 
demand, will be of help to those who are trying to 
meetit. Dr. Minnitt gives detailed instruction in tech- 
nique, with good photographs of different forms of 
apparatus and an account of the history of the 
method and of the current regulations of the Central 
Midwives Board on its use by midwives. 

The extent to which gas-and-air analgesia can be 
made available in domiciliary practice by midwives 
will depend on whether the board sees fit in the future 
to modify these regulations. This controversial 
question is not discussed by Dr. Minnitt. It is the 
insistence not on the presence of a second person but 
on the qualifications of that person that raises diffi- 
culties, The method carries so little risk to the patient 
that many now agree that an untrained person could 
help her to manage the apparatus under the midwife’s 
supervision, and that such a person might safely be 
allowed in the room for this purpose provided she 
keeps to the head-end of the bed. 

Not only midwives but doctors interested in the 
method will find this book useful; it contains a 
note on the application of the gas-and-air analgesia to 
minor surgery and conservative dentistry, 


Emotions and Bodily Changes 

A Survey of Literature of Psychosomatic Inter- 

relationships (1910-1933). (2nd ed.) By H. 

FLANDERS DUNBAR, M.D., Med.Sc.D., depart- 
_ments of medicine and psychiatry, Columbia 

University. London: Humphrey Milford, Oxford 

University Press. 1938. Pp. 601. 25s. 

WORKERS in all branches of medicine are rapidly 
growing to realise that philosophic solution of the 
problems of the body-mind relation is not essential 
for medical progress, and that the physiological 
disturbances of acute and chronic emotional states 
are clinically the most important link between what 
may be called psyche and soma. Such disorders as 
asthma, ‘‘ spasmodic ” angina, peptic ulcer, ulcerative 
colitis, Graves’s disease, dysmenorrhewa—to name 
only a few—are now regarded by many clinicians as 
unlikely to have a bacteriological or dietetic basis, 
and some observers have noted that they are peculiarly 
liable to occur in certain personality types and to be 
precipitated or affected by emotional disturbances, 
Investigations in this field have recently become 
so numerous that it is difficult to keep track of them, 
and it is for this reason, among others, that Dr. 
Dunbar’s balanced and impartial study has so 
greatly assisted the evolution of medical thought. 
In the three years since it first appeared the book has 
indeed become almost a classic. In this edition the 
author draws attention to a new venture—an attempt 
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to give some account of this rapidly growing branch 
of study in a new journal, Psycho-Somatic Medicine, 
whose first number was issued in January, 1939. 
_ In an introduction to her second edition, Dr. Dunbar 
outlines various advances made in the last five years— 
the growing agreement, for example, on the need, in 
any disease, to study all the physiological and psycho- 
logical characteristics of the patient, and the develop- 
ment of suitable methods and centres of research 
for this purpose. Perhaps most important of all, 
she draws attention to evidence that illnesses in 
which psychological factors play a major part are 
not only resistant to current medical methods of 
prevention and treatment, but may actually be on 
the increase at the present time. This fact has 
already been noted by J. L. Halliday in Scotland, and 
Dr. Dunbar emphasises her observation that illness 
of this type is disproportionately expensive to the 
community because of its recurrent and chronic nature, 
The book provides a stimulating and orientating 
source of information for any doctor ready to look 
at patients as complete individuals who are more 
than the sum of their component parts, Differences 
in outlook and language have made the contributions 
to this subject something of a jungle, and this guide 
to its ramifications should encourage a trend which 
seems likely to be of major importance in the develop- 
ment of medical concepts and practice. f 
An addition of some 100 titles to the bibliography 
offers a selection from work recently published. 


Textbook of Bacteriology 
(2nd ed.) By THURMAN B. Rick, A.M., M.D., 
or of hastariolaey and public health, Indiana 
niversity School of Medicine. London: W. B. 
Saunders Company. 1938. Pp. 563. 21s. 
FOLLOWING for the most part on familiar lines 
this short but well-written book has one or two 
interesting and unusual features, including a suggestive 
chapter on electrophoretic charge as related to sero- 
logical reactions. Difficulties are not always squarely 
faced and are at times dismissed without explanation. 
The general plan of the book is, however, excellent, 
and with a little more attention to detail it should 
develop into a first-class textbook. 


Science in Africa 
By E. B. Worrsineton, M.A., Ph.D. Camb., 
director of the Freshwater Biological Association of 
the British Empire. London: Humphrey Milford, 
Oxford University Press. 1938. Pp. t46. 108. 6d. 
THE object of this book by Dr. E. B. Worthington 
is to review the present position of scientific studies 
bearing on African conditions and it provides a 
useful supplement to Lord Hailey’s ‘‘ African Survey.” 
Most of it is devoted to the agricultural and biological 
sciences, since these are of immense practical import 
in that continent, but three chapters deal severally 
with health and medicine, human diseases, and 
population. It is a pity that the author did not find 
it possible to include a complete account of work done 
in these fields since 1934 (the other sections bring the 
story up to 1936), but otherwise he gives good measure. 
He must have taken great pains to assemble so much 
widely scattered material—the bibliography covers 
65 pages—and anyone seeking information about 
research in Africa will be wise to begin by consulting 
this volume. The dominant impression that remains 
with the reader is that public health and preventive 
medicine must demand the constant attention of 
medical men in the tropics and that those accustomed 
to conditions at home who take up work there 
will find it necessary to adjust their outlook, 
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STERILISATION OF DRESSINGS AND PADS 


THE risk of infection has been largely eliminated 
from operating-theatres; but as Prof. LERICHE 
pointed out in our last issue, its disappearance is 
by no means complete, and the sense of security 
given by routine is often false. Minor degrees 
of wound sepsis are only too common, and gross 
contamination is probably less rare than is supposed. 
In our correspondence columns on March 18 
Dr. Frupses and Prof. McInrosH drew attention 
to a form of operative or postoperative infection 
that is wholly preventable and should never 
be contracted in hospital—namely, tetanus— 
and in the following issue Dr. CRUICKSHANK 
referred to possible contamination by Bacillus 
welchit. The risk of dying from tetanus or gas- 
gangrene is not one that ordinary surgical patients 
should be allowed to face, but lately a number of 
deaths among them have been caused by these 
spore-bearing organisms, and steps must be taken 
to ensure that there are no more. The source of 
infection in the tetanus cases has usually proved 
to be cotton-wool—used for example as an outside 
dressing after operation, as padding under plaster- 
of-paris, as padding for a wooden splint, or as a 
sanitary pad applied to the vulva in the puer- 
perium.! While many surgeons and practitioners 
realise that wood-wool often teems with bacteria, 
it is less well known that cotton-wool, both white 
and grey, is also contaminated by spores, chiefly 
of anaerobic bacteria. Cotton-wool of all descrip- 
tions must be considered dangerous in the condi- 
tion in which it is delivered by the manufacturers 
and it should not be used for any purpose in 
hospital, even for padding splints, without pre- 
liminary sterilisation. That the same precautions 
are likewise needed in private practice is illustrated 
by CANE’s case? in which a little grey wool used 
as a splint-pad caused the death from tetanus 
of a healthy man. 

Postoperative deaths from tetanus are seldom 
the result of a failure of the surgeon’s personal 
technique ; but it is evident that any surgeon who 
does not want to be confronted with an accident 
of this kind should make sure that he is satisfied 
not only with the sterilisation of his catgut and 
instruments, but also with the sterilisation of every 
kind of dressing he uses, whether near a wound 
or remote from it. There has been far too much 
confidence in the efficient working of hospital 
sterilisation plant, and the management of such 
plant is too often left to those who do not fully 
understand how it fulfils its function. It must be 
impressed on the persons concerned that the 
essential feature of sterilisation in an autoclave 


1. See Lancet. March 11, 1939. p. 582. 
2. Cane, L. H., Ibid, 1938, 2, 1059. 
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is that steam at the appropriate temperature and 


pressure should penetrate to every particle of the 
material. Efficiency depends not so much on the 
maximum temperature as on complete permeation 
by steam, and a necessary (but sometimes neglected) 
preliminary to the admission of the steam is that 
the apparatus should first be evacuated to ensure 
that no air-pockets remain to block its penetration. 
For the same reason drums must be packed loosely, 
and towels and gowns must be dry at the time of 
packing. Particular care is required in packing 
wool, which, it must always be remembered, is 
probably harbouring spores; it should not be 
rolled into large bundles or pressed tightly into the 
drum. Likewise it is next to impossible to sterilise 
wool or dressings wrapped in paper parcels—_ 
though this is commonly attempted. For each 
batch of dressings sterilised a continuous baro- 
graphic record is needed to ensure that the proper 
vacuum has been created first, and that an adequate 
pressure of steam has afterwards been reached and 
maintained. It is not enough to rely on someone 
glancing from time to time at a dial, for this duty 
is all too likely to be forgotten. 

No system of records however will altogether 
compensate for uninformed or unintelligent manage- 
ment, and it is courting disaster to rely on 
comparatively untrained assistants for this essential 
service. Furthermore, given the best possible 
workers and the best possible system, there will 
still be a need for frequent checking of results. 
There is only one safe way of providing such a 
check, and that is by bacteriological examina- 
tion of materials that have passed through the 
process, not forgetting that anaerobic as well as 
aerobic organisms may be hidden in cotton-wool. 
The best plan is to place responsibility for sterilisa- 
tion, without reserve, in the hands of the hospital 
bacteriologist. 


PSYCHOTHERAPY FOR THE INSURED 
WORKER 


“ A matter giving us considerable concern is the 
large and increasing number of claims where the 
incapacitating condition is certified as functional 
nervous disorder. Not only are claims heavy in 
respect of initial certificates due to this cause, but 
at later stages of diseases of an organic nature we are 
required to pay benefit for a longer period in con- 
sequence of the supervention of one of these neuroses. 
We feel strongly that if greater facilities were available 
for the treatment of this particular class of case, a 
great advantage must accrue to the insured population 
and relief will be afforded to the funds of approved 
societies,” 

In these words the chairman of the Prudential 
Approved Societies drew attention at his last 
annual meeting to a problem important to all 
who organise social medicine. It may be that 
few would go so far as to agree with the view of 
psychoneurotic illness, expressed by the assistant 
surgeon-general of the United States Public Health 
Service, that in America “ four in every ten persons 
applying for medical advice in public clinics and 
dispensaries are invalided because of mental 
illness of this type,” ? but there is ample recent 


1. Treadway, W. L., Publ. Hlth Rep., Wash. 1936, 51, 181. 
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evidence 7-5 that the incidence of such illness 
is well above the figure of 2 or 3 per cent. often 
given in reports of health-insurance schemes. All 
the available information shows that psychological 
disorders are a main cause of the costly and 
increasing burden laid on: health-insurance funds 
by disablement of over a year’s duration. The 
position of these disorders is rather like that 
of tuberculosis at the turn of the century before 
its control was organised as a special service. 
Most psychological troubles, and the neuroses in 
particular, should be detected and checked at an 
early stage if they are to be prevented from 
becoming very expensive to the community. But 
even when they are of recent onset, the time required 
for their adequate treatment places a burden on its 
resources which is best met by the establishment 
of special departments and clinics. The task of 
restoring working capacity should not be left to the 
general practitioner, who may lack the equipment 
and certainly lacks the time to undertake it. 

The clause in the Mental Treatment Act, 1930, 
which gave permission to local authorities to 
organise, separately or as departments of general 
hospitals, such psychiatric outpatient centres as 
they might find necessary was intended to meet 
this need. Unfortunately, in spite of the active 
encouragement of the Board of Control, the number 
of these centres is still so small that the increased 
facilities for treatment since 1930 hardly cover 
the rise in the incidence of the disorders. The cost 
of treating the psychoneuroses may be heavy but 
in the end it is likely to be less than that which 
falls on the approved societies and on the. whole 
nation from the chronic invalidism to which this 
type of illness leads. The tendency of local 
authorities, noted by the Board of Control, “ to 
grudge expenditure on staff needed for psycho- 
therapy ” is probably enhanced now by unwilling- 
ness to promote schemes involving further outlay 
when they are faced with new imperative and 
growing demands—e.g., for air-raid precautions. 
It is thus unlikely that the next few years will see 
much acceleration in the rate of increase of centres 
for adequate psychological treatment, though the 
uncertainty and insecurity of our times is likely to 
make the need for them more and more urgent. 

In 1940, with the statutory quinquennial valua- 
tion of assets of approved societies, schemes for 
the provision of additional benefits will be put 
before the Ministry of Health: A real if only a 
partial contribution to mental and physical health 
would be to schedule outpatient psychotherapy as 
an approved benefit—a permissive action, without 
direct financial obligation to the state, which 
would give approved societies an opportunity that 
some of them would surely take. An immediate 
outcome of this provision would be to relieve the 
insurance practitioner of the obligation to cope 
with a group of patients who consume an amount 
of his time disproportionate to the good he can 
2. Department of Health for Scotland. Sixth Report on Insured 
capacitating Sickness. 1937. H.M. Stationery Office. 

3. Pearson, R. S. B., Lancet, 1938, 1, 451. 
4. Smith, At and A., Rep. industr. Huth Res. Bd 


Leiper, M. 
: oun., Lond. No. 75, 1938. 
5. Walker A. B., J. R. sanit. Inst. January, 1939, p. 511. 
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do them. The effects might be far-reaching in 
other directions. In its last annual report the 
Board of Control suggests the staffing of outpatient 
clinics by part-time physicians as a method of 
meeting difficulties of personnel besides lightening 
the burden on whole-time officers. If psycho- 
therapy became an approved benefit funds from 
this source would help to pay for their services. 
The prospect of some regular work would encourage 
suitable psychotherapists to set up in private 


‘practice, and skilled treatment for the psycho- 


neuroses might in this way become available 
throughout the country. Once an outpatient centre 
is started it should soon become clear to what 
extent it is really needed and whether it is likely 
to save money in the long run. The fact that for 


treatment of this type some payment, however. 


small, is always demanded from the patient would 
be a safeguard against abuse of the benefit. Some 
approved societies clearly recognise the psycho- 
neuroses as a main source of incapacity and are in 
no doubt as to how they should be dealt with. 
The matter rests between them and the Ministry 
of Health. It can no longer be regarded as a 
philosophic problem of the body-mind relation. 
It is an urgent, practical problem of medical 
economics. 


THE PREVENTION OF EXPERIMENTAL 
SILICOSIS 


THE preliminary account! by Denny, ROBSON 
and Irwin of their attempts to prevent experi- 
mental silicosis in rabbits by the use of aluminium 
aroused much interest amongst those responsible 
for the health of men in industries entailing a 
dust hazard, and further development of this work 
has been eagerly awaited. The results of a more 
detailed study of the phenomenon of silica- 
solubility depression and of the histological picture 
produced in animal tissues by silica mixed with 
aluminium powder are now to hand.? The com- 


munication comes jointly from the laboratories of > 


the McIntyre mine at Schumacker, Ontario, and 
the Banting Institute at Toronto, and exemplifies 
the sort of association between industry and 
academic medicine which is clearly the right way 
of tackling common problems. Animal experi- 
ments on a larger scale confirm the results pre- 
viously reported. The gist of the story is that the 
admixture of very small quantities of aluminium 
with quartz dust protects the lungs of rabbits 
from the fibrosis which develops in 5 months in 
those exposed to quartz dust alone. Inhalation 
of aluminium dust for 40 minutes before or after 
the 12 hours of daily quartz dusting is also 
protective. In animals with a concentration of 
metallic aluminium in the lung of 1 per cent. or 
more, no evidence of fibrosis had been detected 
up to a period of 17 months after the dusting 
experiment had begun, whereas the control rabbits 
showed well-developed lesions in 7 months. The 
inactivation of quartz.in the body is not a systemic 
1. Denny, J. J., Robson, W. D., and Irwin, D. A., Canad. med. 
Ags. J. 1937, 37, 1.. See Lancet, 1937, 2, 271. 


2. Denny, Robson and Irwin, Canad. med, Ass, J. March, 1939, 
wie p. 213. 
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reaction but takes place only when aluminium is 
closely associated with quartz in body cels or 
fluids; metallic aluminium on being converted 
into hydrated alumina reduces the toxicity of the 
quartz chiefly by surrounding the quartz particles 
with an insoluble and impermeable coating. The 
inhalation of aluminium dust does not affect the 
general health of the animals or cause any damage 
to their tissues. The authors observe that in the 
amounts and concentrations recommended it could 
be introduced into a mine without risk of explosion. 

That certain natural mineral dusts may modify 
the action of silica upon the lungs has been known 
for a great many years. J. S. HALDANE was the 
leading exponent of the view that shale dusts 
act as antidotes to the development of silicosis 
when they are inhaled with the dust of quartz 
or flint. The stone-dusting of coal-mines with 
powdered shale was originally introduced to 
minimise the risk of explosions. The practice 
was deprecated by those who feared that any 
advantage gained might be at the expense of a 
higher incidence of silicosis. The fear was ground- 
less ; in fact silicosis seemed to be actually less 
prevalent in shale-dusted mines, and it was this 
industrial experience that itipressed HALDANE 
with the protective value of shale dusts. He and 
his fellow-workers contend in a forcible paper, 
communicated long after his death,* that silicosis 


_ is always due to the inhalation of the dust of free 


silica, and that the apparent absence of silicosis 
in certain highly siliceous areas such as the Kolar 
gold-mines is due to the antagonistic effect of the 
country rock and not to the lack of some positive 
factor like sericite, as postulated by Jones.’ 
Kine and Roman ê and WHITEHOUSE’ have now 
linked the reputed protective property of shale 
dust with the solubility theory of silicosis by 
showing that this dust greatly depresses the 
solubility of silica in water and in body fluids. 
Many other substances have recently been found 
to act in this way; of these metallic aluminium 
is undoubtedly the most effective, and the 
mechanism of the depression it brings about is 
now becoming clear. ENNY, ROBSON and IRWIN 
show that the silica particles become coated with 
a layer of “ gelatinous hydrated alumina, which 
on drying forms the crystalline alpha aluminium 
monohydrate, Boehmite (Al, O.H, 0)”; they 
have had this substance identified through its 
electron diffraction pattern. As little as 1 per 
cent. of metallic aluminium admixed with the 
quartz powder seems to be enough to coat the 
particles with this impermeable alumina layer, 
and to prevent the quartz from going into solution. 
How long the coating will last is still uncertain ; the 
authors give reasons for their hope that even if it 
is gradually removed by lung fluids subsequent 
dusting with aluminium powder would provide 
a fresh coat. 


3. Haldane, J. S., Trans. Instn Min. Engrs, 1917, 55, 264. 

4. Haldane, J. S., Haynes, F., Shaw, A., and Graham, J. Ivon, 
Trans. Instn Min. Engrs, Lond. In tbe press. (Delivered 
at tho annual meeting of the Institution on Feb. 15, 1939.) 

. Jones, W. R., J. Hyg., Camb. 1933, 33, 307. 

. King, E. J., and Roman, W., Biochem. J. 19383, 32, 2283. 

. Whitehouse, A. G. R., J. industr. Hyg. 1938, 20, 556. . 
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The validity of claims to have prevented silicosis 
in animals depends, of course, on whether the 
fibrosis produced in the controls is really a silicotic 
nodule. DENNY and his colleagues believe that 
silicosis can be produced in rabbits by exposure 
to quartz dust for 5 months. Some workers 
do not admit that the fibrous-tissue picture seen 
in the lungs of animals dusted for short periods is 
strictly comparable with that of the silicotic 
nodules arising in the lungs of men after long years 
of exposure.2® There seems to be no doubt, 
however, that where 1 per cent. or more of 
aluminium is mixed with the silica in these animal 
lungs, and where the hydrated alumina is shown 
on staining to be intimately and uniformly mixed 
with the silica particles, fibrosis does not develop. 
Whether this “ animal silicosis ” and its prevention 
by aluminium can be translated into terms of human 
pathology and prophylaxis remains to be deter- 
mined. Experiments are being made at the 
McIntyre mine to ascertain the best means of 
dispersing aluminium in a dust cloud in the mine 
atmosphere. This is the first step of an investiga- 
tion that will inevitably take long to complete. 
No speedy solution of the silicosis problem can be 
looked for on these lines, quite apart from the com- 
plication introduced by the infective factor. It would 
be futile to expect an early or definite verdict on 
the efficacy of any measure directed against a disease 
so slow to develop and so chronic in its course. 


THE LEAGUE AND OPIUM 


NOTWITHSTANDING the defections from the League 
of Nations its labours on behalf of social and 
humanitarian objects pursue their even tenor. 
The advisory committee on the traffic in opium and 
other dangerous drugs and the Permanent Central 
Opium Board have been reappointed by the council 
of the League, the former for three years and the 
latter for five. The advisory committee is now 
composed of representatives of Belgium, Bulgaria, 
Canada, China, Egypt, France, Greece, India, Iran, 
Mexico, the Netherlands, Peru, Poland, Portugal, 
Siam, Spain, Switzerland, Turkey, Uruguay, and 
Great Britain. The United States, though not a 
member of the League, is also represented on this 
committee by reason of the great interest it has 
taken for the last 30 years in the opium question. 
The members of the reconstituted Permanent Central 
Opium Board are Sir Atul Chatterjee (India), Sir 
Malcolm Delevingne (United Kingdom), Mr. H. L. 
May (U.S.A.), Mr. D. Milicevic (Yugoslavia), Dr. A. 
Saenz (Uruguay), Prof M. Tiffeneau (France), Mr. 
M. Salahaddin (Turkey), and Mr. Michael Hansson 
(Norway). The Japanese representative has retired 
from the board. The board is apprehensive lest 
the political changes that are taking place throughout 
the world may endanger the continuance of its good 
work, and urges the contracting parties ‘‘ to consider 
carefully what steps should be taken to win back 
for the board the full support of countries that are 
estranged from the League of Nations.” The board 
is an independent body, to which definite functions 
have been assigned, and to which non-members of 
the League as well as members have always been 
appointed; by its ten years of successful work 
it merits the support of all governments. 


8. Kettle, E. H., Proc. R. Soc. Med. 1930, 24, 1. 
9. Belt, T. H., and King, E. J., Physiol. Rev. 1938, 18, 355. 
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ANNOTATIONS 


MORPHOLOGICAL CONTROLS 


EXPERIMENTAL pathologists sometimes sneer at the 
laborious “treadmill”? methods of the thorough 
morbid anatomist and histologist ; who could retort 
that the momentum and excitements of technical 
virtuosity may preclude an adequate examination of 
material and sometimes leads to unjustified con- 
clusions. To anyone familiar with the morphological 
variations that can be found in the tissues and 
‘organs apart from any disease it is obvious that 
textbook accounts of “normal” histology do not 
take full account of these and indeed too often 
perpetuate the galenical idea that the tissues of 
animals are identical with those of man. Examples 
of popular misconceptions are innumerable; it will 
suffice to recall that the changes which take place 
in the endometrium during the menstrual cycle were 
until a few years ago interpreted as endometritis and 
that the presence of epithelium of the intestinal type 
in the stomach was regarded as a persistence of a 
normal fotal state. There is still much to learn 
about histology. 

Until recently, to take another instance, the 
parathyroid glands were sadly neglected, probably 
owing to the difficulty of finding them; but now ample 
amends have been made by Dr. Gilmour, who has 
drawn on the rich storehouse of histological material 
which Prof. H. M. Turnbull, F.R.S., has collected 
and collated at the London Hospital during the last 
twenty years. In his two earlier papers ! Dr. Gilmour 
noted the variations in size and position of the glands 
and studied their development in the human fœtus ; 
he has now ? described their normal histology from 
investigation of over 400 cases. The glands have a 
loose connective-tissue capsule and a stroma in which 
there is a varying amount of adipose tissue ; they are 
traversed by capillaries though no lymphatics could 
be identified. The parenchyma consists of two types 
of cells: the principal cell which has a basophil 
cytoplasm and is about 8 u in diameter, and the 
oxyphil cell which is larger and shows acidophil 
granules in the cytoplasm. Both types of cell show 
morphological variations—the principal cells some- 
times have a dropsical water-clear cytoplasm rich in 
glycogen and the oxyphil cells may develop a darker 
cytoplasm, probably as a result of degeneration. 
Dr. Gilmour found that in the fœtus all the cells were 
of the principal type; they were mostly of the water- 
clear variety but with increasing age the proportion 
of dark principal cells gradually rose. The oxyphil 
cells were not found in subjects under 3 years old, 
but after this age more and more of them appear 
and they are often present in very large numbers in 
the glands of elderly women. Not only glycogen 
but much pigment and lipoid are found in the cells. 
The yellow pigment, which is probably a lipofuscin, 
is not seen in very young children, but it increases 
in amount up to the third decade and persists 
throughout adult life. It is usually in the form of a 


sphere 2-3 uw in diameter and although present in © 


both types of cell is most conspicuous in the oxyphil 
cells. The lipoid, which seems to consist of free fatty 
acids, is closely associated with the pigment and like 
it increases with age; more of it is present in the 
principal than in the oxyphil cells. In a few glands 
removed with the thyroid at operation Dr. Gilmour 
was able to study the Golgi apparatus. It was not 


Gilmour, J. R., J. Path. Bact. 1937, 44, 431 ; 


1937, 45, 507. 
2. Gilmour, Ibid, 1939, 48, 187. 


possible to demonstrate the network in the oxyphil 
cells; in the principal cells it takes the form of a 
tangled mass with no definite localisation in cells 
arranged in trabecule ; when the cells are in alveoli 
it lies between the alveolar lumen and the cell nucleus. 
Normally the parenchymal cells have a coarse 
trabecular arrangement in which nodules of water- 
clear or oxyphil cells may be found in adult life. 
The oxyphil cells (but never the principal cells) some- 
times form alveoli or colloid vesicles and in subjects 
over the age of 20 cystic vesicles (which may be as 
large as 300 u) are an almost constant feature of the 
glands; on occasion cystic structures are found on 
the surface of the parathyroids, which are probably 
remains of the Kursteiner canals, 

It is evident that this fine detailed work, which in 
many respects confirms and in others refutes the 
observations, based on much less material, of previous 
workers, merely constitutes a groundwork for a study 
of the pathological histology of parathyroids. These 
three papers, in fact, correspond to the controls of the 
experimental pathologist. But the experimentalist 
is well satisfied if a relatively small proportion of his 
animals are set aside for this purpose, whereas the 
morphological pathologist insists that his controls 
must greatly outnumber the abnormal cases which 
are in effect his experiments, though they are ready- 
made rather than bespoke. 


OVARIAN IRRADIATION IN INCURABLE 
BREAST CANCER 


SoME thirty years ago a number of British surgeons, 
including Hugh Lett and Sir George Beatson, 
reported that they had obtained definite improve- 
ments, in patients suffering from inoperable breast 
cancer, after removal of the ovaries. The results 
were, however, irregular, and on the whole transitory, 
and the treatment was abandoned. The possibility 
of producing a functional castration by irradiation, 
and the recent discoveries concerning the ætiological 
relationship between mammary cancer and the 
ovarian follicular hormone, have reawakened interest 
in this procedure. In 1930 H. Ahlbohm reported from 
Radiumhemmet, Stockholm, a definite improvement 
in a considerable number of his patients subjected to 
functional castration by X rays. In 1936 R. Dresser 
in the United States observed distinct benefit after 
this procedure in patients suffering from breast cancer 
with bony metastases, whereas metastases in other 
sites did not appear to react. Now G. W. Taylor 
of Boston + presents a series of 50 cases of inoperable 
breast cancer treated by ovarian irradiation. He 
finds that among 20 patients who seem to have 
derived some benefit 9 showed definite regression 
of bone metastases, ranging from complete regression 
and recalcification to a change from osteoclastic to 
osteoblastic bone lesions. Of the 50 cases treated 
between January, 1935, and April, 1937, 7 are still 
alive without evident active progress of the disease. 
Curiously enough, this procedure has very little 
effect on the course of the disease when applied to 
young women with operable breast cancer as a 
prophylactic measure after complete mastectomy, 

The reason for the occasional therapeutic effect 
of a functional castration in inoperable cases of 
breast cancer with bone metastases is not clear. The 
procedure leads to a pronounced and persistent 
diminution in the estrin excretion and a temporary 


— 
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increase in the excretion of prolan A. (The persistence 
of the fall in the cstrin excretion can be used as an 
indication that functional castration is complete.) 
But experimental evidence shows that although 
a carcinoma can be induced in the mamma by æœæstro- 
genic hormones, the presence of these hormones is 
not necessary to maintain the growth of the neoplasm. 
The fact that the beneficial effects of an X-ray 
castration are rare and mainly restricted to cases 
with bone metastases is in accord with the experi- 
mental evidence and suggests that perhaps these 
effects are brought about by functional changes in 
the pituitary induced by castration. The conclusions 
reached by Taylor are that artificial menopause is 
of definite palliative value in about a third of the 
patients with inoperable or recurrent carcinoma of 
the breast, and that the most striking and generally 
the most durable results are seen in the group suffering 
from osseous metastases. Though adequate data 
are lacking he thinks it probable that life is prolonged 
in many of the patients. The procedure does not 
seem to help patients with visceral metastases. 
In general the benefit is transitory and capricious, 
but Taylor thinks that the occasional gratifying 
results and the virtually negligible inconvenience 
justify the functional castration of young women 
suffering from incurable disease. 


KYMOGRAPHY OF THE HEART 


In the methods of X-ray kymography of the heart 
at present employed, of which an account was given 
by Franklin Wood in our issue of Feb. 4 (p. 249), 
a lead grid with horizontal slits is interposed between 
patient and film and either the grid or the film is 
moved downwards while a radiogram is being taken. 
The lateral and medial movements of the heart’s 
border are thus recorded on the film as a wavy 
outline, continuous if the grid is made to move or 
interrupted with a moving film. As Stumpf has 
pointed out, the grid with parallel slits gives a true 
idea of the heart’s movements only in those segments 
that are perpendicular to the part of the heart’s 
outline being recorded ; the movement of parts of 
the outline lying more obliquely tend to be distorted. 
Barata ! suggests that a more accurate tracing of the 
outline of the heart may be taken with a circular 
grid with slits radiating from its centre. The fallacy 
in his procedure however is that the heart is not 
spherical but irregular in contour, so that the circular 
grid is not likely to fit its outline except where a 
tracing of a small arc of the heart’s border is required, 
and will cause serious distortion in the region of the 
middle arc and great vessels. A circular grid also has 
the disadvantage of giving a blank central area which 
disfigures the picture. Comparing the several tech- 
niques so far suggested the best general tracing of 
the heart’s movements appears to be obtained by 
the method described by Franklin Wood, using a 
moving grid with horizontal slits. 


A STUDY IN SELF-EDUCATION 


GENERAL practitioners who like sometimes to 
bemoan their hard lot will do well to read a book 2 
which tells the story of how the awkward and 
sensitive son of a farmer came to qualify and practise 
medicine in a vast rural area in Kansas, His first 
and only means of transport was a horse and bugg 
and (possibly from the former) he soon acquired much 


1. Rarata, J. S., Pr. méd. Feb. 18, 1939, p 277. 

2. The Horse and Buggy Doctor. By Arthur E. Hertzler, M.D. 
Tondon: Jobn Lane, The Bodley Head. 1939. Pp. 335. 
12s. : 
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horse-sense. Dissatisfied with the meagreness of his 
training—‘“‘ two courses of lectures of five months 
each ’’—he continued his own professional education 
by every means in his power. Thus practising on 
animals he improved his operative technique, and his 
stories of successful ‘‘ kitchen,” and even alfresco, 
surgery are as delightful as they are inspiring. Later 
he contrived to continue his studies in Berlin under 
such masters as Virchow, Waldeyer and Janzen. 
Finally he returned to Kansas where he built and 
equipped a large private hospital which, when in 
full working order, he disposed of for nothing to 
a charitable organisation. This book is notable in 
many ways and not least for the simple, vigorous 
and wisecracking style in which it is written. Being 
sensitive and humorous the author early learnt to 
laugh at himself, and throughout life he has preserved 
that sense of proportion. Much that he has to tell 
us about the methods of handling patients is common 
enough experience to the general practitioner, but 
there is nothing commonplace about his manner of 
telling it. 


A HISTORY OF MEDICAL SOCIETIES 


Sir D’Arcy Power suggests} that ‘‘ societies as we 
now understand the meaning of the word” began 
to exist in the seventeenth century and that the first 
in point of age is the Accademia dei Lincei at Rome 
which was born in 1603. Within the limits of his 
definition he is no doubt right. Yet since, as he 
himself points out, man is a curious and discursive 
animal, it is impossible to suppose that men 
living in close conjunction and interested in the same 
points of theology, law or medicine should not long 
previously have acquired the habit of periodical 
meetings to discuss with one another their agree- 
ments and differences. In point of fact the literary 
coteries which used to meet in the libraries and book- 
shops of imperial Rome were almost exactly similar 
to the informal gatherings out of which the “‘ societies ” 
have mostly developed: less formal no doubt and 
certainly less permanent, but essentially societies 
for the purpose of debate and mutual information. 
It was, one would suppose, the foundation and success 
of the Royal Society that in this country gave birth 
to the societies we now recognise, and indeed ‘‘ the 
Royal ” itself grew out of just such private meetings. 
Its charter dates from 1662, but fifteen years earlier 
two groups in London and Oxford had agreed to meet 
each week in private houses to converse on what we 
should now call scientific subjects: of these men 
Glisson in London and Willis in Oxford bear the names 
best known to the medical historian. After the 
Restoration these two groups continued their meet- 
ings in each others’ houses till they agreed to form a 
society. Such in fact is the history of the foundation 
of nearly all the bodies noticed in this volume, with 
one notable exception. The Society of Apothecanies, 


_ the first on Sir D’Arcy’s list, is not a society in the 


same sense as the others: it was founded as a craft 
guild with the constitution and privileges of a City 
company. The British Medical Association also 
has grown into something much more than a society, 
though its branches all over the Empire maintain the 
characteristic form of meeting for debate. The 
remaining 32 organisations here described are true 
“ societies as we now understand them,’ and the 


Edited by Sir D’Arcy Power, 

S., consulting surgeon, archivist and keeper of 
records, St. Bartholomew’s Hospital, London; hon. 
librarian, Royal College of Surgeons of England. Reprinted 
from the edical Press and Circular. London: Bailliére, 
Tindall and Cox. 1939. Pp. 312. 10s. 6d. 
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mere list of their names and habitations in London, 
Edinburgh, Dublin, Glasgow, Manchester, and else- 
where proves how widely the medical profession has 
felt the need of scientific and social meeting-places 
for its members. These records of their foundation 
and development are of more than local interest. 


PROLACTIN IN PRACTICE 


Now that the experimental and laboratory aspects 
of prolactin have been well explored its practical 
value in promoting lactation is on trial in various 
centres. In Montevideo Prof. Mussio-Fournier and 
his collaborators! have found that on the whole 
divided doses are most satisfactory. Their usual 
total dose was 300 mg. of dry powder, 30 mg. being 
given twice daily, but their experience has led them 
gradually to increase the dose, and they suggest that 
they intend to increase it further. They believe 
that if prolactin is to be successful it must be given as 
soon as there is any sign of the supply of breast-milk 
falling off, and the breasts themselves must be well 
developed. The prolactin they used was prepared 
according to the methods suggested by Bates and 
Riddle, and the fact that their more recent prepara- 
tions were relatively purer did not seem’to affect 
their results. They have not met with any abnormal 
reactions, but if the milk-supply fails twice during 
one lactation they think it unwise to give a second 
course of injections for fear of provoking anaphylaxis. 
On the other hand, in their experience there is little 
danger in using the drug after a second pregnancy 
when it has already been used after the first. When 
diminished lactation accompanied the reappearance 
of menstruation they found that quite small injections 
of prolactin sometimes helped to re-establish the 
flow of milk. Their results were, however, not 
uniform in any type of case, though on the whole 
young mothers appeared to react to hormonal stimula- 
tion better than older ones, 


ORIENTAL SORE IN ITALY 


For over a quarter of a century it has been known 
that cutaneous leishmaniasis can be contracted in 
Italy. Prof. Vanni? says that the first cases in 
that country were reported by Gabbi and La Cava 
in 1910, and that numerous others have been observed 
since then, especially in Abruzzi. From May to 
July of last year, he says, there were about 300 
cases in that area. The sandflies Phlebotomus papatasit 
and P. macedonicus abound in this region, especially 
near damp walls and stables at sunset, and their 
range is greater than that of the disease. P. papatasit 
has hitherto been held responsible for oriental sore 
in Europe,’ but in three serial thoracic sections of 
a female specimen of P. macedonicus, whose stomach 
was full of blood, Vanni found the inner wall of the 
pharynx completely covered with flagellate organisms 
resembling leptomonas. Some were free in the 
lumen of the pharynx. He thought that he must 
be dealing with the leptomonad phase of Leishmania 
tropica. This specimen was caught in the cowshed 
of a man who had four sons, whose ages ranged from 5 
to 13, all affected with cutaneous leishmaniasis. Vanni 
identified P. macedonicus (Adler and Theodor 1931) 
and P. perniciosus (Newstead 1911) among specimens 
caught last September in Roseto d’Abruzzi. The 
latter had previously been reported (as regards 
Italy) only from Sicily and Campania. P. perniciosus 


1. Mussio-Fournier, J. C., Morato-Manaro, J., and a 
Bull. Soc. méd. Hôp. "Paris, March 6, 1939, p 

2. Vanni, V., Ann. Igiene, September—October, 938 D; 62 

3. Patton, W. S., British Encyclopedia of Medical aaoi; 
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is a carrier of L. donovani, as shown by Parrot, 
Donatien, and Lestoquard in 1930 and confirmed by 
Adler and Theodor in 1931, who experimentally 


infected 83 per cent. of sandflies of this species with- 


leishmania. This species is mainly responsible for 
infantile kala-azar in the Mediterranean basin, but 
it has yet to be discovered whether it also carries 
L. tropica, the cause of oriental sore. 


MENTAL DISEASE AND CRIME 


THERE are many difficulties in the way of comparing 
the incidence of crime and insanity in different 
countries, and conclusions from such comparisons 
must be drawn with great care. The statistics 
brought together in a short paper by Penrose ! appear 
however to provide clear evidence of an inverse 
relationship between the development of mental- 
health services and the need for accommodation in 
prisons. As a rough guide to the former Penrose 
takes the number of inmates of institutions for the 
mentally abnormal, and to the latter the number 
of sentenced adult prisoners, other than political 
prisoners. Of 18 European countries those with the 
largest ratio of mental inmates to population tend 
to have the lowest ratio of sentenced prisoners, 
For instance, the two indices for England and Wales 
are 4:72 and 0-30 per 1000 inhabitants, for Holland 
2-64 and 0:52, for Italy 1:97 and 1-26, and for Poland 
0-36 and 1:51. As might be expected, the association 
for the 18 countries is not perfectly regular, but it is 
sufficient to give a correlation coefficient of — 0-62. 
Even more striking figures are obtained when the 
number of convictions for specific crimes of violence 
are considered. The annual death-rate attributed 
to murder is relatively small in most of the countries 
whose mental-health services are well developed, 
and the rate is increased as much as tenfold in some 
countries where they are poorly developed. The 
United States and Switzerland, on the other hand, 
both pay much attention to mental-health services 
and yet have a fairly high incidence of crime, Various 
factors may play a part in this association, and 
Penrose is careful to say no more than that the 
figures suggest that attention to mental health may 
help to prevent the occurrence of serious crimes, 
particularly deliberate homicide. 


THE POPULATION PROBLEM 


In the growth, or decline, of a population there are 
four factors at play: the number of births and 
deaths occurring in the country, which determine 
the natural rate of increase (or decrease), and the 
amount of immigration and emigration, which must 
affect the actual rate of change. Faced with a declin- 
ing population in the relatively near future it behoves 
us to consider each in turn and its possible effects, 
Opening a discussion arranged by the School of 
Planning and Research for National Development, 
R. R. Kuczynski, lecturer in demography at the 
London School of Economics, pointed out last month 
that emigration from England has been negligible 
during the last few years; any restrictions on the 
present movement outwards would have but little effect 
upon the size of our population, Immigration has 
been comparatively heavy, particularly from the 
Irish Free State, but Kuczynski thinks it doubtful 
whether a really larg ge movement into the country could 
be secured. The difficulties of adjustment in this 
respect are also apparent at the present time when 
the scale of unemployment remains high on the one 


1. Penrose, L. S., Brit. J. med. Psychol. 1939, 18, 1 
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hand and thousands of refugees vainly seek a securer 
home on the other. No reduction in mortality, 
Kuczynski points out, can effectively check a decline 
in our numbers, though it might slightly postpone its 
arrival. The most effective change in that respect 
would lie in the survival of all females from birth to 
the end of the child-bearing period ; but at present 
fertility-rates even that rate of survival would not 
ensure a reproduction-rate sufficient to maintain the 
population. The only means to that end lies in the 
fertility-rate itself. Fertility has declined, in 
Kuczynski’s view, because most people today want 
few children, a view which would be generally 
accepted. A stop in the downward trend of popula- 
tion can be achieved only by a reversal of that out- 
look on life—that is, by an increasing desire to raise 
children. At present, according to Kuczynski’s 
calculations, there is no single county of England, 
urban or rural, with a reproduction-rate sufficient to 
lead to an increase in its numbers. Even in less 
precarious times than the present no-one would 
venture to predict the chances of a reversal of this 
trend. An optimist has observed that since popula- 
tions themselves change more rapidly than the views 
of population experts, the situation may be relied 
upon to right itself. The less optimistic (or is it more 
optimistic ?) press for a “population policy” to 
persuade people to reproduce themselves. The 
pessimist regards it as a question that smacks too 
much of that which King Canute tried to solve to 
be amenable to action at all. Even with the best 
statistics to guide us Kuczynski himself concludes 
that “ we should be very lucky if we succeeded in a 
policy of encouraging birth.” His listeners naturally 
took the view that a large decline is not an encouraging 
outlook in a country whose commerce, culture, and 
vast social services have all been developed on 
expanding numbers. 


PSYCHOGENESIS OF SCHIZOPHRENIA 


In his address to the section of psychiatry of the 
Royal Society of Medicine on April 4 Prof. C. G. 
Jung, of Zirich, emphasised again the psychological 
causation of schizophrenia. Following his teacher 
Bleuler, he would divide the symptoms into primary 
and secondary, but would equate the primary dis- 
turbances with what Janet has called ‘‘ abaissement 
du niveau mental,” due to a peculiar feebleness of 
will, Although this is found, too, in hysteria and 
other neuroses, there is the difference that in them 
the potential unity of the personality is preserved, 
as it is not in schizophrenia. Prof. Jung then pointed’ 
out further differences between the dissociation that 
takes place in hysteria and that in schizophrenia, 
and went on to consider whether the primary schizo- 
phrenic disturbance could be attributed to psycho- 
logical conflicts and other emotional disorders. In 
his view a neurosis and a schizophrenic psychosis 
could be continuous phases of the same illness. In a 
neurosis the patient fights for the maintenance and 
supremacy of his ego-consciousness and for the 
subjugation of the resistant unconscious forces. 
When this fight no longer succeeds and the patient 
allows himself to be swayed by the intrusions of 
strange content from the unconscious, there is strong 
suspicion of schizophrenia. The unconscious forces 
and contents which now overwhelm him are not 
peculiar to himself, they are normal constituents of 
our unconscious mind. They appear in dreams, It 
is no exaggeration to say that the dreamer is normally 
insane or that insanity is a dream which has replaced 
normal consciousness. Sleep is an “‘ abaissement du 
niveau mental,” which leads to a more or less complete 
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oblivion of the ego. We may therefore ask why in 
schizophrenia it is a pathological condition that is 
produced and not merely sleep. The comparison 
however must be made, not with sleep but with some- 
thing which disturbs sleep—i.e., the dream. Some 
dreams are personal and derived from conscious 
impressions, others have a collective character, and 
exhibit a peculiarly mythological, legendary, or 
generally archaic imagery. Both types are exemplified 
in the symptoms of schizophrenia, where, however, 
the collective type of material prevails. 

It is impossible, said Prof. Jung, to appreciate this 
without a detailed knowledge of historical and 
ethnical symbols. The schizophrenic state of mind 
exhibits the same ‘“‘ numinous ” quality which primi- 
tive people attribute to magic ritual. The primitive 
view of insanity as possession by a demon is a correct 
rendering of the psychical condition ; the unconscious 
has of its own volition taken possession of the ego. 
Whether this has occurred because the ego is weak 
or because the unconscious is strong is hard to decide. 
Possibly it is the latter, the abundant archaic material 
being the expression of a still existing infantile and 
primitive mentality, an atavistic phenomenon. An 
analogy may be seen with neuroses: some patients 
have weak consciousness and little will-power, whereas 
others, with remarkable energy, are confronted by an 
almost overwhelmingly strong unconscious deter- 
mination, 

The general question whether schizophrenia is 
entirely due to psychological causes cannot, the 
lecturer thinks, be answered. But the importance of 
the psychogenic aspect needs emphasis, because it 
influences treatment so much. Even if not very 
hopeful about a patient, Prof. Jung tries to give him 
“as much psychology as he can stand ” : the results 
had seemed to justify it, and in assessing the benefits 
of pioneer treatment he believed the psychiatrist 
should give credit to his intuition and follow his 
feeling even at the risk of going wrong. In psycho- 
therapeutics enthusiasm is always the secret of 
success, 


Summer Time will commence in Great Britain, 
Ireland, the Channel Islands, and the Isle of Man 
on Sunday morning next, April 16, at 2 A.M., when 
the hands of timepieces should be advanced one hour. 
It will end on Sunday, Oct. 8. 


We regret to report the death of Dr. J. W. 
EDINGTON, professor of bacteriology in the University 
of Sheffield, on Saturday last, at the age of 50. He died 
after a motor-car accident several days previously in 
which his wife was killed and his younger son injured. 


We also have to record that Dr. W. H. Park, 
formerly director of the bureau of laboratories of the 
health department of New York city, and an inter- 
national authority on diphtheria and other infections, 
died on April 5, aged 75. 


Dr. G. F. MCCLEARY is next week going to the 
United States to take charge of the British Govern- 
ment’s welfare exhibit at the New York World’s 
Fair, from the middle of May till the end of October. 
As we stated last week a section of the British 
pavilion is to be devoted to the description and 
explanation of social services, including national 
insurance and contributory pensions, Dr. McCleary, 
who was on retirement a deputy senior medical 
oflicer of the Ministry of Health, was formerly 
medical officer of health for Battersea. He was 
principal medical officer of the National Health 
Insurance Commission, and is the author of standard 
works on the social side of medicine in this country. 
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SPECIAL ARTICLES 


THE PAIN OF LABOUR 


DISCUSSION AT EDINBURGH 


THE eleventh British Congress of Obstetrics and 
Gynecology was held' in the new Simpson Memorial 
Pavilion in Edinburgh last week. In the first meeting 
on April 4, at which Prof. R. W. JOHNSTONE was in 
the chair, a discussion on the pain of labour was 
opened by Prof. CHassar Morr, who dealt with the 
nature of the pain. He began by considering the 
theories of visceral sensation. 

William Harvey, he’said, observed that the exposed 
heart of a young man who had suffered injury to his 
ribs was itself insensitive and that sensation was only 
appreciated through the external integument. 
Lennander believed that the abdominal] viscera were 
entirely devoid of sensation and that pain attributed 
to them was in reality caused by irritation of the 
sensitive peritoneum, Ross held that visceral pain 
travelled to the central nervous system by way of 
the sympathetic nerves and was then projected or 
referred by the sensorium into that part of the body 
innervated by the spinal segment receiving the 
stimuli. Mackenzie and Head further elaborated this 
view of the referred nature of visceral pain, including 
the pain of labour. Recent work by Hurst, Poulton 
and Ryle suggests that visceral pain is produced by 
tension of the muscle wall, this being the natural and 
only adequate stimulus for such pain. They believe, 
therefore, that true visceral pain does exist apart 
from, and in addition to, a referred sensation. 

The claims that referred pain may be relieved by 
anesthesia of superficial structures have not been 
fully substantiated. It has often been observed that 
when cesarean section is performed under local 
anesthesia the uterus may be freely incised without 
sensation, whereas traction on the uterine supports 
may cause intolerable pain, Forcible dilatation of the 
cervix, too, always induces severe pain, both in 
the non-pregnant and in the parturient woman, the 
mechanism being apparently similar to that of pain 
due to distension of the esophagus and gut. 

Observations have been made, continued Prof. 
Moir, on the area to which pain is referred on 
stimulation of different parts of the uterus. 
Zuckerman has recently claimed to have shown 
that nervous connexions exist between the uterus 
and the 2nd—4th lumbar segments in monkeys, and 
also that a parasympathetic supply to the uterus is 
derived from the sacral nerves. A number of non- 
pregnant women have been questioned regarding the 
sensations experienced when a sound is passed into 
the uterus. Prof. Moir has been unable to produce 
sacral pain, but he has found that the passage of the 
sound over the internal os almost invariably causes a 
rather severe deep-seated pain that the woman 
locates by placing her hand on the abdomen just 
above the pubis. Manual stretching of the partly 
dilated cervix in labour. will produce a similar pain. 
Faradic stimulation has failed to produce any 
sensation. 

He has made graphic records of uterine contractions 
by means of a small balloon inserted high in the 
uterus above the presenting part. The patients were 
given a bag to hold in the hand and told to tighten 
and relax their grip on this according to the severity 
of their suffering. This was also recorded. It was 
noticed that the uterine contraction had nearly 


reached its maximum before pain was appreciated, 
and the pain remained after the contraction had 
almost passed off. The pain experienced by the 
patient is not necessarily proportional to the strength 
of the uterine contraction. Many women in the last 
few weeks of pregnancy have strong contractions 
which are quite painless, and further, the strong 
contractions in the second stage of labour are often 
associated with less pain than earlier contractions. 
The pain of labour appears, therefore, to be mainly 
due not directly to muscle contraction but to 
stretching of the lower part of the uterus and the 
cervix, 

During the puerperium there may be fairly frequent 
contractions but these are often unaccompanied by 
pain. Further, oxytocic drugs given during the 
puerperium may produce great activity of the uterus 
and yet seldom produce discomfort. In Prof. Moir’s 
experiments this was partly explained by the fact 
that the balloon could only be inserted into the 
uterus when it was not greatly anteverted, and 
where there was therefore no obstruction to the free 
outflow of lochia. Pain, on the other hand, may be 
experienced in the puerperium when anteversion of 
the uterus causes a virtual obstruction of the cervical 
canal, The pain associated with accidental hæmor- 
rhage may be due to sudden distension of the 
uterus by the effused blood. In spasmodic dys- 
menorrhoea severe pain may be caused by the uterine 
muscle being forced to contract when its blood-supply 
is inadequate—resembling, therefore, the pain of 
intermittent claudication and angina pectoris. Graphic 
records of uterine contractions in spasmodic dys- 
menorrheea show that they may exert a pressure in 
excess of the systolic blood-pressure, so that blood- 
supply must be cut off at the height of the contraction. 
During labour, however, even the strongest uterine 
contractions seldom attain a pressure greater than 
the diastolic blood-pressure, so that a satisfactory 
blood-flow is maintained. 


ITS RELIEF 


Dr. JOHN STURROCK recalled that when Simpson 
introduced obstetrical anzsthesia in 1847 he did so 
in the face of much bigoted opposition offered by 
the religious fundamentalists. The employment of 
chloroform by Sir James Clark when he attended 
Queen Victoria at the birth of Prince Leopold not 
only won the day for obstetrical anzsthesia but gave 
the name to Simpson’s method of administering it 
to produce analgesia—namely, à la Reine. In some 
continental countries there is still no widespread 
demand for analgesics and anssthetics, whereas in 
some parts of the United States the accoucheur can 
only disregard the demand for shorter and less painful 
parturition at the risk of his practice. The position 
in the British Isles seems to be midway between 
these two extremes. Most general practitioners, at 
any rate in Scotland, give chloroform à la Reine at 
the end of the second stage of labour and chloral 
hydrate or morphia during the prolonged first stage. 
A caution has recently come from the United States 
that the demand for analgesia and ansesthesia may 
be tending to increase the number of cases with 
feeble expulsive powers of the uterine musculature 
and increase the necessity for artificial delivery. The 
indiscriminate use of analgesics and anesthetics has 
also had an adverse effect on fotal mortality and 
morbidity. 

In considering how to relieve the pain of labour 
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the first problem, said Dr. Sturrock, is to assess the 
importance of the part played by the emotions. One 
of the important réles of antenatal care is to prevent 
the development of morbid fear by affording an 
opportunity for the patient to get to know and gain 
confidence in her attendant before the ordeal. If 
peace and calm are allowed to reign in the delivery- 
room, much smaller doses of drugs are needed to 
relieve discomfort. The criteria of an ideal method 
of relieving pain in labour are (1) that it does not 
endanger the life of, or have any adverse effect upon, 
mother or child; (2) that it abolishes or diminishes 
pain and the memory of suffering over long intervals ; 
(3) that it does not diminish uterine contraction ; 
(4) that during the second stage it does not prevent 
the patient from codperating intelligently with the 
doctor, so that an antiseptic and aseptic technique 
can be maintained ; (5) that there is no necessity for 
operative delivery solely on account of the measures 
to alleviate pain; and (6) that it is simple to use. 

Much depends on the nursing facilities available 
and the personal supervision of the obstetrician. 
Morphine has long been employed for narcosis in 
the first stage but it is recognised that two entirely 
opposite reactions are possible. Sometimes it acts 
as a sedative and temporarily arrests uterine action, 
whereas at other times it proves to be one of the best 
uterine stimulants. The addition of magnesium 
sulphate is known to enhance the action of morphia. 
The introduction of morphine-and-scopolamine 
narcosis constituted an important advance, and this 
method has been widely used in the past and in some 
quarters -is still gaining popularity. Provided the 
technique of administration is mastered, and the 
dangers of overdosage and the occasional idiosyncrasy 
to hyoscine are recognised, morphine-and-scopolamine 
narcosis is both safe and efficient. Scopolamine alone 
has been much employed, but the varying degrees of 
restlessness which have been encountered detract 
from its general usefulness, Chloral hydrate in doses 
of gr. 30 with or without gr. 30 of potassium bromide 
acts as a sedative rather than an analgesic and allays 
fear in nervous patients. 

The technique suggested by Gwathmey in 1930 is 
especially popular in the United States. In this an 
initial dose of gr. + of morphia is given hypodermically 
and 2 c.cm. of 50 per cent. magnesium sulphate 
solution by rectum when the pains are recurring 
every four or five minutes. The dose of magnesium 
sulphate is repeated after thirty and again after 
ninety minutes, and with the last dose a rectal injec- 
tion is given of quinine hydrobromide gr. 20, alcohol 
40 minims, ether 2} drachms and olive oil 4 drachms, 
It is claimed that the small amounts of the different 
drugs have a synergistic action. This method has 
not been completely successful in some centres. 

Numerous barbituric-acid derivatives have been 
employed, sometimes alone and sometimes in com- 
bination with hyoscine or other drugs. Restlessness 
is, however, often troublesome and the successful 
employment of these substances demands an exacting 
technique and constant supervision, preferably in a 
hospital. The rather high proportion of patients 
exhibiting idiosyncrasy to the barbiturates consti- 
tutes another objection. Paraldehyde may be given 
both by mouth and by rectum, but to procure efli- 
cient amnesia and analgesia it must be combined 
with other drugs. Avertin may be safely employed if 
the recognised dangers are avoided, the actual adminis- 
tration of the enema being left to a nurse, but its 
results do not appear to be sufficiently uniform or 
satisfactory to make its extended use in obstetrics 
likely. 
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During the second stage of anzsthesia chloroform, 
ether, nitrous oxide and oxygen, or nitrous oxide 
and air, are the methods commonly employed in this 
country. The advantages of chloroform are its 
portability, simplicity, speed and certainty of action, 
and its analgesic as well as amnesic properties, but 
it has the well-known disadvantages associated with 
the possibility of syncope or delayed chloroform 
poisoning and reduction in the strength of uterine 
contraction. Administered by skilled anezsthetists in 
hospital Dr. Sturrock considered it reasonably safe. 
Ether is a most valuable anesthetic with a wide 
margin of safety when given by the open drop 
method; its irritative properties constitute its 
main disadvantage. Nitrous oxide and oxygen are 
becoming ever more popular; the gas may be given 
with or just before each pain, the depth of anzsthesia 
can be varied quickly at will, labour is not retarded, 
and no toxic effects are produced. However, a 
specially trained anesthetist is essential and the 
apparatus is cumbersome and costly. Further, there 
is difficulty in obtaining sufficient relaxation of the 
uterus for some obstetrical procedures. Nitrous oxide 
and air is more easily administered and is suitable for 
self-use by the mothers. The Royal College of 
Obstetricians and Gynecologists recommended the 
extension of Minnitt’s method to the practice of 
midwives, and conveniently portable apparatus is 
being developed which will make this use possible. 
Moir in 1937 introduced an apparatus for the adminis- 
tration of a measured quantity of pure nitrous oxide, 
and patients who have used this apparatus as well as 
Minnitt’s prefer Moir’s. | 

Ethylene and cyclopropane have not been much 
used in this country ; the latter appears to have some 
advantage in that it is given along with a high 
percentage of oxygen, thus lessening the dangers to 
the child. Spinal anesthesia has given satisfactory 
results in some hands, but if some other form of 
anesthesia is available and is as suitable it is to be 
preferred for either abdominal or vaginal delivery. 
Local infiltration of the perineum with 0°5-1 per cent. 
Novocain can be employed for carrying out an episi- 
otomy or suturing a perineal tear, or even for a low 
forceps delivery. The anzsthesia does not diminish 
the uterine contractions nor the pain caused by them. 
The rapidly destroyed barbiturates—Evipan sodium 
and Pentothal sodium—are being employed in operative 
obstetrics. The latter has, on the whole, been found 
preferable in producing a quieter anesthesia without 
excitation. Both are respiratory depressants but no 
serious depression is usually observed. The use of 
these drugs is not warranted in hepatic disease such 
as pregnancy toxemia, or in sepsis or debility. These 
drugs do not give sufficient relaxation for either 
internal or external version, Neither drug inbibits 
uterine contractility but the secondary abdominal 
powers may be reduced by pentothal sodium. 


DISCUSSION 


Mr. J. E. Stacey laid stress on the importance of 
amnesia in labour rather than analgesia. He felt 
that the natural remedy of sleep was the best, 
and he gave instances in which intense pain had 
induced a state of unconsciousness resembling sleep. 
He favoured the judicious use of hyoscine to ensure 
deep sleep between pains and sometimes even during 
a pain. His own usual practice was to give gr. 30-40 
of chloral hydrate repeated after an hour. These 
doses, he thought, caused relaxation of smooth 
muscle including the internal os. In the second stage 
he preferred to give gas and oxygen, but only when a 
qualified anesthetist was available. In colicky uterus 
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with an internal contraction ring, he said, pain may 
start before there is palpable evidence of contraction, 
and he thought that much pain of labour was due to 
muscular spasm, possibly produced by a hormonal 
substance similar to the “‘P’ substance of Lewis. 

Prof. FARQUHAR MURRAY asked how much of the 
pain felt on passing a sound through the internal os 
was due to this instrument and how much to the 
dragging by the volsellum. He pointed out how 
impracticable it was for all midwives to carry an 
apparatus for the administration of gas and oxygen, 
and said that midwives could do much good with 
a safe and simple liquid mixture containing moderate 
doses of potassium bromide, chloral hydrate and 
tincture of opium. | 

Dr, BETHEL SoLomons criticised Prof. Moir’s 
explanation of the pain associated with accidental 
hemorrhage. He said that the uterine distension is 
gradual rather than sudden and that the pain may 
continue for a long time although the distension has 
ceased, He thought that little advance has been 
made in relieving labour pain since the days of 
Simpson and Smellie. The old remedies of morphine, 
bromide and chloral are still relied upon for the first 
stage, while chloroform is still freely used for the 
second stage although gas is infinitely preferable. 
He was strongly opposed to the use of chloroform 
except in the hands of a skilled anesthetist, since 
there was little doubt that it was a dangerous drug, and 
in his view it should be replaced by ether except 
when the skilled administration of gas and oxygen is 
possible, 

Dr. Doris GORDON said that in New Zealand the 
lay authorities had until recently been opposed to the 
use of analgesic and anesthetic drugs, and in their 
earlier work she and her colleagues had to exercise 
continual personal supervision. Their experience had 
been that the drugs employed did not prolong labour, 
cause any harm to the babies, or increase the number 
of forceps deliveries. The highly civilised women of 
New Zealand were desperately afraid of the ordeal 
of labour, and an easy first labour contributed greatly 

towards their peace of mind in future labours. 

' Mr. A, A. GEMMELL described the evolution of a 
method of analgesia suitable for midwives. Various 
antipyretic drugs were first tried and found unsatis- 
factory. ‘Urethane in repeated doses of gr. 60 was 
not successful by itself but was moderately successful 
when combined with morphine in doses up to gr. }. 
Nembutal was tried in 15-20 cases but was rapidly 
discarded since there seemed an unduly high propor- 
tion of forceps deliveries and of stillbirths. The 
gas-air method gave very satisfactory results. The 
administration could be started at any time when the 
pains began to be troublesome. His frequent practice 
was to start in the later part of the first stage. It 
was important to study the frequency of the pains 
so that the mother could start taking gas before each 
expected pain. 

Mr. J. S. STEELE described the method recently 
successfully used at the Middlesex Hospital. There 
they employed pentothal, preferring the less soluble 
acid to the sodium salt. It had been given orally to 
200 women. The drug was started when pains began 
to cause genuine discomfort, usually when they were 
coming at 5-10 minute intervals. The initial dose of 
gr. 6-8 was repeated in three-quarters of an hour 
and from then until the head was on the perineum 
gr. 2. was given each 30, 45, or 60 minutes 
according to the patient’s reaction. The women 
were usually drowsy about half an hour after the 
onset. ‘They then fell into a light sleep, wakening 
with each pain but going back to sleep between the 
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pains. When the cervix was fully dilated pentothal 
was usually supplemented by gas and air. After 
delivery the women were in a quiet, placid and 
codéperative state and a final dose of gr. 5 of pentothal 
was given after the placenta had been delivered. No 
harmful effects had been detected, but in 7 per cent. 
of their cases wild excitement, present before the 
pentothal was administered, was not controlled. 
However, excitement was never induced by the 
drug. In this series there had been five stillbirths 
which could not be attributed to the pentothal. All 
the live babies breathed spontaneously immediately 
after delivery. The anesthesia produced by pentothal 
was very good but amnesia was not marked; the 
duration of labour was not lengthened. 

Dr. W. A. Liston described a series of observations 
carried out in Edinburgh with Seconal. This drug 
put up in capsules containing gr. 1} had been used 
in 40 cases. An initial dose of four capsules was given 
when pains were well established. In 10 cases the 
administration was not begun until the cervix was 
nearly dilated. As a rule two further capsules were 
given after 6 hours and two more 4 hours later 
if necessary. The drug had a long-continued effect 
beginning about 15 minutes after it was given. The 
maximum period between the start of the drug and 
delivery was 12 hours in the case of those receiving 
four tablets only, 22 hours when six tablets were 
necessary and 26 hours when’ eight tablets were 
given. Amnesia was satisfactory in 92 per cent. and 
complete in 60 per cent. The pains were powerful 
and no difficulty was experienced with the patients 
apart from restlessness in half the cases. A quarter 
of the patients, who had previously been noisy, were 
very noisy and restless under the drug. About a 
quarter coéperated well and were quite quiet. A high 
rate of forceps delivery was found in this series— 
namely, 32 per cent.—probably partly due to lack 
of coöperation on the part of the mother. No 
anxiety was felt for the babies, but a third of them 
did not breathe immediately after birth. No special 
methods of respiratory stimulation were, however, 
needed. 

Prof. James HENDRY maintained that the con- 
tractions before labour are associated with stretching 
since they are important in forming the lower uterine 
segment in the later weeks of pregnancy and may, 
in fact, cause some dilatation of the cervix. The 
intense pains of the colicky uterus are due to the 
absence of relaxation of the cervix and disappear 
when uterine polarity is established. He thought the 
most important thing in the relief of pain was the 
confidence of the obstetrician in the method he 
adopted. He himself was satisfied with scopolamine 
and morphine, obtaining satisfactory amnesia in 
80 per cent. and in another 15 per cent. a sufficient 
reduction of distress. Only in about 2—5 per cent. 
was there sufficient restlessness in the first stage to 
necessitate the administration of a general anesthetic. 
Such an anzesthetic was, however, often required in 
the second stage, and the third stage was slightly 
prolonged. He felt that chloroform was safe so long 
as an adequate intake of glucose and carbohydrate 
was ensured in the later weeks of pregnancy and 
during the first stage of labour to lessen the risk of 
hepatic necrosis. He disliked ether because of the 
likelihood of pulmonary complications. Spinal anæs- 
thesia was not satisfactory when intra-uterine 
manipulations were called for, but it produced no 
complications during the third stage or in relation 
to the placenta. 

Mr, EARDLEY HOLLAND recalled how the allaying of 
the mother’s anxieties by a confident and respected 
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doctor often greatly reduced her suffering. He thought 
that training in muscular relaxation was useful and 
that dietary control in the later months of pregnancy 
contributed to such training. He prescribed a simple 
diet with high vitamin and mineral content but low 
in starch and sugar. He liked to keep his patients 
light, and with regular weighings an increase could be 
counteracted readily by diet. Such training increased 
the speed of the neuromuscular mechanism. He 
preferred chloral hydrate, morphine and scopolamine, 
or morphine and rectal paraldehyde, with gas and 
oxygen for the later stages if an experienced anæs- 
thetist was available. He felt that this latter proviso 
was necessary ; for he had had three cases, two fatal, 
of pneumonia following the aspiration of vomited 
material during gas-and-oxygen anesthesia. 

Prof. C. G. Lowry admitted that he was timid 
about the barbiturates and preferred morphine and 
scopolamine or the latter alone, which gave uniformly 
good results in his hands. Seconal he had found entirely 


` unsatisfactory. Heagreed with Dr. Sturrock that it was 


most important that students, young graduates and 
nurses should be better taught in the approved 
methods of relieving pain in labour, but he felt it was 
difficult to lay down what was safe to teach to 
students,since methods which were safe in the hands 
of the teachers might be dangerous in unskilled 
hands. 


MEDICINE AND THE LAW 


Alleged Improper Delay in Casualty 
Department 


COMPLAINTS of delay in treating a patient at the 
Croydon General Hospital were made at an inquest 
held last month upon a two-year-old boy who died 
of shock following extensive burns to the face and 
arms. The parents and grandmother gave evidence 
which indicated that the child was brought to the 
hospital at 10.10 in the morning, that nobody looked 
at the burns till 11.30 and that it was not till 12 that 
he was taken from his mother’s arms and given 
medical attention. The child died at 5 p.m. The 
amount of delay was disputed by the casualty house- 
surgeon and the casualty sister. The house-surgeon 
was working in the clinic at the time and had other 
urgent casualty cases to attend. Dr. Edward 
Burnet, giving evidence as the pathologist who had 
examined the body, criticised the delay. Where 
shock was involved, he said, the sooner attention 
was given the better; he thought it likely that the 
result would have been different if the operation had 
been performed within ten minutes of the arrival of 
the child ; every minute lost was a minute towards 
a fatal termination ; ‘‘ Croydon has a poor apprecia- 
tion of the value of time.” When the coroner pointed 
out that the case occurred in the casualty depart- 
ment and that even urgent cases could not invariably 
be treated at once because there might be two or 
three urgent cases on hand, Dr. Burnet replied that 
this was a matter for the hospital; they should 
have a bigger staff; a life should not be jeopardised 
for want of sufficient staff. The casualty house-surgeon 
explained that he did not think the child was severely 
shocked ; the child was being kept warm; he would 
not run any great risk by waiting a little longer while 
other urgent cases were dealt with. The coroner 
adjourned the inquest till April 4 in order to hear any 
evidence the hospital might wish to submit. 

On resumption Mr. R. Castle Miller, counsel appear- 
ing on behalf of the hospital, cross-examined Dr. 
Burnet with a view to showing that the delay had not 


MEDICINE AND THE LAW 


[APR 15, 1939 891 


contributed to the fatal result; and Dr. Harold 
Singleton, for thirty years anesthetist at the Hospital 
for Sick Children, Great Ormond Street, said that an 
anesthetic should not be given soon after shock. At 
his hospital it was usual to allow one hour before 
administering it. The coroner pointed out to the 
jury that no question arose of criminal negligence ; 
the casualty house-surgeon had done what he thought 
best ; he had other urgent cases to deal with ; more- 
over some experts had taken the view that delay was 
proper. The jury returned a verdict of death by 
misadventure, adding a rider that they considered 
that the Croydon General Hospital was understaffed. 
Mr. Castle Miller protested that there was no evidence 
to this effect, and after the coroner had deprecated 
the addition, the jury withdrew the rider. 

There were brisk exchanges between Dr. Burnet 
and counsel for the hospital, the former observing 
that he did not criticise the treatment but the delay. 
He paid his own personal tribute to the fine work 
done by the hospital and to the devotion of the staff. 
One unusual incident in the inquest was Dr. Burnet’s 
appeal to the coroner for protection against what he 
described as scandalous intimidation of a witness in a 
case which was sub judice. He had received a letter 
from the local secretary to the British Medical 
Association. The letter was handed to the coroner 
but not read in open court. Dr. Burnet said that the 
writer accused him most unjustly of transgressing 
against the laws of medical etiquette. The coroner 
declined to allow the letter to become an issue in the 
case but summoned the writer, Dr. S. A. Forbes, 
and informed him that the letter should not have been 
written to Dr. Burnet while proceedings in which he 
was concerned were sub judice. 


Spermatozoa Count as a Test for Sterility 


In a case at Exmouth police-court on March 31 
the question whether the defendant was the father 
of the applicant’s child largely turned on the result 
of an examination of the semen. At the previous 
hearing in January Dr, W. A. Robb, pathologist to the 
Royal Devon and Exeter Hospital, said that a blood- 
test had been inconclusive. The alleged father was 
said to have been suffering from malaria and to have 
been taking quinine, and as this might be a factor 
in causing sterility Dr. Robb had examined his 
semen. Samples were examined on Jan. 16 and 25 
and Feb. 8, the number of spermatozoa found being 
20,600, 19,120, and 15,520 per c.mm. The sperma- 
tozoa showed a high degree of motility and only a 
small proportion were malformed, Dr. Robb said that 
the normal count was 100,000 per c.mm. and that 
some authorities in this country held that the 
minimum count compatible with fertility was 60,000. 
There were, however, cases on record where fertile 
men had had counts as low as this man’s. Dr. Robb 
therefore gave his opinion that it was unlikely but 
not absolutely impossible that the man was the 
father. The magistrates pointed out that the test 
was done nearly two years after the conception of 
the child, and they made an order in the applicant’s 
favour, It may be recalled that in an analysis made 
in the United States last year (see Lancet, 1938, 2, 
1476) 25 out of 200 fertile men tested had counts 
below the 60,000 level, 


Gas Fumigation Fatality 


At Leeds assizes last week £300 damages were 
awarded to the parents of a three-year-old girl who 
had died almost instantaneously after entering 
a house which was being fumigated with hydro- 
cyanic-acid gas. The house had been sealed up and 
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pumped full of gas; late in the afternoon the doors 
and windows were opened to disperse the gas. The 
child was a friend of the occupiers and often visited 
them. Her parents contended that it was negligence 
on the part of the fumigating company and of the 
Leeds corporation to create a source of danger and 
give no adequate warning; a guard should have 


been posted outside the house and persons should have 


been prevented from entering it. Mr. Justice 
Wrottesley said that the child had been warned 
by her father not to go to the house, but, childlike, 
she went to it, and seeing the door open walked in. 
The fumigation of the house was a hazardous act 
and to leave the door open with no danger placard 
displayed was negligence on the part of the company. 
He also held the corporation to have been negligent 
in not taking precautions to ensure the safety of 
children. The housing director of the Leeds corpora- 
tion said that 2400 houses had been safely disinfected 
by the company by this process; since the fatality 
it had been stipulated that the gates of all houses 
under fumigation should be padlocked and that a 
housing inspector should be present during the 
whole of the time when the houses were being 
reopened, 


BUDAPEST 
(FROM OUR OWN CORRESPONDENT) 


——Q.—— 


THE TRAINING OF DOCTORS 


ALL speakers at the national congress on medical 
education agreed that there is urgent need for reform 
if the country is to have a well-trained and ethically 
sound medical profession. Up to now students have 
been able to postpone taking all their examinations 
until the end of their fifth year. The disadvantage 
of this system is that those who are unfitted to 
become doctors do not realise the fact unti their 
five years are up, and the examiners have not the 
heart to discard them at that late stage. Regulations 
to correct this evil have so far failed because they 
were not enforced. Ways were also found to circum- 
vent a regulation on the German model introducing a 
compulsory year’s hospital practice between passing 
the final examination and starting in practice; some 
students, for example, obtained certificates of hospital 
attendance when they were in fact in practice in 
another part of the country. 


The congress emphasised the inadequacy of the 
present standard of qualification in Hungary. A 
proper standard is perhaps all the more important 
in this country because the state is responsible for 
placing the diploma holders. What is it to do with 
the inefficient ones, who interfere with the livelihood 
of their better-trained colleagues? Dr. Emil de 
Grosz holds that a third of medical students are 
ambitious and talented ; a third are mediocre; and 
a third are quite unfitted to become good doctors. 
He showed ten. years ago that students who pass 
their matriculation with only a “sufficient ” classi- 
fication prove a failure at the universities. Now, 
when there are 10,600 doctors in the mutilated remains 
of Hungary and 5000 in Budapest alone, the 
elimination of the hopeless third is not only justified 
but essential. 

A further point brought out at the congress was 
that students should do their year’s compulsory 
military service before enrolling at the universities. 
The present system of serving it in two parts greatly 
disturbs the course of study. They now do their 
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first half-year in their second or third year, serving 
as regular soldiers with the infantry, artillery, or 
cavalry, and spend their second half-year as sub- 
lieutenants in a military hospital after graduation. 
Since the introduction of a compulsory health exami- 
nation for would-be medical students they are fit 
for military service almost without exception. 

The congress outlined a curriculum of training 
by which two years will be given to the preliminary 
subjects (anatomy, histology and embryology, physio- 
logy and biochemistry) with an examination at the 
end of each year, and three years to clinical work, 
the third examination being taken at the beginning 
of the sixth year. The sixth year will have to be 
passed in a hospital, and at its end there will be a 
month’s course in practical hygiene and forensic 
medicine, with an examination. Some members of 
the congress urged that a special study should be made 
of medical ethics, but the majority rejected the idea, 


on the grounds that there are no special medical — 


ethics, for moral laws are the same for all and ethics 
can only be taught by example. Those who wish to 
become municipal, district, or social-insurance doctors 
must produce a certificate of having done two years’ 
hospital practice, and special training will be necessary 
for medical officers of health and school doctors. 
The congress has submitted its resolutions to the 
Supreme Educational Board, and after ministerial 
approval the next step will be the drafting of a 
In this care will be taken to 
leave students ample time for meditation, , general 
reading, learning foreign languages, and sport. 


RESTRICTIONS ON JEWS 


The law made about six months ago allowed Jews 
to occupy 20 per cent. of all trades and occupations, 
except government appointments. According to the 
law now drafted the proportion of Jews in the so-called 
free occupations—medicine, the law, and engineering 
—must not exceed 6 per cent. Exception is made 
in the case of Jews who won certain distinctions in 
the late war for bravery or special services, and these 
are not included in the 6 per cent. The law lays 
down that the Medical Chamber must not enrol new 
Jewish members until the proportion falls below 
the 6 per cent. level. Those Jewish doctors who are 
already members of the chamber may carry on their 
practices undisturbed. Seeing, however, that of the 
10,600 doctors in Hungary about 4000 are of Jewish 
descent it will be a generation before the 6 per cent. 
is reached. Until then no new Jewish doctors will 
be enrolled. The bill is certain to be passed, so 
that it will be a waste of time for Jewish young 
men to enter the universities as medical students. 


SYMPOSIUM ON VITAMIN E.—The nutrition panel 
of the food group of the Society of Chemical Industry 
are holding an all-day meeting at the London School 
of Hygiene, Keppel Street, W.C.1, on Saturday, 
April 22, which will be devoted to a discussion on 
vitamin E. Prof. P. Karrer (Zürich), Dr. A. Emmerie 
(Utrecht), and Mr. E. Lester Smith will speak on its 
chemistry ; Mr. ‘Karl E. Mason (Vanderbilt University, 
Tennessee), Mr. S. W. F. Underhill, Mr. T. Moore, Miss 
A. M. Copping, Frof. V. Korenchevsky, M.D., Mr. B. P. 
Wiesner, Ph.D., and Mr. A. L. Bacharach on its physio- 
logical action ; "Dr. E. Vogt-Méller (Copenhagen), Dr. E. 
Shute (University ‘of Western Ontario), Mr. D. W. Currie, 
F.R.C.S., Dr. G. C. M. M‘Gonigle, and Mr. C. R. Macdonald, 
F.R.C.S. E., on the: clinical and veterinary uses of wheat- 
germ oil and vitamin-E preparations. Further information 
may be had from ithe secretary of the society, Clifton 
House, Euston Road, London, N.W.1. 
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CONTROL OF THE COMMON 


EPIDEMIC CATARRHAL JAUNDICE 


Reviewed by DR. W. N. PICKLES, medical officer 
of health, Aysgarth 


GREAT interest has been shown on the subject of 
epidemic jaundice in recent years both in this country 
and abroad. Those of us who were qualified before 
1912 found no mention in medical textbooks of 
epidemic jaundice beyond a description of a serious 
form named “ Weil’s disease.” Cockayne (1912-13) 
published an article distinguishing between this and 
a milder form, which he named ‘epidemic catarrhal 
jaundice,” the symptoms of which corresponded closely 
with those of catarrhal jaundice as usually seen. This 
disease had not hitherto been regarded as infectious. 
Later, when the serious form had been shown by Inada 
and Ido in 1915 (Inada et al. 1916) to have a definite 
bacteriology, and the Spirocheta icterohemorrhagie 
had been demonstrated not only in sufferers among 
our troops in France during the Great War but 
also by Gulland and Buchanan (1924) among coal- 
miners in East Lothian, it was sought to prove that 
Cockayne’s milder form was also due to this spiro- 
cheete, but without success, for no evidence in favour 
of this suggestion was forthcoming. On the contrary, 
epidemiological and clinical observations showed a 
wide gulf between the two diseases, and Cockayne’s 
distinction, made on clinical grounds and before the 
discovery of the spirochete, was amply justified. 
Without entering into the details of this distinction, 
it may be stated that it is universally agreed that the 
“ epidemic catarrhal jaundice ” described by Cockayne 
is not due to the same causal organism as is Weil’s 
disease. Besides the presence or absence of this 
organism and a different clinical picture and epidemio- 
logy, help is obtained in the differential diagnosis by 
a study of the blood-picture. Many observers, 
including Gulland and Buchanan (1924), have 
observed in spirochetal jaundice a leucocytosis with 
absolute and relative increase in’ polymorphonuclear 
cells. In non-spirochetal infectious jaundice Findlay, 
Dunlop, and Brown (1931) mention a definite fall in 
these cells and a corresponding rise in the lympho- 
cytic series of cells. 

Later Hurst and Simpson (1934) sought to dis- 
tinguish between instances of true catarrhal jaundice 
and mild hepatic necrosis. Although fully alive 
to the clinical distinction which they propound, 
I suggest, both from a study of reported cases and 
from personal experience, that the two variations 
occur in the same epidemics and have the same 
epidemiological behaviour. No organism has been 
discovered as-a cause of either of these varia- 
tions, and experiments on animals have yielded 
negative results ; but, if these variations do occur in 
the same epidemics, it is probable that there is a 
common causal agent, probably an ultramicroscopic 
virus, 

Epidemiological studies suggest that the disease 
is transmitted by direct contact, probably by droplet 
infection; that the incubation period is about 


‘a month; and that there is some evidence of a short 


period of infectivity. 
INCUBATION PERIOD 


There is considerable evidence of a lengthy incuba- 
tion period. In this country this was first suggested 
by Booth and Okell (1927-28), who considered the 
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FEVERS 


period to be not less than 20 and not more than 
40 days. Other observers have agreed with this, 
but there are dissentients—i.e., Glover and Wilson 
(1931) give 3-4 days, and Morgan and Brown (1927) 
give 4 days in some instances but sometimes as long 
as 30 days. In an extensive epidemic in Wensleydale 
in 1929-30 Lethem and I believed we had conclusive 
evidence of an incubation period of 26-35 days, 
and this was confirmed in a later small epidemic 
in 1935-36, The following details, shown graphically 
in the accompanying chart, of an outbreak beginning 
in May, 1938, give further evidence, 
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Chart illustrating incubation period of epidemic 


catarrhal jaundice. Each square represents one day, 


A little girl (A) came from Leeds on April 29 to 
make her home with relations in a village where there 
is a large school serving a wide area. There were no 
sufferers from jaundice in this area at the time, and 
it is probable that she was infected before she left 
Leeds. Her illness began on May 11. 

The next victim (B), also a girl, fell ill on June 9, 
an interval of 29 days, and the next (C) on July 9, 
an interval of 30 days. 

The chart does not show a sufferer in August, but 
it is probable that someone suffered from the com- 
plaint during this month in a mild form, although all 
inquiries failed to discover the missing link between 
C and the next patient (D), who fell ill on Sept. 10. 

A schoolboy (F), who fell ill on Oct. 11, lived 
near D and may have been infected by her, for they 
fail to have been in contact just before she 

e 3 

A girl (E), aged 9, was probably also infected by 
D and in turn infected her mother (G), a boy (H) 
and a girl (I)—brother and sister—and her own elder 
sister (J). 

A youth (IX) at an isolated farm was undoubtedly 
infected by his brother (F) and in turn probably 
infected his little sister (M). 

The patient L was a farm man employed by the 
father of H and I. 


The earlier instances show clearly a monthly 
interval; but, as the victims become more numerous, 
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it is easy to understand what may be the mistake of 
those who consider the incubation period to be a 
matter of a few days. It might be argued that E 
infected F, and that G infected her daughter (J), 
but, the chart being taken as a whole, with B 
and C showing definitely the long incubation period, 
and with the youth K and the farm man L also 
showing clearly this fact, since their only possible 
source of infection was in their own homes—i.e., 
respectively from the school-children F, and H 
or I—the evidence suggests a lengthy period, for 
the apparent intervals are 29, 30, 23, 31, 24, 25, 26, 
31, 24, 23 or 24, and 31 days. There is no instance 


to offer of infection from a short and only possible > 


exposure, which alone gives absolute accuracy on an 
incubation period, but the evidence points to a 
period varying from 23 to 31 days. 

The accompanying table based on the 1929-30 
epidemic also supports this suggestion. The little 
outbreak took place in a family of young adults and 
among their friends. An incubation period of 
between 25-29 days is suggested. 


Patient Date of onset 
N .. Aug. 16, 1929 


Remarks 
Young woman, infection 


not traced 

> Sept. 14, ,, a } Brother and sister of N 

. 99 > 9» oe 

Q .. Oct. 1], ,, .e Brother of N, O, and P 

R . rn | y - Young woman, a great 
friend of the family 

S .. Nov. 7, ,, Sister of N, O, P,and Q 

T . 5 TS Little girl, inseparable 
from the family 

U Dec. 4, ,, Fiancé of S 

' V . C .. Two-year-old sister of T 
WwW. se C20.. Sa .. Father of T and V 


PERIOD OF INFECTIVITY 


From its behaviour in families, there appears to be 
evidence of a relatively short period of infectivity 
in this disease. In the family epidemic (see table) 
N was the original sufferer, and O and P fell 
ill, as would be expected, a month later. It is sur- 
prising that Q and R were not stricken until 
another month had elapsed, and S and T a month 
after this, for it is known all were in contact with N 
when she fell ill. There could be no periodicity in the 
appearance of the disease as there generally seems to 
be, if patients were infectious for a long time. 

Findlay, Dunlop, and Brown (1931) quote a good 
instance of this serial incidence: 


A boy, aged 12, returned home for the holidays 
from his preparatory school, in which cases of jaundice 
had occurred, and at once went sick with a typical 
attack of catarrhal jaundice. Four weeks later his 
small sister, aged 8, developed the same disease; 
the father sickened thirty-one days after his daughter, 
the mother thirty days after her husband. 


It is difficult to decide on a figure for this duration 
of infectivity, but I have proved infectivity on the 
fifth and seventh days of the disease and have been 
successful in acting on the assumption that a fort- 
night’s isolation is sufficient. Dr. Ralph Bates (1936) 
holds a different view and considers that isolation 
should be carried out for a month; but the necessity 
for this is assumed from one incident only, and I 
respectfully suggest that it is not so easy to be sure 
of the infecting patient in an institution as it is in a 
country district. 

There is also some evidence that the disease is 
infectious before the appearance of symptoms—i.e., 
in the later stages of the incubation period. This was 
suggested by Booth and Okell (1927-28) and later by 
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Lisney (1937). The following appears to be a good 
instance of this: 


A boy fell ill with measles on Oct. 18, 1929. He 
did not return to school after his convalescence and 
developed jaundice on Nov. 17, which suggests a 
minimal incubation period of 31 days. The only 
children from whom he could possibly have contracted 
jaundice did not fall ill until Oct. 25; hence they 
appear to have been infectious eight days before the 
development of symptoms. 


DROPLET INFECTION 


There is no evidence that the disease is transmitted 
by contamination of food or water, and the epidemics 
do not display the explosive character which would 
be associated with such contamination. The accom- 
panying chart makes it apparently clear that personal 
contact is the only factor in the spread of the disease, 
and this is probably by droplet infection. Although 
there has been a complete absence of nasal catarrh 
or sore-throat in my experience, epidemics associated 
with sore-throat have been recorded by others, 
notably Frazer (1935) and Chomet (1934). 


CONTROL OF INFECTION 


Having reached certain definite points in the 
natural history of this disease, we are now in a 
position to discuss such control as is possible. In the 
first place we can tell the public that ‘‘ jaundice” 
may be an infectious disease. Every patient with 
catarrhal jaundice should be isolated at the outset 
and for’a reasonable period thereafter. It is a 
common experience that in the isolation of infectious 
patients it is as well not to make the conditions 
unnecessarily irksome. In measles a week’s isolation 
is generally enough and will be cheerfully and loyally 
kept, In a very small percentage of instances infec- 
tivity may be prolonged after this, but isolation 
instructions must be practical and reasonable, and 
the difficulties are great for a mother with a family 
of youngsters recovered from all signs of disease and 
in boisterous health. A fortnight or even three weeks 
has been suggested as the duration of isolation in 
measles, which is not only impractical but unnecessary. 
Perfection will not be attained, especially if too high 
a standard is set. Having evidence that patients with 
catarrhal jaundice are not usually infectious for 
more than a fortnight, I have allowed children to 
return to school after this period, and there has been 
no spread of the disease from these children. 

Assuming that we could isolate the first patient 
and then the contacts at the end of the suggested 
incubation period, the control of an epidemic would 
appear to be simple, but there are adverse factors 
which have deprived me of success. In the first 
place, the original sufferers have had the disease 
very mildly and, no medical attention having been 
requisitioned, isolation has not been carried out. 
It is those who are mildly affected and able to carry 
on their usual avocations that are mainly responsible 
for the spread. The disease is much commoner 
in children, and therefore it is to the school we must 
turn for help, and we must see that the school- 
teachers are alive to the infectious nature of the 
disease, 

School closure as a preventive of the spread of 
epidemics is a vexed question. In an isolated country 
district there is a useful time to close a school in a 
measles epidemic, and that is for a short period 
beginning a week after the first sufferer has been 
discovered. The accompanying chart shows that 
school closure, represented by the summer holidays 
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(Aug. 8-Sept. 22), was a complete failure in epidemic 
jaundice, 

The last point i is a negative one, It is not necessary 
to control supplies of milk, food, or water. The 
weight of evidence is in favour of personal transference 
of the infection and against infection from con- 
tamination of milk, food, or water. 
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Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM AN ONLOOKER 
III 


THE general practitioner may be dead, but he 
certainly doesn’t lie down. Everyone agrees that 
much of his work will henceforward have to be done 
by teams or groups, in hospitals and clinics ; but the 
British Medical Association still wants everybody 
to have a family doctor. Conservative opinion in 
the United States similarly resists the invasion of 
medicine by mass-production methods—the technique 
of the factory—and points out that on the neighbouring 
fronts of education, sociology, and penal reform 
these industrial ideas are already in retreat. After 
all, “it is always the individual patient who requires 
medical care, not diseases or economic classes.” 

Against this view that the management of the sick 
calls for a craftsman rather than an operative we 
must recognise that the tendency of scientific progress 
is towards substituting objective data for clinical 
impressions : in Hugh Cabot’s words ‘“ mere age and 
experience, though of primary importance in fitting 
scientific data to the individual, can no longer be 


substituted for facts obtained through the applica- - 


tion of scientific method.” If one asks how often it is 
actually necessary or desirable to employ elaborate 
apparatus one gets very various replies. At the top 
of the scale of thought we have those who say that 
about 85 per cent. of illnesses and injuries can be 
dealt with efficiently by any able general practitioner 
with very simple equipment. At the bottom we 
have Cabot objecting to treatment without diagnosis, 
pointing out that if the general practitioner is to 
diagnose aright in 80 per cent. of cases he will need an 
accuracy well beyond that of most specialists, and 
claiming that there are very few conditions—whether 
of eye, ear, lung, bladder, or nervous system—that 
are not better investigated and treated from the first 
by an expert. 

This argument of Cabot’s is impressive ; for it is 
often the ‘“‘ minor ” lesion, such as the septic finger, 
that is really important and really difficult. Yet if 
we let the general practitioner disappear there is 
no doubt that genuinely minor complaints will set 
unnecessarily complex machinery in motion. It 
can be positively harmful to ensure that each possible 
source of a patient’s pain is investigated by the appro- 
priate specialist ; not only is it expensive, ‘but he will 
get wrong ideas in the process. There will always, 
therefore, be room for someone (whether he is called 
general practitioner, internist, advocatus diaboli, or 
prisoner’s friend) whose business it is to preserve a 
sense of proportion. Many of us have reason to 
know the unwisdom of entrusting the sick to the 
mercies, however tender, of a group of specialists 


unless one of them is at heart a general practitioner 
and is able to act as such. Specialisation, it has been 
unkindly said, is a better guarantee that a man 
knows little outside his own subject than that he is 
really competent within it. 

Another of the advantages claimed for the family 
doctor is that he knows the patient and his wife 
and family at home, and their neighbours, and their 
way of life; which is obviously much better than 
relying on a report from a social worker. Cabot, in 
the United States, thinks that the increasing mobility 
of the population has practically abolished this 
advantage : the practitioner’s “ possibilities of profound 
personal knowledge of heredity and environment 
have largely disappeared. The possibility of his 
being in touch with a whole family is substantially 
at an end,” Even in this country the flat-dwelling 
public know better than to waste their time by going 
to an “ignorant G.P.” But for my part I am still 
unconvinced that the family doctor is an anachronism. 
I still want somebody to save me from unsuitable or 
excessive specialist advice; I need someone to 
coördinate the findings of specialists and discount 
them if necessary; and above all I want someone 
who is willing to talk to me, at length, about my 
Migraine, my little boy’s delinquencies, my wife’s 
recent strangeness, my baby’s inoculation, and my 
daughter’s desire to marry a man with asthma, Sir 
Farquhar Buzzard makes the right division in saying 
that while the saving of life has become the job of 
institutional teamwork, “the saving of health and 
the prevention of illness, in the long run of far greater 
interest to the welfare of the community, must be 
initiated by the general practitioner in the home.” 
The fact that people are nowadays so much better 
informed about their bodies and about disease increases 
rather than diminishes the need for an interpreter. 
As medicine grows more difficult to the doctor it also 
grows more difficult to the patient. 

Borrowing a parallel from theology, it appears 
that if there were no such thing as a general practitioner 
it would be necessary to invent one. 


* * * 


It has been said that newspapers are edited for 
other editors; and it is only too easy to practise 
(or organise) medicine for other doctors—to be 
satisfied with pleasing or astonishing one’s colleagues 
instead of providing what the public really wants. 
“We are slowly developing a society in which old 
age with its degenerative conditions will represent a 
constantly increasing percentage of disease.” Surely 
then we should be thinking about giving the kind of 
continuous friendly care that old people ask, and not 
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exclusively about means of applying scientific 
medicine ? 
xk xk xæ 

In making a list of the patient’s requirements J. N. 
Glaister put first: “to be attended by a doctor he 
knows and trusts.” Too often at present he is 
attended by a doctor he knows but does not trust ; 
while the exponents of group medicine offer him a 
doctor whom he can trust but does not know. 
Progress might come either by making the practi- 
tioner more trustworthy or by making the group more 
intimate in its contact with the patient’s life. 

To make the practitioner more trustworthy the 
first essential is to bring him into close and everyday 
coöperation with a specialist group at a hospital 
or at least a clinic. If, as the Dawson report put it, 
individualist medicine is only to be practised with the 
“limited opportunities attached to the crowded 
surgery and the patient’s home,” it cannot justifiably 
be practised at all. 

It is essential that the coöperation should be really 
close and not merely administrative; for if the 
practitioner is to transfer his patients to a specialist 
for every minor ailment, and then forget about them, 
he will soon lose all knowledge of medicine and 
become (as is often remarked) a mere shopwalker. 
The ideal safeguard against this would be for him 
to make his own examinations wherever possible and 
then go with each patient to the specialist to discuss 
the case ; the shopwalker must attend in each depart- 
ment and help the customer choose the goods, for 
only thus will he learn more about the business than 
those who serve behind the counters. 

This plan fits in with the recommendation in the 
Dawson report that the practitioner should sometimes 
have his surgery at the local health centre or hospital, 
spending part of his time there and part in visiting 
his patients. When he does so he will look remarkably 
like the Russian district doctor working from a 
Russian polyclinic under a state medical service. 


But there will still be a fundamental distinction | 


between the Englishman and the Russian, in that the 
former is directly responsible to the patient while the 
latter is merely the motile member of a group and 
is responsible to his superiors and employers. Under 
the Russian system—and in most plans for state 
medical services—the district doctor is a junior 
and rather insignificant person, who is certainly not 
in a position to defend his patient from specialists ; 
whereas (in theory at least) the English general 
practitioner is the patient’s own doctor, and his 
contract, status, and knowledge should enable him 
to control the work of experts. 

To put it another way, the general practitioner can 
either be the least important or the most important 
person in medicine. His position, one way or the 
other, depends on our choice between two different 
conceptions of the doctor-patient relationship: A 
person must either be the patient of an individual 
doctor, who delivers him up to a group when necessary 
but retains his sense of responsibility and his right to 
comment, complain and even correlate; or else he 
is ab initio the patient of a group (be it clinic, voluntary 
hospital or state medical service) whose members are 
only agents of that group and are not the patient’s 
“own doctor,’ however much they may simulate 
him by domiciliary visiting and personal helpfulness. 

We have to decide therefore between (1) practice 
by individuals associated with groups and (2) practice 
directly by groups, which may be of any size up to a 
national medical service. From the standpoint of 
technical efficiency the main advantages the individ- 


ualist doctor should be able to offer are knowledge 
of heredity and environment, continuity of observa- 
tion, and the sense of proportion generally lacking in 
specialists. Whether the service offered, either by 
group or individual, is fully satisfactory depends, 
however, not only on its efficiency but also on the 
patient’s emotional relation with those who offer it. 
Apart altogether from technical advantage there 
may be psychological or biological reasons for preserv- 
ing (or discontinuing) individualist practice. 
æ * x 


Illness, as we all recognise, brings a reversion to 
childhood. The sick man has summoned the doctor 
to save him and to bear his burdens: having tem- 
porarily turned into a child, he demands a father. 
“ At least seventy-five per cent. of all the illness of 
the world,” a psycho-analyst claims, ‘‘ can be helped 
only through the ‘transference’ situation to the 
doctor. Destroy that and you foster ills worse than 
those that exist.”’ 

The chief characteristics of the father, as I see 
him, are that he has supernatural powers (being able 
to extract watches from the wrong pocket), and that 
he is your father (having a special reason to help 
you). The medical “father” may seek to convey 
either or both of these impressions; but nowadays 
on the whole he makes far less effort than formerly 
to prove his personal powers over nature, and he 
concentrates instead on securing for his patient the 
benefits of the very real magic supplied by science. He 
knows that he cannot compete with a large hospital 
in the spells woven by prodigious apparatus, compli- 
cated procedures, and highly trained teams; so he 
has ceased to dress or behave as a magician, Today 
in fact there has been a partial division of the paternal 
function, and whereas the main qualification of the 
group to act as father is its power over disease and 
death ( ‘‘ if this hospital can’t help me, nothing can ’’), 
the main qualification of the individual is his personal 
or professional dedication to the patient (“I can 
rely on Dr. Blank, who brought me into the world, 
to do his utmost ”). 

The personal dedication is something no hospital or 
clinic can ever achieve, and if it is worth preserving 
we must preservé not only individualist practice but 
also, as far as possible, free choice of doctor. Much 
nonsense is talked on this subject, but the fact remains 
that if the patient is to give himself into the hands of 
one doctor, rather than a group, free choice (on both 
sides) is much to be desired. Attempts to create 
any useful father-and-son relation between patient 
and doctor are unlikely to succeed if they start, as 
they often must, with a feeling that “I can’t bear 
that man to touch me ” ; nor is any very satisfactory 
relation going to arise if the patient thinks his doctor 
an ass. On the positive side free choice forges a 
link between patient and doctor which strengthens 
confidence and heightens endeavour. It is an 
integral part of the ideal personal relation, at any rate 
in its early stages. 

Not less significant than the personal dedication, 
however, is the professional dedication, which should 
permit the new patient to look on his doctor as a father 
from the moment of their first meeting. A pro- 
fessional dedication is implied in the practitioner’s 
acceptance of his task on the traditional terms ; which 
enables the patient to say ‘‘ He’s a doctor, and having 
taken me on he won’t let me down.” The theory 
behind the tradition is that the doctor agrees to put 
his patient’s interest first, and one of the major thera- 
peutic assets of the private practitioner should be his 
ability to give this assurance. A larger, impersonal, 
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body is not always in a position to do so; but I 
cannot help thinking that the larger units of medicine 
will do well to maintain this professional attitude 
wherever possible. Unlike the individual practitioner 
they cannot dedicate themselves personally to their 
patients; they cannot pretend to a special fatherly 
interest in one rather than another. But they can 
(like many of our voluntary hospitals) dedicate 
themselves professionally to the whole body of their 
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Regional Officers of the Ministry of Health 


In so far as it relates to the health services of local 
authorities the work of the medical staff of the 
Ministry of Health is to be partly regionalised. For 
this purpose England has been divided into five 
regions (see map), to each of which a principal 
regional medical officer, assisted by a small team of 
medical officers from the Ministry, has been 
appointed. i 


The regions and appointments are as follows :— 


a- 


NORTH-EASTERN REGION 


Counties: Durham, Northumberland and Yorkshire ; 
with headquarters in Leeds. 

Staff—Principal regional medical officer: T. S. 
McIntosh, F.R.C.P.E. Medical officers: N. R. Beattie, 
M.D., E. Donaldson, O.B.E., M.D., and Miss D. M. Taylor, 
M.D. 

MIDLAND REGION 


Counties : Derby (less Peak district), Leicester, Lincoln, 
Northampton, Nottingham, Rutland, Hereford, Salop, 
Stafford, Warwick and Worcester; with headquarters 
in Birmingham. 

Staff—Principal regional medical officer : 

C. T. Maitland, F.R.C.P. Medical officers : 
Miss G. I. Brodie, M.B., G. C. Kelly, M.D., and 
G. E. Godber, M.R.C.P. ` 


SOUTH-EASTERN REGION 


Counties : Bedford, Cambridge, Essex, Herts, 
Huntingdon, Kent, Norfolk, Suffolk and Sussex ; 
and the metropolitan police district. Head- 
quarters in London. ‘ 

Staff.—Principal regional medical officer: Sir 
Weldon Dalrymple-Champneys, Bt., F.R.C.P. 
Medical officers: N. F. Smith, M.D., E. T. 
Conybeare, F.R.C.P., W. S. McR. Craig, 
F.R.C.P.E., and A. L. Banks, M.R.C.P. 


SOUTH-WESTERN REGION 


Counties: Berkshire, Buckingham, Dorset, 
Hampshire, Oxford, Surrey (less portion in 
metropolitan police district), Devon, Cornwall, 
Gloucester, Somerset and Wiltshire; and the Isle 
of Wight and Isles of Scilly. Headquarters in 
Reading. 

Staff.—Principal regional medical officer: 
F. R. Seymour, M.D. Medical officers: D. J. 
Williamson, M.D., Miss C. Sims, M.B., and- 
W. D. T. Brunyate, D.M. 


NORTH-WESTERN REGION 


Counties: Chester, Cumberland, Derby 
(Peak district), Lancaster and Westmorland ; 
with headquarters in Manchester. 

Staff.—Principal regional medical officer : 
A. E. Quine, F.R.C.S. Medical officers: F. N. 
Marshall, M.D., H. A. Raeburn, M.R.C.P.E., 
and J. C. Winteler, M.R.C.P. 


The new arrangement, it is stated, 
involves no substantial change in the 
duties that the medical otticers of the 
department at present perform or in their 
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patients, carrying on the medical tradition of whole- 
hearted loyalty to all that seek their aid. 

To get the best help from a hospital or medical 
service, large or small, the patient must be sure that, 
besides being omnipotent, it is also well disposed— 
i.e., that it is working solely for his benefit and that 
of others like him. Could he always feel this, I 
wonder, if the service were provided by the state ? 
Or if it were conducted for the purposes of science ? 


HEALTH 


relations with local authorities. It is believed, 
however, that the existence of regional staff having 
greater familiarity with local circumstances and 
problems will be of great assistance to the depart- 
ment, and it is hoped that local authorities and 
their officers will find it convenient to be able to 
refer to the principal medical officers any questions 
on which the advice or assistance of the Ministry 
may be desired. Further, this regional scheme is 
described as an essential element in the preparations 
the Ministry is making for the provision of medical 
services in case of war. 

The scheme does not make any major change in 
the work of senior medical officers of the Ministry 
who are responsible for special services—e.g., 
maternity and child welfare and _ tuberculosis— 
though it is hoped that they will be relieved of 
a certain amount of routine work. Their services 
will be available in a consultative capacity to 
the regional staffs, and also, as in the past, to 
local authorities and their officers. The regional 
staffs have been so selected as to make possible 
some degree of specialisation among their personnel. 
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The new arrangements cannot at once be brought 
into full operation, but since April 1 medical questions 
relating to a particular locality have been referred 
to the principal regional medical officer concerned. 
The regional officers will endeavour to make contact 
as soon as possible with the medical officers of health 
of their areas, 


First-aid Posts in London 


The Ministry of Health announces that the 
proposed location of first-aid posts in 18 of the 
London boroughs and in the City has now been 
approved, either officially or provisionally. Eventually 
the county will have over 200 aid posts, excluding 
those established by the Port of London authority 
in the dock area. More than half of the posts already 
approved will be in hospitals, clinics or health centres 
and could be ready to function at very short notice. 
Mostly accommodation for the posts can be found in 
existing buildings, but in a few areas a new building 
will have to be erected. Posts of the Nissen-hut type 
are to be put up at Battersea and Hackney. Three 


of these huts together form a unit, one for cleansing: 


and two for first-aid. Though the possibility that 
streets might be blocked makes it impracticable to 
rely mainly on the mobile units, at least one will be 
available in each borough to supplement or reinforce 
the fixed aid posts. 


Of the 10 posts to be established in Westminster 
1 is to be in the new Westminster Hospital, 1 in 
the basement of Adelphi House (to serve Charing 
Cross Hospital), 1 in the basement of Kingston 
House South, Ennismore Gardens (to serve St. 
George’s Hospital), and 2 more in basements in 
Dolphin Square and Berkeley Square; 2 smaller 
posts will be located in hospitals in St. Vincent 
Square and Soho Square and 3 in other hospitals in 
sites not yet determined. 


Anglers and Typhoid 


After the Croydon outbreak of typhoid the Ministry 
of Health suggested in a circular letter to local 
authorities that all possible sources of contamination 
should be removed from public reservoirs. Acting 
on this advice the Doncaster corporation banned 
anglers from fishing at Thrybergh reservoir, a popular 
resort for that pastime; but later the Doncaster 
Angling Association which has 2000 members offered 
that each angler should produce a medical certificate 
to say that he was not a typhoid carrier, and it was 
decided that those who had previously held season- 
tickets should be allowed to continue fishing in the 
reservoir. 


Stretcher-carrying Fitments for Ambulances 


A design prepared as a guide to the construction 
of an all-metal fitment to carry stretchers has been 
prepared by the Ministry of Health and is described 
and illustrated diagrammatically in circular 1794 
(H.M. Stationery Office, 2d.) which has been issued 
to local authorities. The fitment will enable small 
commercial vehicles to be converted into ambulances 
in an emergency. Each unit is designed to carry 2 
stretchers, and vehicles large enough can be fitted 
with 2 units with a narrow gangway between. The 
dimensions of the vehicles and the necessary door 
space are set out and attention is drawn to the 
desirability of a good lock for easy turning, of a low 
tyre pressure, and of a plug for a portable electric 
inspection lamp. Local authorities are asked to 
arrange at once for the manufacture of enough units 


to equip the contemplated number of vehicles, with a 
reserve of 5 per cent. The fitments can be readily 
and inexpensively made, and quickly assembled, 
when necessary, without technical skill: and the 
unassembled parts form a bundle of small compass for 
storage in peace-time, The Minister suggests that 
volunteer ambulance drivers and attendants should 
be given practice, as part of their training, in the 
simple operation of assembling the fitments. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
APRIL 1, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1675; diphtheria, 922; enteric fever, 
12 (19 ‘‘expected’’); pneumonia (primary or 
influenzal), 1175; puerperal pyrexia, 157; cerebro- 
Spinal fever, 38 ; acute poliomyelitis, 2; encephalitis 
lethargica, 2; dysentery, 32; ophbthalmia neona- 
torum, 100. No case of cholera, plague, or typhus 
fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on April 7 was 3268, which included: Scarlet 
fever, 657; diphtheria, 652 (carriers, 35); measles, 5; 
whooping-cough, 944; puerperal fever, 19 mothers (plus 11 
babies); encephalitis lethargica, 302; poliomyelitis, 2. At 
St. Margaret’s Hospital there were 23 babies (plus 13 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London. 
there was no death from smallpox or from enteric 
fever, 5 (0) from measles, 1 (0) from. scarlet fever, 
16 (3) from whooping-cough, 22 (2) from diphtheria. 
50 (14) from diarrhcea and enteritis under two years, 
and 153 (32) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham reported 12 deaths from influenza; Portsmouth, 
South Shields, and Cardiff each 5; no other great town more 
than 4. Deaths from diphtheria were scattered over 19 great 
towns. 


The number of stillbirths notified during the week 
was 266 (corresponding to a rate of 43 per 1000 
total births), including 43 in London. 


THE LANCET 100 YEARS AGO 


April 13, 1839, p. 119. 


From an article on John Hunter by Thomas J. 
Pettigrew. 


As a lecturer Hunter’s manner was bad, his language 
embarrassed, and altogether inelegant ; he scarcely raised 
his eyes from his book, and he much fatigued his class, 
which was never a numerous one,—not exceeding thirty. 
He had no command over his temper, yet he was not 
wanting in sensibility or benevolence of heart. His 
speech was rude, and he habituated himself to the dis- 
gusting practice of swearing, which, in his day, however, 
was not of uncommon occurrence. He was of temperate 
habits, particularly during the latter part of life, in which 
he drank no wine. This was, probably, necessary from 
attacks of gout to which he was liable. As an operator, 
he has been variously described. Im the performance of 
these painful parts of a surgeon’s duty he appears to 
have been “slow and sure.” His knowledge of anatomy 
would necessarily give security in these undertakings. 
His personal appearance has been thus described :— 

“ He was about the middle stature, of a vigorous and 
robust frame, and free from corpulency; his shoulders 
were high, and his neck short. His features were rather 
large, and strongly marked ; his eyebrow projecting, his 
eyes of a light colour his cheeks high, and his mouth some- 
what under-hung. In dress he was plain and gentlemanlike ; 
and his hair, which in youth was of a reddish-yellow, and 
in his latter years white, he wore curled behind.” 
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PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By MeEpricvus, M.P. 


Ir times were normal the subject uppermost in 
the minds of M.P.s at this time would be the Budget 
which Sir John Simon, the Chancellor of the 
Exchequer, opens on April 25. But whatever sur- 
prises the Budget reveals—and it does not seem 
likely it will be anything particularly astonishing— 
the daily surprises of foreign politics eclipse every- 
thing else. 

Last week the House discussed foreign affairs on 
Monday with special reference to the threat against 
Poland and other major powers, and the occasion 
was remarkable for the unity of purpose shown in 
the speeches. It seems now that the peace negotiations 
of 1918 inaugurated not a period of peace but a 
period of armistige. The chief European and world 
question is whether we can get peace without passing 
through another world war. Is a peace of agreement 
still possible or will peace when it comes at last be 
that which is imposed by the machine-gun and the 
aeroplane bomb? It is clear that all parties in the 
House of Commons want peace: discussion only 
arises on questions of the possibility of concessions 
in its interest. 

The present condition of Europe should be regarded, 
I think, not as a condition of peace but as a new 
kind of war. Propaganda by newspaper, by book and 
pamphlet, by lecture and above all by wireless, is 
perhaps the most important weapon in this war: 
it is this propaganda of cleverly falsified accounts of 
minor “incidents,” plus large-scale lying about 
policy, which is the real “aggression.” After the 
propaganda has upset national morale then comes 
the threat of the use of overwhelming force unless 
demands based on the propaganda are conceded. 
In Albania, a small country incapable of much 
resistance, the stage of propaganda was reduced to 
vestigial proportions, and actual force was used at 
once. 

This supersession of all usual diplomatic and official 
discussions between nations is only not universally 
recognised as war because its killings are few in 
actual conflict, though possibly many in concentration 
camps and other prisons. The time has come when 
it would be simpler and wiser to consider diplomatic 
relations as of secondary account in Europe and to 
regard the moves made as attempts to take up 
positions of advantage from the standpoint of future 
hostilities. Unfortunately Germany and Italy may 
really disbelieve in the sincere desire of the democratic 
powers and Russia to keep the peace and settle 
disputes by agreement. So that Britain’s alliance 
with Poland may be interpreted by the Axis powers 
as a threat of war instead of (what it is) an effort to 


secure peace. 
* * * 


On Tuesday and Wednesday last week the House 
discussed the Civil Defence Bill, and the financial 
resolution which provides the money necessary, and 
passed the second reading. There was unusual 
expedition in dealing with a long, very complicated 
bill covering nearly every aspect of civil defence, 
from the compulsory “designation” of private 
property for A.R.P. purposes to compensation for 
injured A.R.P. workers. And again a united House 
—plenty of criticism on detail and in policy, but 
none on the fundamental necessity of getting the job 


done. There is no doubt that on the major issues of 
foreign policies and defence Britain is now united. 


FROM THE PRESS GALLERY 


Civil Defence Bill 


In the House of Commons on April 4 Sir JoHN 
ANDERSON, Lord Pri Seal, moved the second 
reading of the Civil Defence Bill. Part VII referred 
to the obligations which rested on the Minister of 
Health in regard to the organisation of facilities for 
the hospital treatment of casualties, organisation for 
the training of nurses and the provision of bacterio- 
logical services. The bill would impose on the tax- 
payer a liability of something over £25,000,000, in 
addition to a recurring charge of £120,000 a year for 
40 years. The sum of £25,000,000 was in addition to 
the cost of providing materials for which power 
already existed under the act of 1937. The expendi- 
ture in regard to the distribution of steel shelters 
and materials for strutting basements was estimated 
at another £20,000,000. 

Mr. HERBERT MORRISON urged that the bill would 
place heavy burdens on local authorities which many 
of them were not in a position to bear. Local authori- 
ties could properly and necessarily act as the agent 
of the state, but if war broke out the state must 
necessarily become financially and administratively 
responsible for these protective services, The Labour 
Party were getting Increasingly worried about the 
complete absence of any comprehensive shelter 
policy.—Sir PERCY HARRIS said they could not divorce 
the problem of shelters from that of evacuation. If 
there were adequate shelters the dangers of panic 
and of people leaving their. occupations with the 
coming of the first air attack would be enormously 
decreased; otherwise there was a real danger of 
mass flight. 

Dr. HADEN GUEsT pressed for further information 
as to the general line of evacuation policy. What 
categories of adults were to be evacuated and what 
was to be done about children and mothers of children 
below school age. As much should be spent on civil 
defence as on the fighting services. Adequately 
organised evacuation would conserve the child 


‘population and the people who were helpless, aged 


and sick, would avoid useless casualties, and 
would simplify the provision of adequate shelter 
protection. The first-line productive workers must 
be given protection, and so must those who had to 
live in the urban areas round about the dangerous 
targets.—Mr. R. C. Morrison said that clause 41 of 
the bill gave power for the clearing out of patients 
from hospitals in the event of an emergency likely to 
lead to war. In September last some dreadful things 
happened in such clearances. Patients were bundled 
out of hospitals, many of them hardly able to walk. 
He hoped that if the hospitals were to be cleared 
in the expectation of being required for casualties 
atients who were seriously ill would not be sent 
ome when not in a fit condition. 

Mr. WEDDERBURN, under-secretary of state for 
Scotland, said that the bill would confer on the 
Department of Health for Scotland the same powers 
and responsibilities as were conferred on the Ministry 
of Health in England, the principal ones being 
arrangements for evacuating the civil population 
and for the treatment of casualties in hospital. A 
survey had been made of all the hospital resources 
for the whole country and also a great number of 
big hotels and schools which might be used as 
temporary hospitals. Altogether 500 hospitals, 
institutions and other buildings had been visited 
and inspected and the department’s hospital officers 
had since been in regular contact with the medical 
officers of health and superintendents of hospitals 
about the problems which would arise in connexion 
with the integration of particular hospitals into the 
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general emergency scheme. Plans drawn up showed 
that in Scotland, when the delivery of the medical 
and surgical equipment had been completed, they 
would be able to find 12,000 beds for wounded 
persons in the first 24 hours of the war and another 
8000 by the end of the first week. They were now 
engaged on plans for expanding the accommodation 
for the treatment of casualties and for another 6000 
beds in hutted units adjoining existing institutions. 
The Scottish Central Emergency Committee for the 
Nursing Profession was appointed in January to 
compile a register of nursing personnel in Scotland 
and to make arrangements for their training. Local 
committees were being set up to organise the training 
of nursing auxiliaries and a register of trained or 
semi-trained nurses was being compiled by the 
College of Nursing. They had ascertained the full 
requirements in the way of medical or surgical or 
ward equipment of the hospitals in the scheme. All 
the hospitals had been asked to maintain reserves 
of stores, and they had also placed orders for a large 
quantity of drugs, dressings and surgical equipment 
the delivery of which he hoped would begin that week. 

Colonel NATHAN said that while on paper the 
hospital scheme for dealing with casualties was good, 
his only doubt was as to how it would work if an 
emergency arose.: A large number of the places 
scheduled for use as hospitals might not prove 
suitable ; some of the existing hospital accommodation 
might very well form the nucleus of large extensions 
by the erection of hutments. In his view more money 
would be required for the necessary structural altera- 
tions to hospitals than was contemplated. The chief 
object was to get casualties, who would be only 
patched up, as fast as possible away to the country 
for proper treatment in order to make room for the 
next batch. 

Sir FRANCIS FREMANTLE urged that the issue of 
identity discs by the local authorities should be made 
compulsory. Mobile first-aid posts and outfits would 
probably prove more useful than fixed ones, though 
a number of properly equipped first-aid posts would 
have to be provided. They should be in some kind 
of underground bomb-.and splinter-proof shelter— 
not a deep shelter. He was informed that the total 
number of nurses now nursing in London would only 
be sufficient to staff one of the 13 sectors laid down 
for the defence of London. Fully trained and qualified 
nurses would have to be supplemented by women 
with an elementary training and he appealed to 
women to come forward now and get their training. 

Mr. Bure, Minister of Transport, replying to 
the debate, said that arrangements had already been 
made for ambulance trains by the conversion of 
certain parcel vans, and that Green Line coaches 
had already been adapted for road transport of 
casualties. | 

When the debate was continued on the following 
day Mr. ELLIOT, Minister of Health, said that each 
local authority had now been informed of the number 
of persons allotted to its area on the basis of one 
person per room. Transport authorities would 


rovide for the evacuation of the 3,000,000 persons .- 


in priority groups—a colossal task. They were 
arranging for a movement, of 3,000,000 persons without 
interfering with the 1,000,000 people who had 
reserved accommodation in the reception areas under 
private arrangements. Mr. Elliot thought that the 
number of children would be from 2,000,000 to 
2,500,000 and the balance would be adults. The 
persons making their own arrangements might all be 
adults. The House must consider the risks of over- 
planning. As for casualty accommodation, by using 
existing hospital beds and clearing others they could 
get 200,000 beds at once—beds which not only had 
pillows, bolsters and blankets but also nurses. The 
extra 100,000 beds which would be provided within 
a few days after war broke out were on order; 25,000 
had already been received and distributed to the 
hospitals. If the others were not all delivered local 
requisitioning should help to provide that 100,000. 
The need for nurses was urgent ; 80,000 were available, 
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but three times that number might be required 
before the war was over. An emergency committee 
to establish a central register of nurses and nursing 
auxiliaries and a local organisation in every county 
and county borough under the charge of the medical 
officer of health was responsible for dealing with 
volunteers and training them. The central committee 
had already received some 4000 applications. Arrange- 
ments had been made for the erection of auxiliary 
accommodation for 20,000 beds in the form of 
hutments in the London area, the Birmingham area 
and Tyneside. He hoped that full use might be made 
in peace-time of this additional reinforcement to 
the hospital accommodation of the country. Mr. 
Elliot did not regard the 20,000 additional beds in 
hutments as more than a start, but he would not like 
to hold out hopes of getting to a further stage at an 
early date. The bill was read a second time. 

In the House of Commons on April 5 the Public 
Health (Coal Mine Refuse) (Scotland) Bill was read 
the third time. 


QUESTION TIME 
TUESDAY, APRIL 4° 
Anti-Gas Protection for Infants 


Mr. Poore asked the Lord Privy Seal up to what age was 
it intended the gas-bags for very young children should 
apply ; how many of these had been issued to date; and 
when it was expected the issue would be completed.— 
Sir JOHN ANDERSON replied: This protective device is 
intended for babies under 2 years of age. Contracts for 
the manufacture of the various components have been 
placed but no issues have been made. I cannot say 
precisely when the issue will be completed. 


Feeding of School-children in Scotland 


Mr. MarTuHers asked the Secretary of State for Scotland 
what number of Scottish school-children received free 
meals and free milk, respectively, in 1938, as compared 
with 1933; and what were the amounts expended by the 
local education authorities on these services in the two 
years mentioned.—Mr. COLVILLE, in reply, gave the 
following table of figures. ; 


~ 


Children who Net cost to education 
received— authorities 
Year 
Free meals | Free milk | Free meals | Free milk 
E | £ £ 
1933 26,220 — 19,458 — 
. 1938 33,763 64,434 30,446 22,024 


Notes.—(1) In 1933 there were no special schemes for the 
provision of milk in operation: where milk was provided it 
was classified under the heading of meals. (2) The number of 
children who received free meals or milk includes children who 
were provided for by voluntary agencies. (3) The net cost to 
education authorities represents the cost to the authorities after 
deducting receipts from parents, &c.: it does not include 
expenditure on apparatus, equipment, and service which 
education authorities may incur without regard to consideration 
of the necessity of the pupils. 


Sanitation in Scottish Police Cells 


Mr. CASSELLS asked the Secretary of State for Scotland 
if he is aware that the construction of police cells for 
untried prisoners in many Scottish areas was out of date in 
respect of lack of facilities for cleaning by hosing the 
floors after sickness of prisoners, defective illumination 
causing danger to prisoners under the influence of alcohol, 
a proper method of communication between the prisoner 
and the police officer in case of illness of the prisoner, 
and bad heating arrangements ; and what steps he intended 
taking to remedy these defects.—Mr. COLVILLE replied : 
Police cells in Scotland are regularly examined by His 
Majesty’s Inspector of Constabulary in the course of his 
normal duties; and it has been impressed on the police 
authorities who are responsible for their provision that 
all cells should have adequate lighting, heating and 
ventilation and be furnished with satisfactory sanitary 
accommodation either inside the cell or in proximity to it. 
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WEDNESDAY, APRIL 5 
Malaria Research in Tanganyika 


Dr. HADEN GUEsT asked the Secretary of State for the 
Colonies whether his attention had been called to the 
report of Dr. D. B. Wilson, of the malaria unit, Mashi, 
Tanganyika; and whether, in view of its conclusion 
that immunity was obtained from malaria by exposure 
to infection in infancy, he would submit this report to the 
Medical Research Council for consideration and report. 


` — Mr. M. MacDonatp replied: The answer to the first 


part of the question is in the affirmative. As regards the 
second part, a copy of the report was sent direct from 
Tanganyika to the Medical Research Council, and copies 
have also been sent to the Permanent Mandates Commission 
at Geneva. I arranged for the report to be considered 
by the Colonial Advisory Medical Committee, and they 
have made certain comments, which have been communi- 
cated to the Tanganyika government. In the circum- 
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stances I do not consider it necessary to submit the report 
formally to the Medical Research Council, as suggested 
by the hon. member. 


Powers of the Welsh Board of Health 


Mr. JAMES GRIFFITHS asked the Minister of Health 
whether, in view of the need for closer supervision of the 
work of local authorities in Wales, as recommended in 
the report of the Committee on Anti-Tuberculosis Services 
in Wales, he proposed to examine the constitution and 
powers of the Welsh Board of Health so as to invest it 
with the authority necessary adequately to fulfil its duties. 
—Mr. Eror replied: The report of the Committee on 
Anti-Tuberculosis Services in Wales is now receiving 
consideration. The Welsh Board of Health has, in relation 
to trausferred functions, the same powers in Wales as the 
Ministry of Health has in relation to similar functions 
in England. I do not think, therefore, that the Welsh 
Board lacks authority to fulfil its duties. 


PANEL AND CONTRACT PRACTICE 


Does the Family Doctor Exist ? 


THE Birmingham Gazette of March 29 reports a 
meeting of the Birmingham insurance committee 
held on the previous day, with Dr. J. J. Bekenn in 
the chair, to consider the British Medical Association’s 
scheme for a general medical service for the nation. 


Mrs. C. H. Griggs, a lay member of the committee, 


while agreeing that the family doctor should be at 
the centre of all treatment, urged that the medical 
profession should first put its own house in order. 
Nowadays, she said, the general practitioner is not 
in fact a family doctor, and though there are isolated 
instances in which he attends grandfather, father and 
son, he has many patients whom he does not even 
know by sight. It was a calamity that public-health 
services were becoming increasingly separated from 
the private practitioner, but an outstanding difficulty 
in the way of depending on family doctors was the 
great variation in their service and efficiency. If 
antenatal care, for example, is to be provided by 
general practitioners they would have to offer a 
standard at least equal to that supplied by the public 
authorities. Replying to these comments, Dr. J. A. 
Brown said that the insurance service had improved 
enormously and its extension would mean earlier 
and therefore more beneficial treatment. Dr, F. A.L. 
Burges said that when people came to him and said, 
“I am not a panel patient,” he replied, ‘“‘I have no 
panel patients ; my patients are all patients—private 
or panel.” 

Next day the chairman of the Birmingham panel 
committee and the secretary of the public medical 
service gave a statement to the Gazette saying that 
insurance practitioners almost always attend the 
whole family. ‘‘ In certain areas, of shifting popula- 
tion, the position of the family doctor is not perhaps 
so well defined, but the great bulk of the population 
does not move about and, therefore, has a family 
doctor.”? With the free choice available under the 
Insurance Acts, they added, “no family is likely to 
continue to seek the services of a practitioner in 
whose skill it has not the fullest confidence.” 


Attention to Urgent Calls 


An insurance practitioner was off duty on a Sunday, 
and in accordance with a standing arrangement his 
two partners deputised for him. During the afternoon 
an insured person suffered from an attack of hemor- 
rhage, for which treatment was given by another 
doctor living close by. He said further treatment 


would be required two hours later, and gave the 
patient’s mother a letter for the responsible practi- 
tioner. This was given to the deputy practitioner’s 
wife, but as no visit had been made by 8.30 p.m. 
(four and a half hours after the initial treatment) 
another doctor was called, and arranged for the man 
to be admitted to a hospital, where he remained for 
a month. 

The case revolved around what happened when the 
letter was given to the wife of the deputy. The 
complainant’s evidencé was that the doctor was out, 
but that the messenger had said that the matter was 
urgent and was assured that the doctor would be 
asked to call as soon as he came in. The deputy’s 
wife said that when the letter was brought at about 
6.30 p.m. she asked what it was about, and was told 
“ It is all in the letter.” She obtained the name and 
address, which she wrote on the envelope, and think- 
ing it contained an account placed it in the dispensary 
to be dealt with on the following morning. The 
result was that neither the responsible practitioner 
nor either of his deputies became aware of the call 
until the following morning, by which time the 
patient had been sent to hospital. 

The medical service subcommittee formed the 
opinion that the message as delivered was sufficiently 
clear to show the need of a visit that evening, that 
the doctor’s wife failed to give the attention that 
the message called for, and that this omission was 
responsible for the failure of either of the deputy 
doctors to visit the insured person. The insurance 
committee with one dissentient endorsed these 
opinions and decided that the respondent practitioner 
should be advised to see that greater care would be 
taken in the future. 

Fortunately there was a delay of only about two 
hours in obtaining further treatment for this par- 
ticular patient. But it is worth noting that a large 
proportion of the cases considered by medical service 
subcommittees arise out of a failure by the messenger 
to make clear, or by the doctor to appreciate, that the 
need for medical attention is really urgent. This 
sort of misunderstanding is mainly responsible for 
complaints about failures to visit insured persons. 


A Voluntary Refund 


An insured person’s membership of an approved 
society was terminated in 1926 and his name was 
subsequently removed from the list of his doctor. 
In July, 1938, the Ministry of Health ascertained 
that membership of the society should have been 
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continued until 1929, when the man became 65 years 
of age, and that in consequence he should have been 
regarded as continuously insured. Between 1936 
and 1938, before the establishment of continuous 
title to benefit, the insured person received treatment 
for which he paid fees amounting to £14 12s. The 
doctor, when told of the circumstances, called at the 
office of the insurance committee and on behalf of 
himself and of a partner who had joined him in 
July, 1937, offered to refund the sums paid in view 
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of the fact that the patient had been throughout the 
course of the treatment an insured person entitled to 
benefit. The insurance committee reinstated the 
patient’s name on the doctor’s list as from the date 
of removal, and paid the doctor on the basis of the 
drug tariff a sum amounting to £3 10s., the value of 
the medicines supplied to the patient. The practi- 
tioner was thanked by the committee for his codpera- 
tion, and the insured person has written expressing 
appreciation of his generous attitude. 


OBITUARY 


RONALD SIMPSON PATERSON 
M.D. MANC., D.M.R.E., F.F.R. 


Dr. R. S. Paterson, senior radiologist to the Royal 
Infirmary, Manchester, died after a short illness on 
March 30, at the age of 45. He had used his energies 
freely and successfully in helping to raise the status 
of a young specialty and though he had spent all his 
working life in Manchester he had built up more than 
a local reputation. 

Paterson was educated at King Edward School, 
Retford, and the University of Manchester, where he 
graduated in medicine in 1917. He acted as resident 
at the Royal Infirmary while still,a student and soon 
after he obtained 
his degree joined 
the R.A.M.C., serv- 
ing in France until 
the end of the war. 
Then he decided to 
specialise in radio- 
logy and took the 
Cambridge diploma 
in 1920, coming 
back to Manchester 
as registrar in the 
radiological depart- 
ment of the Royal 
Infirmary. His skill 
in technique, in 
interpretation, and 
in administration 
was soon apparent, 
and the successive 
migration of his 
seniors, Dr. J. M. 
Woodburn Morison and Dr. A. E. Barclay, led to his 
rapid promotion; he was made assistant honorary 
radiologist in 1924 and took charge of the department 
in 1928, at a time when the demands made on its 
services were rapidly increasing. He enjoyed organis- 
ing its development; his keenness and enterprise 
were infectious and he got what he wanted without 
‘friction by enlisting the interest of his colleagues in 
his plans. Paterson had joined Woodburn Morison 
and Barclay in private radiological practice; when 
they left Manchester other partners were brought in 
and he was senior of a firm of three at the time of 
his death. He found time to take on many other 
jobs and did them with zest. He was lecturer in 
applied anatomy at his own university and examiner 
for the Universities of London and Liverpool and for 
the Society of Radiographers. He was an active 
member of the council of the British Institute of 
Radiology and served a term as president of the 
section of radiology of the Royal Society of Medicine. 
In 1934 Paterson was prominent among those who 
planned the establishment of an association of doctors 
specialising in medical radiology ; the object was to 


advance the subject in all its branches, with particular 
reference to its clinical,- ethical, educational, and 
economic aspects. The outcome of the movement 
was the formation of the British Association of 
Radiologists which held its first meeting in July, 
1935, in Birmingham; Paterson became its second 
president. The recent amalgamation of this asso- 
ciation with the Society of Radiotherapists of Great 
Britain and Ireland to form the Faculty of Radio- 
logists, of which the fellowship is the highest quali- 
fication open to specialists in either branch, was a 
source of much satisfaction to him. A colleague 
testifies to his popularity, his gift for organisation, 
and the knowledge of affairs which enabled him to 


bring his department to a high state of efficiency ;. 


his opinion on matters of policy was greatly valued 
by the medical staff and board of management of the 
Royal Infirmary. His personal qualities of shrewd 
common sense, kindness and sympathy earned the 
loyalty of those who worked for him and the trust 
of his patients. 


Dr, Paterson married in 1937 Miss Nancy Cross, 
who survives him. There are no children. 


DENIS JOSEPH COLLINS 
C.B., C.M.G., M.D. R.U.I. 


Major-General Collins, who died at Sutton, Surrey, 
on April 1, served for 33 years with the R.A.M.C., 
and even after his retirement in 1926 maintained a 
great interest in his old service and remained an 
active member of the committees of several corps 
associations. He was a student at Queen’s College, 
Cork, and the London Hospital, taking his M.B. in 
1891 and his M.D. in 1910. He entered the army in 
1893 and was gazetted captain three years later. 
Quite early in his career his special knowledge of 
hygiene was of value in dealing with outbreaks 
of plague in India, where he was stationed. from 1896 
to 1903 ; for this work he twice received the thanks 
of the government of India. l 

At the outbreak of the late war Collins was serving 
in Poona and he was given command of a general 
hospital in Iraq. There he showed great ability as an 
administrator and he received the C.M.G. in 1915 
and was made a brevet colonel in 1916. He held 
administrative posts in India during the later part 
of the war, and after a period of service at home was 
appointed deputy director of medical services of the 
Southern Command in India, being promoted major- 
general. He remained in the Southern Command 
until his retirement, and during his term of office 
was instrumental in the inception and carrying out 
of valuable reforms. He received the C.B. in 1918. 
On leaving the active list Collins was appointed 
director of the county of London branch of the British 
Red Cross Society, and under his guidance the branch 
extended its activities and maintained a high standard 
of efficiency. He was made a deputy lieutenant for 
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the county of London in recognition of his services. 
His appointment in 1933 to be a colonel commandant 
of the R.A.M.C. was a source of much pleasure to 
him and to his friends. 

Collins’s pleasant manner, sense of humour, and 
sociability made him a most agreeable companion. 
He gained the affection of all who served with or 
under him, both officers and men, and although he 
was always considerate, he was a good disciplinarian. 
. He had a high standard of duty, was not afraid of 
responsibility, and was seldom, if ever, at a loss 
when he had to deal quickly with some new situation. 
He was always a hard worker but never made the 
mistake of trying to do everything himself. His 
judgment was sound and his temper equable. His 
professional and administrative ability secured for 
him the confidence and esteem of the general officers 
on whose staff he served. He had not been in good 
health for some time and resigned the appointment 
of county director at the end of last year, but his 
death was due to a street accident. He leaves a 
daughter and one son, a major in the Indian Medical 
Service. His wife died in India soon after his 
appointment as D.D.M.S. 


WILLIAM ERNEST HILLS 
M.R.C.S. 


Dr. Hills, who had been in practice at Hampstead 
for 35 years, died there on March 24. He was born 
in 1872, the son of Edward Hills of Dover, and was 
educated at Dover College. He was apprenticed to a 
dentist for a time but forsook dentistry, went to 
Guy’s, and qualified as M.R.C.S. in 1896, After hold- 
ing house-appointments at Guy’s he went to India 
as plague medical officer to the Sholapur and 
Ahmednagar districts and from there to Cairo as 
resident surgical officer at Kasr-el-Aini, In Egypt he 
caught smallpox and had to return to England, 
where he practised in London in the Finchley Road 
and also acted as clinical assistant at Mount Vernon 
Hospital. After two years he moved to Church 
Row, Hampstead, and went into partnership with 
W. N. Evans. He combined general practice with 
ansesthetics, and was anesthetist to the Prince of 
Wales Hospital, Tottenham, the London Temperance 
Hospital, and later to the King George Hospital at 
Ilford. In 1915 Hills went to France with the French 
Red Cross and he later served with the R.A.M.C. at 
Port Said and in France. 

Dr. Hills was an active member of the Hampstead 
Medical Society, of which he had been president, 
and he was also a keen tennis and bridge player and 
a prominént freemason, He possessed a quiet dignity 
combined with a cheerful sympathy which endeared 
him to his patients, and the pains he took with his 
work meant that his opinions always commanded 
respect. He was unmarried. 


FRANCIS HENRY MATURIN 
M.B, CAMB. 


Dr. Maturin, who died on April 4 at Lymington, 
after a short illness, was a general practitioner known 
far and wide through the New Forest area. Himself 
the son of a general practitioner of Hartley Wintney, 
in North Hampshire, he had many associations with 
Lymington through his grandfather, Canon Maturin, 
who was vicar of Lymington for more than fifty years. 
He was educated at Cambridge and at St. Bartholo- 
mew’s Hospital, where he held several house-appoint- 
ments, and he won renown both at football and cricket 
in his younger days; he was five times reserve for 
England at rugby and he scored a unique century 
on one occasion of 98 runs and twins. Senior partner 
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of a large and widespread “‘firm,’’ he yet found time 
to become lieut.-colonel of the 2/7th Hampshire 
Regiment, with whom (and later attached to the 
Royal Army Medical Corps) he spent the war years 
in India, where he commanded the largest Territorial 
hospital at Deolali. He was medical officer of health 
for Lymington urban district from 1920 to 1932 and 
was keenly interested in the hospitals in his area, 


- contributing largely by his efforts to the development 


of that at Lymington from a small cottage hospital 
of 8 beds to a well-equipped modern hospital with 
six times that number. He leaves a widow, two sons 
and a daughter, 


N. M. G. writes: ‘‘ Passionately devoted to his 
work, his patients and his practice, Frank Maturin 
died as he and his friends would have wished—in 
harness. Leisure had come to mean nothing to him 
and he had probably taken less than a week’s holiday 
a year for the last fifteen years: always the claims 
of some patient held him at home, and a day or two 
spent watching cricket seemed to give him energy 
for a year’s crushing work. With no time and little 
inclination for reading, he had an uncanny faculty 
for keeping abreast of medical ideas, chiefly through 
contact with his younger colleagues, but his greatest 


strength was in his experience and retentive memory. 


The real tragedy is that all this experience and his 
many ‘ wise saws and modern instances ’—above allon 
‘the management of the patient ’—should be largely 
lost with him, as is too often the case with the great 
exponents of the art of general practice.” 


BERNARD RELTON 
M,.R.C.S. 


By the death of Dr. Relton from influenzal 
pneumonia on March 6 at the age of 78 the profession 
has lost a fine example of the cultured general prac- 
titioner. Educated at Merchant Taylors’ and 
grounded in the arts by his father, the Rev. E. W. 
Relton, vicar of Ealing, a distinguished Hebrew 
scholar, he entered St. Thomas’s Hospital in 1879 
with a science scholarship and became house-surgeon 
and assistant demonstrator in practical surgery. In 
1885 he was drawn rather prematurely into practice 
by his wish to help a friend of his family in illness, 
J. H. Simpson of Rugby. Here he worked for the 
next 44 years with only one long leave of three 
months for a visit to his son in Lima. With an 
extensive midwifery experience before the days of 
state-registered midwife support, he had a remark- 
able record of apyrexia of which he was justly 
proud. 

After the war Relton became senior partner in an 
amalgamated partnership of five, and at this time 
he was instrumental with his partner C. R. Hoskyn, 
and with A. I. Simey and others, in founding the 
Rugby and District Medical Society, of which he was 
the first president. An untiring worker and unsparing 
of himself in the interests of his patients and his 
fellow practitioners, he became in later years the 
friend and counsellor of many of the latter outside 
the circle of his own partnership. All sports appealed 
to him. He was a keen cricketer and an enthusiastic 
fisherman. He had captained his school, his hospital 
and his old school club at rugby football, and has 
always taken a keen interest in the Rugby Football - 
Club of which he had been president for nearly 
40 years. An omnivorous student of history, bio- 
graphy, and travel, and blessed with a remarkably 
good memory and critical ability, he was a sound 
and kindly judge of men past and present. He was 
gifted with a most attractive, warm-hearted, and very 
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human nature and his aim was always to promote 
good fellowship among his colleagues. Few men 
have formed a larger circle of real friends. 


Dr. Relton’s wife died in 1930, just before he 
retired, and he leaves one son. 


ERNEST HANBURY HANKIN 
SC.D, CAMB, 


THE death at his home near Brighton of Dr. E. H. 
Hankin recalls a career that embraced many activities 
besides that of bacteriology, which was perhaps the 
most notable of them. Hankin was born in 18665, 
went to St. John’s College, Cambridge, from the 
Merchant Taylors’ school, and was elected a fellow of 
his college at an early age. His interest in bacterio- 
logical research led him abroad, to work in Robert 
Koch’s laboratory and at the Pasteur Institute ; and 
later instead of settling down in this country he 
accepted the post of chemical analyst and bacteriologist 
to the United and Central Provinces of India, with 
laboratories at Agra. His early years there were 
spent largely in combating cholera, at a time when 
the public-health authorities in India had still to be 
convinced that it was caused by a micro-organism, 
He was the first to advocate the use of permanganate 
of potash for disinfecting wells, and this was used 
extensively until the introduction of chlorination. 
Amongst his many original contributions to bacterio- 
logy and toxicology was one, little understood at the 
time, which clearly presaged the discovery of bacterio- 
phage. The agent whose activities he studied had 
the power of rapidly destroying cholera vibrios and 
other bacteria in Ganges water. He realised it was 
an unknown agent but he did not give it a name, and 
his research was forgotten until the Twort-d’ Herelle 
phenomenon was elucidated nearly thirty years later. 
Hankin collaborated with Haffkine in work on cholera 
and on plague. His other pursuits included the study 
of Mohammedan scroll architecture and the problems 
of flight, which he approached from the aspect of 
higher mathematics and also by field observations. 
He was often to be seen before dawn near the Agra 
abbatoir studying the wind movements and air 
currents set up at sunrise, as shown by the soaring 
flight of vultures and kites, His laboratory at this 
time was crowded with wings of birds in various 
stages of decomposition in beakers and jars. He was 
somewhat of a recluse and did not mix much with 
his fellow-men. His investigations absorbed him to 
the exclusion of the trivialities of Indiah station life. 
In his retirement his interest in India and in various 
scientific problems seemed as keen and vivid as ever ; 
nor did age wither his unusual mental vigour and 
ability. He died on March 29 at the age of 74. 


WILLIAM HOWEL EVANS 
M.D., B.SC, LPOOL 


Dr. W. Howel Evans, honorary clinical pathologist 
to the Liverpool Royal Infirmary and’ honorary 
lecturer in clinical pathology in the university, died 
on April 6 at the age of 47. He had long been 
in poor health but he worked as long as he was 
able. 

Howel Evans had an early scientific training which 
was of great benefit to him. Before he took a B.Sc. 
in 1913 he worked with Benjamin Moore on poly- 
neuritis in pigeons, attempting to isolate the substance 
(now known as vitamin B,) which cures this disease. 
He then decided to study medicine, aiming at clinical 
work. His course was interrupted by the late war, 
when he served as a surgeon probationer in the navy. 


platelets to Maingot’s 


He qualified in 1920 and became senior medical tutor 
and registrar to the Royal Infirmary, Liverpool. 
But his increasing deafness, later with vertigo, made 
it unwise to attempt practice as a physician and 
Howel Evans returned to laboratory work as Holt 
fellow and lecturer in pathology in the university ; 
later he was appointed assistant pathologist to the 
Royal Infirmary. His main interest was in hemato- 
logy, especially the relation of blood-platelets to the 
hemorrhagic diseases and to pathological thrombosis, 
and he was recognised as an authority on this subject. 
He made a comprehensive study of the platelets in 
splenic anemia after splenectomy, which formed the 
subject of his M.D. thesis in 1929. He differentiated 
two types of splenic anzemia, in one of which thrombo- 
cytopenia is associated with a general hemorrhagic 
tendency. In these patients splenectomy could be 
undertaken with relative safety, but in those whose 
platelet-count was normal or higher than normal 
there was considerable risk of gross and persistent 
increase of platelets after operation and of a throm- 
bosis which might prove fatal, Dr. Howel Evans 
contributed a chapter on the spleen and the blood- 
“ Post-Graduate Surgery.” 
He was interested in other aspects of hamatology, 
especially the leukemias, and his special knowledge 
of blood diseases was much valued by his clinical 
colleagues, who sought his opinion freely and appre- 
ciated the firm decisive way in which it was usually 
expressed. The success of the blood-transfusion 
service of Merseyside was largely due to his 
organisation and reliable grouping. 

He acted as secretary of the committee appointed 
in 1926 by the Medical Research Council and the 
Pathological Society of Great Britain and Ireland 
for the investigation of ‘‘status lymphaticus ” and 
for the collection of information on a large scale on 
the weights and measurements of the thymus gland. 
He collected for analysis 700 record cards, and it 
was not until 1931 that the laborious pathological 
and statistical investigations were completed, the 
committee reaching the conclusion that the so-called 
status thymicolymphaticus has no existence as a 
pathological entity. 


Though absorbed in his work Howel Evans had © 


many other interests. Mr. Robert Kennon writes 
that ‘“‘to the prostatic and diabetic he gave such 
personal attention that the light in his laboratory 
was to be seen far too often in the early hours of the 
morning. Despite his neglect of holidays he had 
played his part in sport: he was a county hockey- 
player, a member of the Lancashire team on southern 
tour in 1922, a rugger player and a keen follower of 
cricket—he was missing from his laboratory to watch 
with his son every stroke in the last exciting test 
match against Australia. He was a collector of 
antiques, full of lore on the art of making and faking 
furniture, a philatelist of high order, a collector of 
books and a voluminous reader.” 


He leaves a wife and two children. 


ý Everyone’s imagination is shocked by the 
thought of a great modern city pounded to a heap of 
smoking ashes; it is not so easy, in a bustling cheerful 
town, with cinemas filled to overflowing, and shops 
exhibiting merchandise gathered from the four corners of 
the earth, to realise that the country is faced with grave 
problems of malnutrition, problems the solution of which 
demands as close co-operation, as much teamwork, and as 
high and devoted enthusiasm as ever were brought to 
bear on a war-time problem.”—Nature, April 8, 1939, 
p. 575. 
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LETTERS TO 


BARCELONA BLOOD-TRANSFUSION SERVICE 


Srr,—I had the privilege of knowing Dr. Duran 
Jorda and his institute and colleagues in Spain, as 
I also knew the institutes and their staff in Valencia 
and Madrid. In commenting on his article in your 
issue of April 1, I should like first to offer a 


~ tribute to the excellent and life-saving work done 


by the Barcelona Blood Transfusion Institute. 

In my opinion, colorimetric signs of infection of 
stored blood will indicate only heavy growths. But 
infections not great enough to cause this brown 
colour (which colour was seen all too frequently in 
the blood supplied for the Ebro offensive) will yet 
cause an unpleasant rigor in the recipient. I do not 
doubt that most of the blood supplied from Barcelona, 
at least in the summer months, had some slight 
initial infection which, owing to unsatisfactory 
refrigeration, increased, and caused the rigors observed 


in about half the cases transfused by me and my ` 


associates in August, 1937 and 1938. The origin 
of this infection was possibly twofold: (1) from a 
bacteremia of the donors, for bacterial dysentery is 
epidemic in Spain in the summer months; and 
(2) from some error of sterile technique that is likely 
to creep into collection, mixing, and storage when 
rather complicated apparatus is used. 

Incidentally the apparatus shown in the picture 
was not actually the one employed during the war— 
at least up to the end of August, 1938, when I left 
the country. It may not, then, have had any extensive 
clinical trial. Although admiring its ingenuity I feel 
bound to point out its disadvantages : 


(1) A tube in stored blood increases the tendency 


to clotting (see Elliott, Macfarlane and Vaughan, 
Lancet, Feb. 18, p. 384). Such clots occurring in this 
type of apparatus are disastrous, and they even 
occurred occasionally in the plain ampoules actually 
used in the war. The only way out of the impasse 
resulting from the subsequent blocking of the flow 
of blood is to break the apparatus, pour out the 
blood into another receptacle, and deliver by a 
two-way syringe or some other apparatus—a procedure 
I have had to follow on more than one occasion. 
ee such an apparatus would be very 
i t 


cult. 

(3) The blood cannot be transfused while the 
apparatus is still in a water bath as it should be for 
quick transfusion—i.e., more than about 50 c.cm, 
per minute. 

(4) Sealing the apparatus under pressure would 
need a special machine and technique. Moreover, 
if it is not well sealed either the seal breaks prematurely 
or is so hard to break that the force used drives the 
broken glass through the rubber tube with disastrous 
result. I and others have experienced both misfortunes. 


Finally I would point out that for the ideal 
apparatus there are more than the three essentials 
mentioned by Duran Jorda—there are at least a 
dozen more. However we should be grateful for the 
way in which the Spanish Republicans have placed 
the fruits of their hard-won experience at our disposal. 
I am, Sir, yours faithfully, | 
Reading, Berks, April 7. R. S. SAXTON. 


PERNICIOUS ANÆMIA AT 83 


Srr,—tThe following case of pernicious anæmia in 
a woman aged 83 seems worth recording :— 


Oct. 25, 1938.—Patient obviously in a state of 
extreme anemia. R.B.C. 1,220,000, well stained, 
average size large, some nucleated ; Hb. 25 per cent. ; 
C.I. 1°0. : 
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For the next week the patient was in a state of 
extreme prostration, having almost continuous 
oxygen. Intensive liver treatment, chiefly by mouth, 
was started at once. Only one injection of 4 c.cm. 
Campolon was given at the outset. 

Nov. 7.—R.B.C. 2,350,000; still some nucleated 
cells; Hb. 48 per cent.; C.I. 1°05. 

Nov. 22.—R.B.C. 3,130,000 ; still some nucleated 
cells; Hb. 55 per cent., C.I. 0°9. 

Dec. 6.—R.B.C. 4,240,000; no nucleated cells, 
cells rather pale; Hb. 75 per cent.; C.I. 0°89. Iron 
administration was begun. 
eee 4,820,000. Hb. 82 per cent.; 


The patient has made steady improvement, and 
now seems in normal good health, having liver three 
times a week. I am indebted to Dr. T. C. Stone of 
Margate for the examinations of the blood. 

I am, Sir, yours faithfully, 
Broadstairs, April 4. MARTIN O. RAVEN. 


LOW SPINAL ANÆSTHESIA FOR PERINEAL 
OPERATIONS 


Sır, —It was with interest that I read a report on | 
the use of low spinal anæsthesia in obstetrics by 
Mr. Todd and Dr. Burton in THE Lancet of April 8 
(p. 825). For I have employed a similar method for 
some time past, Stovaine 0:25 c.cm. (M. & B. 
Chaput formula, sp. gr. 1-080) being used instead of 
heavy Percaine. The injection is made between the 
third and fourth lumbar vertebræ with the patient 
sitting up. This method was first introduced to me 
by Mr. Garth Stoneham of the Park Hospital, 
Manchester, but whereas he allowed his patients to 
sit up for 10 minutes, I have reduced this time to 
7 with equally good results. 

I have only used this method in the repair of 
perineums and not during labour, for it is exceedingly 
difficult to judge the right time for administration 
in labour. For the perineal operations I have found 
it ideal. The patient is conscious throughout and 
can move her legs. This can be of great assistance as 
the patient can hold her own legs in the lithotomy 
position, where no stirrups are available. 

There is no postoperative vomiting and the only 
complications have been isolated cases of fainting, 
whose origin I think has been psychological rather 
than toxic. The blood-pressure falls at most 5 mm. 
of mercury. Persistent headache has also been noted 
on rare occasions and has in all cases responded to 
either Pituitrin 0-5 c.cm. or 5 oz. of ten times normal 
saline intravenously. 

I am, Sir, yours faithfully, 
DERYCKE P. HARRIS, 


Resident Obstetrician, St. Mary’s Hospital, 


April 10. Milton, Portsmouth. 


A QUESTIONNAIRE TO MEDICAL WOMEN 


Sır —May we call the attention of medical women 
to the questionnaire on the kinds of work being under- 
taken by them which has recently been circulated 
by the Medical Women’s Federation to all women on 
the British medical register ? A similar questionnaire 
on a much smaller scale was sent out ten years ago, 
but this is now quite out of date and useless for 
reference. Inquiries are frequently received regard- 
ing the number of women employed in various branches 
of medical work, the number married or retired from 
practice, &c., and to obtain any kind of accurate 
knowledge it is necessary that replies should be 
received from as large a proportion of medical women 
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as possible. May we appeal to any who have not 
yet completed the form to do so at once and to send 
it to the Medical Women’s Federation, 9, Clifford 
Street, Bond Street, W.1. Extra copies of the 
questionnaire, if required, will be sent on application. 

I am, Sir, yours faithfully, i 
VIOLET KELYNACK, 
Medical Secretary, Medical Women’s Federation. 

April 5. 

ANÆSTHESIA IN WAR-TIME 


Sır, —In your last issue Dr. Ronald Jarman calls 
attention to the need for the organisation of efficient 
anesthetic services in war-time, but he does not 
mention the provision of analgesia for painful dressings 
or the first-aid treatment of wounds. I think it is 
essential that all first-aid workers and all nurses who 
are likely to take charge of the dressing of war wounds 
should be fully acquainted with the use of gas-and-air 
analgesia, and machines should be provided for all 
first-aid stations and for all surgical wards. 

I am, Sir, yours faithfully, 
Station Road, Now Barnet, April 8. JOHN ELAM. 


LIFE-STORY OF SIMPLE HERPES 


Srz,—The leading article in your issue of March 18 
led me to refer to a note I made from either an article 
or a reference to such by O. Naegeli, of Berne, in the 
Münchener Medizinische Wochenschrift of Feb. 28, 
1936. In this communication, according to my note, 
the following points are dealt with :— 


(1) The belief of experienced practitioners con- 
cerning the favourable influence of herpes simplex 
upon other diseases, especially pneumonia. The 
mortality of pneumonia with herpes simplex is 
decidedly less than that of this disease without. 

(2) The success of fever therapy in neurolues is 
most frequent and most pronounced in herpetics, 
especially in patients in whom a considerable herpetic 
eruption appears during the cure. In certain cases 
neurolues was favourably influenced by herpes- 
inoculation and subsequent actuation with fever, 
when a previous fever cure had been ineffective. 

(3) Herpetics exhibit neuro- and liquor-lues more 
rarely than do non-herpetics. (I regret that this 
point was not dealt with more fully in my note 
whilst still the journal cited was in my possession. 
I have, however, given the reference should any of 
your readers be interested.) 


As to point 1, I find the following on p. 138, vol. ii, 
of the second edition of that scholarly work, Fagge’s 
“ Principles and Practice of Medicine,” edited and 
completed by Dr. P. H. Pye-Smith (1888). 

“ An eruption of herpes . . . is said to occur in from 
two-fifths to one-half of all cases of pneumonia ; 
and what is very strange is that it is far more common 
in cases that do well than in those that end fatally. 
This has long been a traditional opinion, and it seems 
to have been established by the observations of 
Geissler, who found (Archiv d. Heilkunde, 1861) 
that out of 421 cases the mortality of those in which 
there was no herpes was at the rate of 29°3 per cent., 
whereas among those with herpes it was only at that 
of 9°3 per cent.” 

The information conveyed in your leader as to the 
widespread existence of herpetic antibody in human 
sera, a8 to carriers of the virus, and as to attribution, 
in carriers, of the attack of herpes occurring in 
infectious and other diseases to ‘“‘ upset of the balance 
between host and virus,” is of interest. As regards 
traditional belief in the favourable influence of 
herpes simplex upon other diseases, especially perhaps 
pneumonia, my experience has not been with disease 
in general, and I should like to know what present 
experienced practitioners have to say on this point. 


LIFE-STORY OF SIMPLE HERPES 
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In any case it seems justifiable to believe that herpes 
virus does exercise a favourable influence. Even 
more interesting, I think, than evidence of the 
existence of antigen would be experimental data 
as to the modus operandi of the virus in bringing 
about the results observed. Those engaged in 
bacteriology and immunology may be able to refer 
to work done on the subject. It would be strange 
had no work been done by way of explaining through 
laboratory research 
observation. How, for instance, do antibodies of 
herpes virus and of pneumococcus interact ? 

As regards point 2 above it would be of interest to 
hear the experience of neurologists and psychiatrists. 
With what frequency does herpes simplex occur 
during fever therapy in neurolues? Speaking from 
memory after treating many general paralytics with 
various forms of fever therapy (incidentally, it is not 
proven, that I am aware of, that malarial therapy 
cures by fever), I do not recollect that herpes was at 
all common, Then, the statements of point 2 
require confirmation. Especially interesting would 
be the experience of those—probably still few in this 
country—who are in a position to produce hyper- 
pyrexia by what I believe is known as short-wave 
therapy. Whatever the influence may be of pneu- 
monia, malaria, protein shock, &c., in ‘‘ activating ” 
herpes virus in carriers it does not follow that hyper- 
pyrexia produced as above has the same power. 

I am, Sir, yours faithfully, 
Hove, April 11. EDWIN GOODALL 


ILLNESS IN SMALLPOX CONTACTS 


S, —May I suggest that it would add to the 
interest of Dr. Conybeare’s account of the illness 
occurring in smallpox contacts, which appeared in 
your last issue, if exact details of the method of 
vaccination were given ? | 

I am, Sir, yours faithfully, 
Devonshire Place, W.1, April 10. CHARLES R. Box. 


BRITISH EMPIRE CANCER CAMPAIGN 


AT a meeting of the grand council of this campaign, 
held in London on April 3, a grant of £1000 was made 
to the north of England branch for the continuation of 
the special short-wave investigations being carried out 


under the direction of Mr. F. Dickens, D.Sc., and a grant 


of £160 to Mr. E. Nevill Willmer, working at the University 
of Cambridge. The grants for the year now amount to 
over £40,000. The council received a report on the joint 
discussions held between representatives of the campaign, 
the Medical Research Council, and the National Radium 
Commission concerning the installation of a cyclotron in 
this country. The three bodies have agreed to refer this 
matter for further consideration to the radiology com- 
mittee. It was stated that over 1200 free educational 


lectures on cancer have now been given in 21 counties of #&\ 


England and 8 of South Wales. A grant of £1513 was 
voted for the continuation of this scheme of national 
pone and for its extension to the counties of 

erbyshire, Herefordshire, Leicestershire, Lincolnshire, 
Westmorland, Worcestershire, Warwickshire, Shropshire 
and Staffordshire. The council approved of a further 
sum of approximately £6500 being allocated to meet the 
expenses of the second year’s working of the scheme of 
the clinical cancer research committee. This scheme 
covers an inquiry into all fresh cases of cancer in the 
London area, Dr. J. M. Woodburn Morison was invited 
to become the representative of the campaign on the 
scientific advisory committee of the newly amalgamated 
Radium Institute and Mount Vernon Hospital, and Mr. 
J. J. M. Shaw, F.R.C.S., was elected a member of the 
grand council. 


so long-standing a clinical ẹ 


~ 
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MEDICAL NEWS 


University of London 


The following have been recognised as teachers of 
the university in respect of posts held in the schools 
indicated :— 


Dr. J. H. Gray, anatomy, University College; Dr. E. F. 
Scowen, medicine, and Dr. E. B. Strauss, mental diseases 
psychiatry). St. Bartholomew’s Hospital medical college ; 

r. R. G. Karn, anesthetics, Royal Dental Hospital of London 
School of Dental Surgery; and Dr. Mildred Creak, mental 
diseases (child psychiatry), Maudsley Hospital. 


_On April 26 and 28 Dr. A. Hrdlička, curator of the 
division of physical anthropology at the National Museum, 
Washington, will deliver two lectures. In his first lecture 
he will discuss the present status of our views on human 
evolution, and in his second the racial fallacies and 
realities of European propii On May 2 Prof. E. J. 


Bigwood, professor of biochemistry in the University of 


Brussels, will speak on chemical reactions between 
proteins and electrolytes. All these lectures will be given 
at 5 P.M. at University College, Gower Street, W.C.1. 


University of Dublin | 


At recent examinations at the school of physic, Trinity 
College, the following candidates were successful :— 


M.D. 
Harry Nelson and D. M. Mitchell. 


FINAL MEDICAL EXAMINATION FOR M.B., B.CH., B.A.O. 
Therapeutics and Pathology.—Margaret L. Campbell, N. M. 
Smith, and William Houston (with second-class honours) ; 
W. F. Rogers, Marvin Polansky, L. T. Kelly, H. F. Kamp, 
J. M. Slattery, Yvonne O. Mallet, G. W. E. Little, J. I. Stafford, 
Harry Menter, I. T. Wolpe, Edna G. Merrick, E. P. Hill, C. D. 
MacCarthy, Oiga Bloom, R. W. Carey, and Henry Hutchinson. 
| Medicine.—M. O’C. Drury (with first-class honours); R. S. W. 
Baker and Frank de Burgh Whyte (with second-class honours) ; 
E. G. Hobart, J. P. Gore-Grimes, E. N. O. Sodeinde, Patricia D. 
Concannon, M. E. Tapissier, C. J. Du Preez, F. P. O’Sullivan, 
Isidore Shreider, H. J. F. Draftin, Lily H. Bamber, Sheila 
M, Edward Culen, Boris Serebro, and D. St. B. F. 
unan. 
Surgery.—M. O’C. Drury, M. E. Tapissier, E. R. F. Mellon, 
J. W. Cathcart, and F. R. T. Hollins (with second-class honours) ; 
L. S. Levinson, Simon Sevitt, G. S. Sheill, Mary A. Conyngham, 
. A. Lutton, R. C. H. Cooke, L. I. Warnock, T. W. Hanna, 
D. G. Harrison, Frances M. C. Wolfe, Rosaleen de O. McCormick, 
E. R. Coetzee, Sylvia M. FitzGerald, Bridget P. Mansfield, 
E. N. O. Sodeinde, V. T. Wiliams, Noel McSharry, R. J. Sandys, 
Wiliam Sandford, L. A. S. Edmondson, C. J. Du Preez, Nathan 
Marks, Jack Freedman, C. H. Rutherford, and Boris Serebro. 
Midwifery.—J . McD. Dougan, P. M. Goedvolk, and C. B. 
Robinson (with first-class honours); H. D. Chomse, A. H 


Isaacson, F. L. Willington, Kathleen Dowling, David Selman, 
Frank de pores Whyte, Sylvia M. Hall, J. C. G. Moore, L. E. 
Morris, and J. D. Whiteside (with second-class honours) ; 


G. F. N. Anderson, Muriel Bannister, R. F. G. Lyons, Matthew 


Shreider, T. N. Arthur, W. E. Bamford, F. N. C. Levy, W. F. 
Carpenter, J. K. Craig, B. S. Good, D. W. McCarthy, J. R. 
Holmes, A.O. Corbett, Matthew Daly, Jack Freedman, ur 


G. O. Atkinson, N. O. Brown, Annie Dowds, Lucia 
M. E itzGerald, R. G. P. Heard, G. E. P..Kely, C. W. 
Bradfield, N. J. Hogan, R. R. Hogg, Jack Morris, Samuel 
Tennenbaum, M. H. Waters, W. B. Dennehy, F. A. Hanna, 
J. H. Tyrrell, Olive S. H. Devlin, Maureen C. Johnston, R.C. H. 
Cooke, L. A. S. Edmondson, Bridget P. Mansfield, and Noel 
McSharry. ETAN 


P. C. Das and S. B. Ray. 
D 


Graham 
. F 


.P.H. 

Part I.—J.C. Gaffnoy (with second-class honours) and J. G. 
Cvunpningham. 
Hunterian Society 

Prof. Emil de Grosz of Budapest will deliver the 


“™ Hunterian lecture to this society at the Mansion House, 


London, E.C.4, on Monday, April 17, at 9 p.m. He will 
speak on the problem of glaucoma. 


Royal Medical Benevolent Fund l 

The 103rd annual general meeting of this fund will be 
held at 11, Chandos Street, London, W.1, on Tuesday, 
April 25, at 5 P.M. Sir Thomas Barlow, F.R.S., the 
president, will be in the chair. 


Institute of Psycho-Analysis 

On April 18 Dr. Edward Glover will give the first of 
six public lectures on social psychology to be delivered at 
the house of the institute, 96, Gloucester Place, London, 
W.1, at 8.30 P.M. on Tuesdays. The other lecturers will 
include Dr. John Rickman, Dr. E. Bibring, and Dr. 
Ernest Jones. 


` the clinic. 


University of Glasgow 


On June 21 the university will confer the honorary 
degree of doctor of laws on Prof. G. Grey Turner. 


Auxiliary Royal Army Medical Corps Funds 
The annual meeting of this body will be held at 5.15 p.m. 
on Friday, April 28, at 11, Chandos Street, London, W.1. 


St. Bartholomew’s Hospital 

A postgraduate course will be held at this hospital on 
June 15, 16, and 17. It will be open to all medical men 
and applications for admission should be sent to the dean 
of the school as soon as possible. 


St. John Clinic, London 


At the annual meeting of the clinic it was announced 
that a scheme for the rebuilding and enlargement of the 
clinic which would cost £12,000 was shortly to be put in 
hand. During last year 63,255 patients attended the 
clinic, of whom 15,371 were treated free. The other 
patients contributed £8735 in fees. In March, 1938, the 
Empire Rheumatism Council opened a research centre at 
Inpatients are treated under the supervision 
of the medical staff of the clinic at a ward in St. Stephen’s 
Hospital, L.C.C., which has been reserved for them. 


Royal College of Obstetricians and Gynecolofists 


A meeting of the council of the college was held on 
April 4 in Edinburgh, with Prof. W. Fletcher Shaw, the 
president, in the chair. The following were promoted to 
the fellowship and formally admitted by the president :— 


George Stewart Davidson, Aberdeen; Alison Mary Hunter, 


Glasgow; Thomas Norman Arthur Jeffcoate, Liverpool; 
Kenneth McMillan, Birmingham; Ellen Douglas Morton, 
Glasgow ; William Charles Wallace Nixon, London; Elaine 


Margaret Katharine Salmond, London; *William Pelton Tew, 
Canada; Beatrice Turner, London; and Charles Henry Walsh, 
Liverpool. 

The following were admitted to the membership :— 

P. C. Barkla, S. G. Clayton, A. G. Cumming, J. C. Cuthbert, 
D. A. Davies, J. G. Gallagher, *J. E. Giesen, *R. E. Hirson, *F. D. 
Johnston, O. V. Jones, N. K. B. Kimbell, A. W. Lawler, 
A. W. Louw, *W. K. Mcintyre, Mary H. Mayeur, G. P. Milne, 
°A. J. Murray, E. L. Nicolson, Sophie Schiller, James Smibert, 
J. K. Sutherland, Eileen M. apham, and Margaret M. White. 

* In absentia. 

J. L. Cameron was elected to the membership. 

At the annual general meeting which followed Dr. 
William Gilliatt, Mrs. Hilda Lloyd, Dr. W. F. T. Haultain, 
and Prof. C. G. Lowry were elected to the council as 
representatives of the fellows, and Mr. A. C. H. Bell 
and Dr. John Sturrock as representatives of the members, 


Committee on Holidays 

Lord Amulree, who was chairman of the Government 
committee on holidays with pay which reported in 1938, 
is chairman of a new committee set up by the Industrial 
Welfare Society, with the approval of the Minister of 
Labour, to investigate the many holiday problems which 
are being created by the rapid increase in the number of 
workers receiving holidays with pay. The 1938 committee 
pointed out that difficulties might arise because accom- 
modation and transport facilities were already hardly 
able to cope with the peak rush of holiday-makers to the 
seaside in the first fortnight in August, and also that 
many lower-paid workers would not be able to afford 
the type of holiday at present available. They therefore 
recommended that an effort should be initiated centrally 
to secure the spread-over of town or district holidays as 
far as practicable, and to encourage the setting up of new 
or the improvement of existing accommodation in order 
to provide more economical holiday facilities. 

The new committee is fully representative of all the 
interests concerned, including the main-line railways, road 
transport, health resorts, hotel and apartment keepers, 
travel agencies, the National Savings Committee, employers’ 
and workers’ organisations, education committees and 
municipalities, and a number of voluntary social-service 
bodies. Although the committee is unofficial, the Minister 
of Labour has indicated that it will have the full codpera- 
tion of his department, and the Ministries of Labour, 
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Agriculture, Transport, Health, and the Board of Educa- 
tion are represented by observers on the committee. At 
its first meeting the committee set up five subcommittees, 
one of which will carry out a survey of existing accom- 
modation, and the others will study the spread-over of 
holidays, the planning of future accommodation to meet 
the desires of holiday-makers, holiday savings schemes, 
and holiday publicity. Inquiries and information should 
be addressed to the secretary, Mr. N. Bamforth, Committee 
on Workers’ Holidays, 14, Hobart Place, London, S.W.1. 


Medical Diary 


April 17 to April 23 


SOCIETIES 
OPHTHALMOLOGICAL SOCIETY OF THE UNITED 
KINGDOM 


THURSDAY.—9.30 A.M. (1, Wimpole Street, W.1), Dr. T. 
Harrison Butler: The Anterior Capsule. Dr. W. J. B. 
Riddell- Multiple Factors in Hereditary Eye Disease. 
Dr. Klein : Wound Closure after Cataract Extraction. 
Dr. Ww J. W . Fergu son: Bipolar Electrolysis in the Treat- 
ment of Detachment of the Retina. Dr. Arthur J. Bedell : 
The Fundus in the Diabetic. 2.30 P.M., Mr. F. A. Juler : 
Hypotony after Sclerocorneal Trephining. Prof. Hans 
Lauber: Pallor of the Disk. Dr. Harald Gjessing: On 
Holth’s Tridencleisis Antiglaucomatosa. Mr. H. B. Stallard : 
coloured cinematograph film of ophthalmic operations. 
5.15 P.M., Prof. H. J. M. Weve (Utrecht): Diathermy in 
Ophthalmic Practice (Bowman lecture). 

FRIDAY.—9.30 A.M., Mr. C. B. Goulden, Mr. A. 
Mr. R. Affleck Greeves : The Problems of ‘Refraction. 
2.30 P.M., Mr. J. F. Lloyd : Treatment of Increased 
Ocular Tension itk Diathermy. Mr. i . Minton: The 
One-eyed Worker in Industry. Mr. G. W. Cashell and 
Mr. o K. Kon: Lactose and Galatose Cie in Rats. 
Mr. E. Wolff: Blood- supply of the Optic Nerve and. Retina. 
Mr. Lindsay Rea: Curved tetro huiDar Needle. 

SATURDAY.—9.30 A.M., Mr. Adamson and Mr. E. F. 
Fincham: Effect of ene and Convergence Upon the 
State of Accommodation of the Eye. Dr. W. O. Gibson 
Taylor: Effect of Enucleation of One Eye on the Growth 
of the Face. Prof. Lauber: Combined Operations for 
Glaucoma. Dr. T. J. Phillips : Short-wave Diathermy in 
Ophthalmology. Mr. L. P. Jameson Evans: Tobacco 
Amblyopia. : 

HARVEIAN SOCIETY OF LONDON. 

THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Dr. D. Evan 

Bedford : The Pulse. 
HUNTERIAN SOCIETY. 

MONDAY.—9 P.M. (Mansion House, E.C.4), Prof. Emil de Grosz 

(Budapest): The Problem of Glaucoma (Hunterian lecture). 
CHELSEA CLINICAL SOCIETY. 
TUESDAY.—8.30 P.M. (Rembrandt Hotel,Thurloe Place,S.W.7), 


H. Levy, and 


Mr. G. N. M, Tyrrell: The Scientific Aspect of Psychical 
Research. 

NORTH LONDON MEDICAL AND OHIRURGICAL 
SOCIETY. 


WEDNESDAY.—9 P.M. (Royal Northern Hospital, Holloway 
Road, N.7), medical clinical evening. 
MEDICO-LEGAL SOCIETY. 
THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Sir Ambrose 
Woodall: The British Workmen’s Compensation Acts. 


ice ee INSTITUTE OF RADIOLOGY, 32, Welbeck Street, 


THURSDAY.—8 P.M., Dr. G. B. Bush: 
Principles and Applications. 

Medical Meeting. 

FRIDAY.—11 a.M., visit to the radiological department of 
Charing Cross Hospital, W.0.2. 5.30 P.M., case demonstra- 
tion and discussion at the institute. 

SOCIETY OF CHEMICAL INDUSTRY. 
Food Groun. 

SATURDAY.—10.30 P.M. (rondon School of Hygiene, Keppel 

Groet W.C.1.), Prof. Karrer (Zürich), Dr. A. Emmerie 

Utrecht), and Mr. E. Lester Smith: The Chemistry of 
Vitarsin E. 2.15 P.M., Mr. Karl E. Mason (Tennessee), 
Mr. 8. W. F. Underhill, Mr. T. eon ta . Copping, 
Prof. V. Korenchevsky, M.D. P. Wiesner, Ph.D., 
and Mr. A. L. Bacharach : tan Ph ysiological Action of 
Vitamin E. Dr. Vogt-Möller (Copenhagen), Dr. E. Shute 
Treny of Western Ontario), Mr. D. W. Currie, F.R.C.S., 
G. M. M‘Gonigle, and . R. Macdonald, 
P R. C.S.E.: Clinical and Veterinary Uses of Wheat-germ 
Oil and Vitamin- Preparations. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF GLASGOW. 
TUESDAY.—4.30 P.M. (Tennent Memorial Building, Church 
Street), Prof. A. J. Ballantyne: The Eye in Fúnctional 
Nervous Disease. 
PA TOTE a Maret Pe n 0. ac 
ONDAY.—6 P.M r. Emanue er: Neurotic S toms 
and Primitive Thoughts (1). poe 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw: Physical and 
pe ay Factors in Symptom Formation. 4. 30 P.M., 
BE Crichton Miler: Enuresis Nocturna. 
ieee —6 P.M., Dr. E. A. Hamilton-Pearson: Minor 
Physical Disorders and their Psychological Effect. 
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INSTITUIE OF PSYCHO-ANALYSIS, 96, Gloucester Place, 


TUESDAY.—8.30 P.M., Dr. Edward Glover: Freud’s Contri- 
bution to Social Psychology. 

BR koad a a MEDICAL SCHOOL, Ducane 
oa 

TUESDAY.—4.30 P.M., Dr. C. M. Hinds Howell: Syphilis 
of the Nervous System. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Prof. J. H. Dible: The General Patho- 
logy of Tuberculosis. 3 P. M., clinical and pathological 
conference (surgical). 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 

Mennell: , Backache in 


conference. 3.30 P.M., Dr. J. B. 
Gynæcology. 

FRIDAY.—2 P.M., Clinical and pathological conference 
(obstetrics and. gynæcology). 2.30 P.M., Mr. H. A. T. 
Fairbank : Generalised Diseases of Bone. 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynæcological clinics and 
operations. 


ae OTN OF MEDICINE AND POST-GRADUATE , 


ICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SUNDAY. ——BROMPTON HOSPITAL, 'S.W. 3, Tues., 
and Fri., 5.15 P.M., M.R.C.P. course in chest diseases. — 
MEDICAL SOOIETY OF LONDON, 11, Chandos Street, W.1, 
Mon., Wed., and Fri., 5.15 P.M. , primary F.R.C.S. physiology 
class.—BRITISH LEGION HEADQUARTERS, 25, Eccleston 
Square, S.W.1, Thurs., 8.30 P.M., lecture on surgory of the 
leura.—ROYAL OANCER HOSPITAL, Fulham Road, S.W.3, 
at. and Sun. course on cancer. 


HORTAN FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY. —2 P.M., Sir Lancelot Parrington era Hirsch- 
sprung’s Disease. 3 P. M., Dr. B. Schlesinger : : The 
Pneumonias and Their Treatment. 

Outpatient clinics daily at 10 A.M. and ward visits at 2 P.M. 

MANCHESTER ROYAL INFIRMARY. 
FrRIDAY.—4.15 P.M., Dr. William Brockbank: medical cases. 


Appointments 


BacsHaw, H. S., M.B. Manc., assistant medical officer of health 
for Oldham’ and resident medical officer at the Infectious 
Diseases Hospital. 

BARRETT, J. C., , M.B. Lond., F.R.C.S., hon. surgeon to the 
Leicester Royal "Infirmary. 


BONNIN, I. G., M.B. Molb., F.R.C. 2 orthopædic registrar at 
St. John’s Hospital, Lewisham 
CARTER, .B. Cam R.C.P., D.P.M., physician 


(grade IT) “at the Central M tidis County Hospital, 
esden. 
FERGUSON, JOHN, M.B. Glasg , D.P.H., medical officer of health 
for Bentley, "Yorks. 
JAMES, J. M.R.C.S., junior resident assistant medical 
officer at Bretby Hall Orthopeedic Hospital, Burton-on- 
ren 

LENNON, R. W., L.R.C.S.I., assistant medical officer at the West 
Riding Mental Hospital, Menston. 

LOGAN C., M.B. Edin .P.H., assistant resident medical 
i at the South Middlesex Fever Hospital, Isleworth. 

NINNIS, R. P., M.B. Durh., Capt. R.N. (retd.), temporary assistant 
medical officer for air-raid precautions work for Kensington. 

OLIPHANT, F. C., M.B. Melb., resident medical registrar and 
pe nplopist at the Woolwich War Memorial Hospital, 

ondon 

PaRK, W. D., M.B. Lond., supervisor óf outpatient operations 
at the London Hospital. 

PATERSON, J. M., M.B. Aberd., D.P.H., assistant medical officer 
for Walsall. 

Ross, A. I., M.B. Aberd., D.P.H., graduate assistant in depart- 
ment of pathology at the Radcliffe Infirmary, Oxford. 

Roy, JANE B., M.B. St. And., assistant visiting obstetrician and 
gynæcologist to the Royal Infirmary, Dundee 

STARKIE, JOHN, M.B. Manc., D.P.H., assistant sahoel medical 


officer for Oldham. 
Camb., clinical assistant at the Royal 


STEVENS, R. S., 
Hospital, SMi. 

SUTHERLAND, AGNES B., M.B. Edin., D.P.M., assistant medical 
officer of health for ’ Cannock urban district. 

TOWNROW, VINCENT, M.B. Lond., C.S., hon. consulting 
surgeon and director of the ear, nose, and throat depart- 
ate the Chesterfield and North Derbyshire Royal 

ospita 
ec Patricia S., M.B. Edin., D.P.H., assistant medical 
officer of health for Oldbury. 


London County Council.—The following appointments are 
announced. M.O.= medical officer; (T)= temporary ; 
(PT)= part-time ; (FT) = full-time. 

LEE, T., J., M.B. Melb., M.R.C.P., visiting M.O. (T), Earlsfield 
` "House Children’s Receiving "Home : 

SAUNDERS, R. J., M.R.C.S., visiting M. Ò. (T), Swaffield Road 

t Institut ion ; 

EWEN, EVELYN B. G., M.B. Edin., D.P.H., assistant M.O., 

central mea stadt : 


SHORTT, C. J. DE VERE, M.D. Dubl., L.M., D.P.H., eee 
.O., central medica ’ staff ; ; 
MOFFATT McG., M.D. Lond., M.R.C.P., F.R.C.S., D.P.H., 


D.O ME S., ophthalmologist ( (PT), central medical staff ; 
GESSANE, W. con M.B. Sydney, F.R.CS., surgeon specialist 
t (ET), oe James’ and Lewisham Hospitals ; 
Ma\NSELL B.M. Oxfd, F.R.C.P., cardiologist (FT), 
} bet aad other hospitals ; ; 
Ho WARTH, W. G., M.B. Camb., F.R.C.S., ear, nose, and 
throat specialist, Lambeth Hospital ; 


oe a, 


“\ Kent County. —Two asst. county M.O.H.’s 
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Dav, E. D. D., F.R.C.S., ear, nose, and throat specialist, 
St. Charles’ Hospital : 

TYRRELL, T. M., M.B. Camb., F.R.C.S., ophthalmologist, 
St. James’ and St. John’s Hospitals ; 

Rk, E. B.M. Oxfd, D.A., aneesthetist, St. Mary Abbots 
Hospital ; and 

K1nG, A. J., M.B. Lond., F.R.C.S., physician for congenital 
e St. John’s Hospital. 


Hospital for Sick Children, Great Ormond MIRER, W.C.1.—The 
following AP MB Oar have been made :— 
NORMAN M.B. Camb., house- hysician ; ; 
UNWIN, på C. M.B. N.Z. “house-p! ysician ; 
‘McCoRMACK, p” M.B. N. L.M., house-surgeon ; and 
"WALTON, PETER, brg Edin., house-surgeon. 


| as Colonial Medical Service.—The following appointments are 


announced :— 
BELL, A. L. W., F.R.C.S.E., medical officer, West Africa ; 
CUMMING, R. ‘An, M.B. Aberd., assistant pathologist, Malaya ; : 
JAMIESON, J. M. M., M.B. Edin., medical officer, Northern 


. S., M.B. Glasg., medical officer, Northern 
Rhodesia ; 


hie ores BARBARA C., M.B. Edin., D.P.H., medical officer, 

ay 

Howat, S. > i, M.B. Edin., F.R.C.S.E., D.T.M. & H., civil 

surgeon Aden ; 

MACLEOD, N. C., M.B. Glasg. aa D.P.H., deputy director of 
health services, Hong Kon 

MuRpPHY, P. P., M.B. Dubl., D. ÈM. & H., medical officer, 
Aden: and 

SEMPLE, J. M M., M.B. Dubl., assistant director of medica! 
services, Uganda. 

Examining Surgeons under the Factories Act, 1937: Dr. W. W. 
MILLEN (New Southgate District, Middlesex) : : Dr. R. C. 
Scorr E pono -on-Trent District, Staford) ; ; D 

aryport District, Cumber rian rE 

Barrens Hill District, Serer . MACDONALD 
Redruth District, Cornwall) r. J.P. SENIOR (Addingham 
istrict, York, W.R. J3 De rts . STAFFURTH ramsey: 
District, Huntingdon) ; Dr. R. BENNETT (Wilmslow Dis- 
trict, Chester) ; s Dr. E. A. WELSH (Felton District, North- 
umberland) ; se De, . R. ANDERSON (Fortrose District, 
eae eg GIBB (Crawley District, Sussex) ; Dr. 
nT aooi District, Perth) ; Dr. G. HARVEY 

(Dumbarton District, Dumbarton). Dr. P. M. J. BOBBETT 

(West Drayton District pea andere Pas G. H. G. HOPE 


(Coupar Angus District, Perth h): Dr. G. N. MACKENZIE 
(New Abbey District, Duminica). = 


Y acancies 


For further information refer to the advertisement columns 


Aberdin: ES Infirmary.—Registrar to X-ray and radium 
ep 

Bedford County Hosp.—Cas. O., at rate of £150. 

Birkenhead, Clatterbridge Tsolation Hosp.—Res. asst. M.O., £200. 
Birmingham, Canwell Hall Babies’ Hosp.—Res. M.O., at rate 


f £250. 
Brighton County Borough.—Male sen. M.O. and asst. to M.O.H., 


Bristol Eye Hosp.—Sen. res. H.S., a rate of £150. 

Buckinghamshire County Council. Deputy county M.O.H. and 
school M.O., £750. 

Cambridge, Addenbrooke’s Hosp.— Res. surg. O., £225. 

Cheshire Education Commitiee.— Asst. school M. O., £500. 

Coventry and Warwickshire Hosp.—V isiting fracture and ortho- 
pædic surgeon, £600. Also three H.S.’s to special depts., 
each at rate of £150. 

Dewsbury and District General Infirmary.—Visiting anæsthetist. 

Dreadnought Hosp., Greenwich, S.E.10.—H.P., at rate of £110. 

Durham County and Sunderland Eye Infirmary. —H.S., £350. 

Essex County Council.—Temp. tuber. officer, £12 a week. 

Exeter ae Elizabeth Orthopedic Hosp.—Res. H.S., at rate 
o 

Exeter, Wonford House Registered Hosp.—Asst. M.O., £350. 

Hastings, Royal East Sussex Hosp.—Sen. H.S., at rate of £200. 

Hertford County Hosp.—Hon. asst. surgeon. 

Hosp. for Sick naua, Piia Ormond Street, W.C.1.—Out- 
patient med. reg. 

Hove General Hosp. ale e res. M. O., at rate of £120. 

Ilford, King George Hosp.—H.S., at rate of £100. 

Ipswich, East ‘Suffolk and Ipswich Hosp.—Res. surg. O., £400 

single man, £550 married man. 

, each £700. 

h Metropolitan Borough, S.W.2 Z penuty M.O.H., £840. 

Infirmary. — Hon. surgeon. Hon. physician. 
Also additional asst. hon. physician. 

Linee Joint Hosp. Board.—Med. supt. for infectious hosps., 

Leicester, City Isolation Hosp. and Sanatorium, Groby Road.— 
Res. M.O., at rate of £300. 

London Hosp., E.l. —Surgical and medical outpatient first assts., 
each £150. Hon. asst. anesthetist. Also hon. asst. 

hysician to dept. of physical medicine. 

London Lock Hosp., 283, Harrow Road, W.9.—Res. M.O. to 
all depts., at rate of £175. 

Tondon Un ere aiveraity, chair of obstetrics and gynæco- 
ogy, 0 

Maidstone, Keni County Mental Hosp.—First asst. M.O., £475. 

Manchester, Withington Hosp.—Res. asst. M.O., £250. 

Manchester Ear Hosp., Grosvenor Square, All Saints’ .—Visiting 
anæsthetist. 

Manchester Royal Children’s Hosp., Pendlebury.—Asst. surgeon, 

£50. 


Man cheder Royal Infirmary.—Res. cas. O., £150. Also res. 
jun. M.O. for Barnes Convalescent Hosp., at rate of £150. 


Middlesbrough, Holgate Municipal Hosp.—Asst. res. M.O., £270. 

Middlesex County Council. Jun. res. asst. M.O.’s, each £2.50. 

Non Nor ce olk and Norwich Hosp.—H.S. to spec. depts., 

so cas. O., £120. 

Noth osm City Hosp. —Res. asst. surg. O., at rate of £250. 

Nottingham General Hosp.—H.P., at rate of £150. 

Nottingham and Midland Eye Infirmary. —Res. H.S., £200. 

Paddington Green Children’s Hosp., W.2.—Hon. radiologist. 

Plymouth City Isolation Hoep. —Agst. res. M.O.. £300. 

Pontefract General Hosp., d-c.— Jun. res. M.O., at rate of £150. 

Preston and County of Lancaster Royal Infirmary. —H.S., £150. 

Prince of Wales’s General Hosp., N.15.—Hon. officer to speech 
therapy and lip-reading dept. Also hon. dental surgeon. 

Princess Beatrice Hosp., Eari’s Court, S.W.5.—Hon. asst. 
surgeon to ophth. dep t. 

Princess Elizabeth of Y ork Hosp. for Children, Shadwell, E.1.— 
Hon. neurological surgeon. 

Rochdale Infirmary and Dispensary.—Second H.S., £150. 

Rochester, St. ahha ad fy Hosp.—Cas. O., at rate of £150. 

Rotherham Hosp.—H.P., £180. 

Rotherham Voluntary Bbc Hosp. —Secretary-superintendent. 

Royal Air Force.—Commissions. 

Royal Cancer Hosp., Fulham Road, S.W.3.—Sen. asst. radiolog 
for therapeutic section of radiological dept., £450. 

- radiologist, £400. 

Royal College "of Surgeons, Lincoln’s Inn Fields, W.C.2.— 
Mackenzie Mackinnon research fellowship, £300. 

Royal Naval Medical Service.—M.0.’s 

Royal Waterloo Hosp. for Children and Women, Waterloo Road, 
S.E.1..—Res. M.O., at rate of £150. Also H.P. and H.S., 
each at rate of £100. 

Runwell Hosp. for Nervous and Mental Disorders, near Wick- 
ford, Essex.—H.P., at rate of £150. 

St. Mary’ 8 Hosp., W.2 .—Cas. H. S., at rate of £100. 

Samaritan Free Hosp. for Women, ” Marylebone Road, N.W .1.— 
H.S., at rate of £100. 

Sheffield Children’s Hosp.—H.S., at rate of £100. 

Shoreditch Metropolitan Borough.—Asst. M.O.H., £650. 

sci Boru, &c.—Deputy M.O.H. and deputy M.O. of 

osp., 

Stafford, Staffordshire General Hosp.—H.S. and H.P., at rate of 
£175 and £150 respectively. 

Stoke-on-Trent, North Staffordshire Royal Infirmary.—H.S. to 
orthopedic dept., at rate of £150. 

Sunderland Royal In firmary, —H.P., at rate of £120. 

Warrington Infirmary and Dispensary, é&c.— Visiting pathologist 
and bacteriologist, £500. 

Wembley Borough. — Asst. M.O. H., £500 

Westminster Hosp., Broad Sanctuary, S.W.1.—Additional offices, 
from £100 to £350. 

West MOL, yaad Council.— Asst. county M.O.H. and district 

Woking and District Victoria H osp.—Res. M.O., at rate of £130. 

Wolverhampton Royal Hosp.—H.S. to fracture. and orthopeedic 
dept., at rate of £100. 

aone and District War Memorial Hosp., Shooters Hill, S.£.18. 

H.P., at rate of £100. 

The Chief Inspector of Factories announces a vacancy for an 
Examining Factory Surgeon at Golspie (Sutherland). 
(Latest date for receipt of applications, April 18.) 


Births, Marriages. and Deaths 


BIRTHS 


JaucH.—On April 10, at Grantham, the wife of Mr. F. Joselin 
Jauch, F.R.C.S. LA daughter. 

MacDONALD.—On April 9, at N uneaton, the wife of Dr. George A. 
Macdonald—a daughter. 

Ro.Fe.—On April 2, at Cardiff, the wife of Dr. Arnold Rolfe, of 
Llangennech—a son. 

SAYLE.—On April 7, at Nuffield House, Guy’s Hospital, the wife 
of Dr. Eric Sayle—a daughter. 


DEATHS 


BARRETT.—On April 7, at Pilgrims Hatch, near Brentwood. 
gona bo: William Barrett, M.B. Lond., ’M.R.C.S , L.DS., 
aged 9 

COLLINS —On April 6, at Dulverton, Robert John Collyns, 
M.R.C.S. 


EHRHARDT.—On April 3, Julius Martin Ehrhardt, L.R.C.P.I., 
of Battersea, aged 18. 

ELRINGTON.—On April 4, at St. Mary’s Vicarage, Willesden, 
Nicholas Elrington, M.R.C.S. 

EwarRT.—On April 10, at Dundes, Robert William Thomas 
Ewart, M.B. Edin. "of Sailfoot, Dumfriesshire, and Montrose. 

HERDMAN NewTon.—On April 10, in Edinburgh, Robert Henry 
Herdman Newton, M.D. Edin., F.R.C.P.E. 

KIRKBY.—On April 9, Robert Casement Kirkby, M.R.C.S., of 
Walberton, Sussex, aged 70. 

MACKINTOSH.—On April 10, in London, John Stewart 
Mackintosh, M.D. Durh., M.R.C.S., of Sandgate, Kent, 
aged 68. 

McQUEEN .—On April 4, at Brompton Hospital, Robert Martin 
McQueen, M.R.C.S., of Queen Square, W.C. 

MATURIN.—On April 4, at Lymington, Hants, Francis Henry 
Maturin, M.B. Camb., late lieut.-colonel (T. D. ),2/7th Hamp- 
shire Regt., and R.A. M. C., aged 67 

NAPIER.—On April 8, at Penzance, James Wilson Napier, M.B. 
St. And., late of Gravesend, aged 38. 

PAINE.—On April 7, Henry "Paine, M.D., 
Dorset, aged 73. 

WatTson.—On April 8, at Havre des Pas, Jersey, C.I., Jobn 
Watson, M.D. Durh., F.R.C.S.E., D.P.H., aged. a4. 

N.B.—A fee of is. Gd. is charged for ‘the insertion of Notices of 

Births, Marriages, and Deatha. 


of Broadstone, 
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TREASURE TROVE .- 


THE Law Journal lately drew attention to the terms 
of the verdict of a coroner’s jury in a case of treasure 
trove in Surrey. A Sutton florist found in his garden 
a hoard of 61 silver and bronze coins, There were 
30 silver coins, some of the Elizabethan period and 
one believed to be over a thousand years old. Bronze 
or copper coins are regarded as outside the scope of 
an inquest. With regard to the silver coins of the 
Sutton hoard the jury found a verdict that they were 
treasure trove and that they should be forwarded to 
the authorities of the British Museum to arrange for 
the purchase or sale of any of them. This method 
of disposal is doubtless what will follow. 

A circular letter on the subject, sent to chief 
constables in 1925 by the Home Offce, is printed in 
the 1927 edition of Jervis. It conveyed the Treasury 
decision that in future the coins, ornaments or other 
objects constituting treasure trove would, as a general 


rule, be returned to finders who fully and promptly . 


reported their discoveries and handed over the treasure 
to the proper authorities ; the only deduction would 
be an amount of 20 per cent. calculated on the 
antiquarian value, This letter of 1925 was superseded 
in 1931 by a fresh circular issued by the British 
Museum with the sanction of the Treasury. The 
new arrangement allowed finders the full market value 
(without deduction) of any treasure trove retained 
for the Crown or for a museum. This being the 
modern practice, the jury in the Sutton case was 
probably informed of it and may have considered it 
a suitable method of disposal. The point made by 
the Law Journal is that the disposal of the silver 
coins to (or through) the British Museum was no 
concern of the jury. The coroner’s jurisdiction, 
says our learned contemporary, is limited to inquiring 
whether the discovered objects are treasure trove— 
that is to say, are articles hidden away in the earth 
by some person with the intention to retrieve them— 
and, if they are, then to declare who were the finders. 
This legal view is based on the judgment of Mr. Justice 
Stirling in Attorney General v. Moore (1893) where 
some silver pyxes and other objects had been found 
on a Herefordshire farm, and the coroner was not 
content to inquire into the limited issue but prosecuted 
his inquiries further into the merits of a claim of title 
by the lord of the manor. 


While the views of the Law Journal must receive 
the utmost respect, one may be permitted to add 
that the point is not entirely free from doubt. Jervis 
points out that the question was not argued on behalf 
of the coroner in the case before Stirling, J.; that 
Mr. Justice Day had expressed a divergent opinion 
previously ; and that it was customary, both before 
and after the passing of the 1887 Act, to find the 
title of treasure-trove articles to be in the.Crown or 
in someone else. If the result of the inquiry indicates 
that the find is treasure trove, the treasure vests in 
the Crown because the Crown has a prerogative right 
to all treasure trove ; if there is any question of title, 
the question is for the law-courts and not for the 
coroner’s jury. The 1887 Act (section 36) says that 
a coroner ‘shall continue as heretofore to have 
jurisdiction to inquire of treasure that is found, who 
were the finders and who suspected thereof.” Jervis 
suggests that the words italicised above do not limit 
the jurisdiction quite as narrowly as the Stirling 
judgment appears to prescribe. The departmental 
committee on coroners, over which Lord Wright 
presided in 1936, was too much occupied with problems 
of publicity, riders of responsibility, animadversions 
by coroners and the importance of the rules of evidence, 
to have anything useful to add on the subject of 
treasure trove. 


To return to the topic of the bronze coins, Sir 
George Hill’s admirable book on ‘‘ Treasure Trove 
in Law and Practice” voices the antiquary’s regret 


that treasure trove, in the words of Sir Edward Coke, 
must consist of “ any gold or silver, in coin, plate 
or bullion.” When the law took shape, either there 
was no existing coinage other than gold or ‘silver, 
or else the coinage in baser metals was of negligible 
value. Nowadays the value of a hoard depends less 
on the nature of the metal than on the antiquarian 
importance. English antiquaries envy the wider 
terms of the Scottish law where all objects of antiquity 
(and not merely gold and silver objects) come within 
the scope of treasure trove. Even a fallen meteorite 
is said to have been claimed in Scotland. The English 
law is not likely now to be extended. The circular 
letter of 1931 (printed in Sir George Hill’s book) 
remarks hopefully, nevertheless, that, though coins 
and other ancient objects of copper or bronze are not 
treasure trove and need not be reported to the coroner, 
the British Museum authorities are glad to hear of 
such finds and will in suitable cases arrange for their 
purchase or sale. 


IN COMMEMORATION OF BOERHAAVE 


_ THE commemoration of the 200th anniversary of 
the death of Boerhaave was the occasion of the 
delivery of a number of addresses by doctors of 
various nationalities in September, 1938. These 
have now been collected in a small volume,! which is 
adorned with a number of excellent Broce apaa; 
The place of honour is given to an address by Dr. 
Schoute, which has already been published separately.? 
Dr. Schoute defends his great compatriot against 
certain denigrations which are associated, perhaps 
with little reason, with the name of Daremberg. 
Other tributes are printed here over such well-known 
names as Wenckebach, Castiglione, and Sigerist. 
Nor must we omit the praises of Boerhaave as a 
botanist, and as a chemist. There was in fact no 
department of knowledge in which he did not gain the 
esteem of his fellow-workers : not by any outstanding 
contribution but by the codrdinating influence of 
his encyclopedic learning and the aid and encourage- 
ment which he gave to all work in the scientific 
field. In addition to professorial burdens which 
amaze us, aS they astonished his contemporaries, 
he had probably the widest cosmopolitan practice 
of any age, being consulted by letter from every 
country in the world. The Leyden commemoration, 
worthily represented by this volume, has increased 
ae ia a reputation as a leader in the reform of 
medicine. 


INSULIN IN SCHIZOPHRENIA 


Sakel’s method of inducing hypoglycemia was 
used by A. Vivado in 92 cases of schizophrenia 
in the National Asylum of Chile (Rev. Psiquiat. 
July, 1938, p. 1). His series is tabulated as regards 
condition, treatment, and results, and analysed 
in further tables according to the length of illness 
before treatment with insulin. From these it 
appears that of 27 patients with a history of six 
months or less 7 completel 
a social recovery ; of 43 with a histo 
to a year 26 recovered; of 13 with a history of 
a year to eighteen months 4 recovered; and of 35 
with a history of more than eighteen months 10 
recovered. Most of this last group had been ill for 
less than four years, but 1 of- them recovered who 
had had schizophrenia for twenty years. The low 
rate of recoveries in the series with a history of six 
months or less is attributed by Vivado to the fact 
that recent cases of schizophrenia had to be severe 
before he accepted the diagnosis, There were 2 
deaths in patients under treatment and 4 relapses 
after apparent recovery. 


1. Memorialia Herman Boerhaave. Haarlem: De Erven F. 
obn. 1939. Pp. 132. Hfi.1.90. 
2. See Lancet, Jan. 7, 1939, p. 39. 
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ELECTROPHORESIS APPARATUS 


A RAPIDLY increasing interest is being taken in 
“ biocolloids ” (biologically active substances of large 
molecular size), especially proteins and protein-like 
compounds. Some viruses, enzymes, hormones, 
and the constituents of blood-serum responsible for 
immunity are very likely preteins. Substances of 


this kind mostly offer difficulties in purification and ` 


identification on account of their 
instability and other properties 
which prevent the biochemist from 
applying to them the common 
chemical methods. Instead, several 
-physical methods have proved ex- 
tremely valuable as an aid to 
research in this field—e.g., ultra- 
centrifugation, ultrafiltration, ad- 
sorption, chromatographic analysis, 
and electrophoresis. The last 
method utilises the migration of the 
substance through a column of 
buffer solution under the influence 
of an electric field. As first shown 
by Sir William Hardy, this 
property is a useful quantitative characteristic 
of the biocolloids. The same principle allows 
@ very effective and quite gentle separation of 
substances that migrate in different ways, and 
therefore is applicable to very unstable systems. 
Certain technical difficulties, however, have hitherto 
prevented a more widespread use of this valuable 
method. These difficulties have now been largely 
overcome by Prof. A. Tiselius of Uppsala (Trans. 
Faraday Soc. 1937, 33, 524). 

The Tiselius apparatus is now manufactured by 
Messrs. Hellige and Co., of Freiburg i. Breisgau, in 
coöperation with the inventor. In this type of 
apparatus a much higher voltage can be used, the 
various components of a mixture can be completely 
separated, and a special optical arrangement enables 
direct visual observation of the process of separation, 


Fic, 1 


the various components appearing as bands in a 
ctrum. The usual outfit consists principally of 
three different parts : 
(1) Fig. 1 shows the actual electrophoresis equipment 
with ground, parallel glass troughs, arranged in the 
shape of a U. The two middle troughs can be displaced 


by means of a pneumatic device. The electrodes and 
electrode vessels are seen to right and left with their 
connecting tubes and the fixing and suspension devices. 


(2) Fig. 2 shows the photographic arrangement with 
illuminating lamp, condenser, Schlieren objective, slit for 
illumination, Schlieren diaphragm, and camera, 

(3) Thirdly there is the refrigeration device for keeping 
constant the temperature of the solutions under test, 
with brine container, in which the electrophoresis apparatus 
must be placed. (For observation of the proceedings in 
the U-tubes the container is provided with windows 
through which the rays of the optical device can pass.) 


Fia. 2 


A cooling unit is provided and means of regulating the 
temperature. 

Moreover, the following additional devices are required : 
@ system for current supply and a devic for compensa- 
tion of the migration in the U-tubes and for easy separation 


of the components. 


The method is already in use in chemical and 
medical laboratories in England, U.S.A., Germany, 
and Scandinavia. Among notable uses of medical 
interest are the fractionation of normal and immune 
sera (Tiselius, Biochem. J. 1937, 31, 1464, and Tiselius 
and Kabat, E. A., Science, 1938, 87, 416) and the 
purification of tuberculin (Seibert, F. B., Pedersen, 
K. O., and Tiselius, J. exp. Med. 1938, 68, 413). 


CLEFT PALATE AND HARE-LIP IN 
SCANDINAVIA 


THE repair of cleft palate and hare-lip is now being 
tackled systematically in Scandinavia. Not so long 
ago these patients either remained at home, without 
the benefits of surgery, dentistry and special phonetic 
training, or were indiscriminately distributed through- 
out the surgical services of the land and operated 
on by men without special training and experience. 
Centralisation of this material has for several years 
been attempted in Denmark where at the present 
time a deadlock has arisen over principles and per- 
sonalities. To the onlooker it may seem strange 
that a theologian without any medical degree should 
be preferred to a surgeon as the chief of a cleft-palate 
service. In Finland the position is more satisfactory, 
for the Finnish Red Cross has been recently endowed 
with funds specially earmarked by a generous donor 
and is proceeding to spend them on the basis that 
centralisation and a high degree of technical skill are 
essential features of any scheme of organisation. 
The steps to be taken include a census of cases, the 
training of a woman teacher in phonetic treatment, 
and the subsidy of a doctor willing to specialise in 
this work. Dr. A. Soivio, already an experienced 
operator, has been financed by the Finnish Red Cross 
during his studies abroad. It is estimated that in 
Finland alone, with a population of only 3,670,000, at 
least 70 babies are born every year with this deformity, 
and that in spite of the high mortality early in 
life there are between 2500 and 3000 of these people 
alive. In Sweden there is also a movement towards 
centralisation of treatment. Dr. Edberg of Gothen- 
burg has collected records of 490 cases. Of these 
58 per cent. are males, and 67 per cent. are left-sided. 
The severe forms are the most common. His own 
observations confirm those made elsewhere that the 
incidence of the deformity is about 1 per 1000 births. 


1. Edberg, E., Nord. Med. Jan. 14, 1939, p. 89. 
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He has found evidence of direct inheritance in 17 per 
cent. of his cases and has noted that often the 
deformity is associated with others, such as congenital 
dislocation of the hip and syndactylia. Only 2 of 
his patients were definitely imbecile, but many were 
scholastically backward, partly on account of defects 
of speech and hearing. His advocacy of operative 
treatment is tempered by the observation that double 
cleft palates with a very defective roof to the mouth 
benefit more from a well-fitting plate which provides 
a satisfactory bite than from operation. Aided by a 
dentist and a doctor trained in phonetics, he has 
alleviated much suffering, but confesses that even the 
mo successful operations fail to achieve perfect 
results. 


MUSTARD GAS 


THE action of dichlorodiethyl sulphide or mustard 
gas on the skin and other tissues seems to be much 
more severe than would be expected if the con- 
ventional explanation of its toxicity is correct 
According to this it is hydrolysed on absorption into 
thiodiglycol and hydrochloric acid and its toxic 
action is due to the hydrochloric acid : 


(O,H,Ci1),S + 2H,0 = (C,H,OH),S +2HCl 


The buffering action of the blood and the slowness of 
the decomposition of the ‘‘ gas’ even at blood-heat 
seem to rule out this explanation, and in any case it 
seems impossible that a local concentration of hydro- 
chloric acid could be attained high enough to cause 
blistering. I. Berenblum and A. Wormall (Biochem. J. 
1939, 33, 74) have investigated the suggestion that the 
vesicant action of mustard gas is due to its reaction 
with constituents of the living cell. They point out 
that the introduction of new groups into the protein 
molecule by attachment to the free amino-groups 
leads to changes in the immunological properties of 
the protein, and have therefore studied the immuno- 
logical properties of proteins treated with mustard gas. 
This work, which included experiments in which 
dichlorodiethyl sulphone took the place of mustard 
gas, shows that these compounds render protein 
‘foreign’ to its animal of origin, and this may 
account for the damage done by a small dose of 
mustard gas, its delayed action, and the fact that 
people who have been badly gassed are liable to 
become hypersensitive to it. 


FINGERPRINTS 


Sheriff Wilton has set out the historical romance 
of fingerprints, and has at the same time revived a 
controversy that were better forgotten. He pleads. 
for recognition of Faulds as the first to conceive 
the medicolegal significance of fingerprints, in a 
communication to Nature in 1880—“ bloody finger 
marks or impressions on clay, glass, etc., may 
lead to. the scientific identification of criminals.” 
Herschel, of the Indian Civil Service, had, for more 
than 20 years before this date, adopted the plan of 
making natives who signed documents leave their 
fingerprints upon them, to prevent any subsequent 
repudiation of the signature: he had recognised the 
individuality of such prints but had not published 
any account on the subject. If the printed word is 
regarded as evidence of priority there can be no 
argument on the matter; Herschel himself, in a letter 
to Nature in 1917, admits Faulds’s claim to have 
realised the forensic importance of the system. For 
’ the rest the book summarises the recorded cases from 

1880 on in which mie tel eh evidence has played an 
important part, and deals shortly with their admissi- 
bility as evidence. Incidentally, Wilton reveals that 
although conviction solely on fingerprint evidence 
was first obtained. in England in 1909 and even in 
Australia in 1912, it was not until 1933 that a court 
of law in Scotland at last admitted their infallibility. 


1. Fingerprints: History, Law and Romance. By G. W. Wilton 
B.L., one of H.M. Counsel in Scotland and of the Middle 
Temple, barrister-at-law. London: William Hodge and Co. 
1938. Pp. 317. 128. 6d. 
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As a historical survey the book is attractive and 
complete, showing evidence of most painstaking 
research: the bibliography must contain reference 
to every article which was ever written on fingerprints. 


LOTHEISEN’S OPERATION 


Mr. HAMILTON BaILEy and Mr. R. J. McNEILL 
LovE write: In his instructive paper on femoral 
hernioplasty, published in your last issue, Mr. E. M. 
Cowell states that Rose and Carless, as well as Bailey 
and Love, mis-spell ‘‘ Lotheissen’s ’’ operation. Mr. 
Cowell refers to earlier editions of our book. In the 
present edition not only did we go to considerable 
trouble to verify the spelling but in addition added 
the following historical footnote on the appropriate 
page: ‘‘ Georg Lotheisen, contemporary. Surgeon, 
Kaiser Franz Josef Hospital, Vienna.”’ 


THE name of the maker of the Salisbury colostomy 
appliances described by Dr. J. I. F. Knight in our 
issue of April 8 (p. 827) has been changed to the 
Edwards’ Surgical Company. The address is as 
given, 189, Regent Street, London, W.1. 


THE fourth of a series of handbooks issued by 
CIBA Lp. (40, Southwark Street, London, S.E.1.) is 
devoted to The Sex Hormones, and surveys their 
chemical constitution, biological properties, and 
clinical applications, supplying also a classified 
scheme of dosage. l 


J. FLINT, SANDOZ PRODUCTS have produced a 
brochure (Modern Therapy, No. 10) entitled Some 
Aspects of the Pain Problem. It discusses pain arising 
from cardiovascular, nervous, visceral, muscular, and 
other disorders—with special reference to the Sandoz 
preparations of belladonna alkaloids and other anti- 
spasmodic and analgesic drugs. 


A catalogue reaching us from the LONDON SPLINT 


Co. (18, Westmoreland Street, W.1) illustrates a large 


number of appliances employed in the treatment of 
fractures, and explains how many of them are used. 
Most of those shown are fashioned of perforated 
aluminium, and they are made, it is stated, by the 
world’s largest manufacturer of fracture equipment, 
with a factory in the United States as well as in this 
country. a 
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TRAVELLING FELLOWSHIPS IN MEDICINE. — The 
Medical Research Council invite applications for six 
Rockefeller medical fellowships for the academic year 
1939-40, which will be provided from a fund with which 
the council have been entrusted by the Rockefeller Founda- 
tion of New York. They are intended for British graduates 
who have had some training in research work in clinical 
medicine or surgery, or in some other branch of medical 
science, and who are likely to profit by a period of work 
at a centre in the United States or elsewhere abroad, 
before taking up positions for higher teaching or research 
in the United Kingdom. The stipend will ordinarily be 
at the rate of £360 per annum for a single fellow, and of 
£480 per annum for a married fellow. Travelling expenses 
and some other allowances will be paid in addition. 

The council also invite applications for four Doroth 
Temple Cross research fellowships in tuberculosis, which 
are awarded from a special endowment of which the 
council are the trustees. The object of these fellowships 
is to give special opportunities for study or research to 
suitably qualified British men or women “intending to 
devote themselves to the advancement by teaching or 
research of curative or preventive treatment of tubercu- 


losis in all or any of its forms.” The stipend will ordinarily © 


be at the rate of £350 per annum for a single fellow, and 
of £480 per annum for a married fellow, with an allowance 
for travelling and incidental expenses. 

Applications for any of these fellowships must be lodged 
with the council not later than May 8. Further particulars 
and forms of application are obtainable from the secretary 
of the council, 38, Old Queen Street, London, S.W.1. 
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ADDRESSES AND ORIGINAL ARTICLES 


THE APPROACH TO MEDICINE* 
By Lorp HORDER, G.C.V.O., F.R.C.P. 


CONSULTING PHYSIOIAN TO BT. BARTHOLOMEW’S HOSPITAL, 
LONDON 


MEDICINE, in all its more popular aspects and its 
more dramatic manifestations, is so much in the 
public eye these days—on the library lists, on the 
‘“ flicks ”—that, turning over the title in my mind, 
I realised that ‘‘The Approach to Medicine” is 
being undertaken by the general public, who not 
only think they approach, but are convinced that 
they have got right behind the scenes and have 
discovered the horror of our profession’s “‘ back- 
stage.” They can, seemingly, tell us more about 
ourselves than we shall ever find out, unless it be by 
the help of still more ex-doctors and ex-medical- 
technicians of all types who discover—but why so 
late {—that their real vocation is not the practice 
of medicine but the revelation of what really does 
go on in the consulting-rooms (and areas) of Harley 
Street (though why Wimpole Street should escape 
I never know). 

So I feel it is brave of me to talk to an audience 
avho, since I am sure it keeps abreast of current 
affairs, probably knows so much more than I do about 
all these matters of revelations, of exposures, of 
debunking and of the doctor- as-he-actually-is by 
one-who-was-once-one. 

But I am this evening talking of another sort of 
Medicine. I am talking of the Medicine that we 
practise and have neither the time nor the inclination 
to debunk, however profitably. My task is much 
more akin to that described in another ‘‘ best seller ” 
—TI do not think anyone has had the inspiration to 
put ‘‘Pilgrim’s Progress” on the films, but I may 
be wrong in this. I want to talk soberly and 
unsensationally, both of the “ pilgrim ” (the embryo 
doctor and the recently hatched doctor) and of his 
“ progress ” through a country which has changed 
a good deal of late, and changed rather rapidly. It 
behoves the pilgrim to know about these changes 
if he is to arrive safely at his destination. 


TRADITIONS OF MEDICINE 


Though there is much in the traditions of Medicine, 
and in the principles which guide us, which does not 
change, the human body and mind, in their inter- 
action with the rest of the universe,. whether for 
good or ill, are constantly changing. And if we add 
that subtle thing behaviour, whether we regard this 
as merely a complex expression of body and mind or 
as something added to these, it is clear to me that the 
function of the doctor is also constantly changing, 
and that therefore the preparation of men and women 
for this function should not be too rigid. In this, 
I think, our calling differs from that of the law, which, 
as a distinguished member of that profession has said, 
though it does so much to ‘‘ quicken and invigorate 
the understanding,” ‘‘is not apt ... to open and 
to liberalize the mind .. . in the same proportion.” 

As for the third of the learned professions, the 
traditions (sometimes termed dogmas) upon which it is 
based are notoriously so fixed, that, pace certain 
ministers of religion who are beginning to consider 
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the possible advantages to their flock of some know- 
ledge of the human mind, the curriculum in divinity 
scarcely changes at all from generation to generation. 
Indeed, the man who sought to change it, except in 
non-essentials, would probably be suspect. The 
cleric “has pledged himself to certain beliefs which 
he cannot question if he is to remain in his profession,’’ 
and this conformity of necessity controls his education 
within definitely prescribed limits, 

There are four educational stages in the approach 
to Medicine. There is what we call “ general educa- 
tion,” there is the education a student gives himself, 
there are his preclinical studies, and there is his 
clinical and pathological work. 


GENERAL EDUCATION 


A good general education, then, first. The better— 
not the more—the better. Better handwriting, better 
spelling, better grammar, better reasoning. Of such 
great importance is the student’s general education 
that I endorse the opinion expressed in the recent 
conference on the medical curriculum, that the study 
of medical subjects proper—i.e., anatomy and 
physiology—should not begin before the age of 18. 
But I also agree that the natural sciences should bulk 
more largely in, and should also extend through the 
whole period of, the school education. That I believe 
to be good, whether the pupil is going to be a doctor 
or not. But if he is going to be a doctor, then by 
the early study of the natural sciences he is killing 
three birds with one stone: he is learning important 
facts upon whicb his later studies can be grafted, he 
is developing a laboratory technique (for I assume 
that study of the natural sciences includes the use 
of the microscope and the test-tube), and, vastly 
more important than either of these, he is training 
his power of observation. If only schoolmasters 
realised the value of training their pupils to observe, 
encouraging them to use their eyes and ears and noses 
and hands, they would make a tremendous contri- 
bution to the development of their students’ minds 
and add enormously to the fullness of life in after 
years, 


SELF-EDUCATION 


And now, the die being cast, the future doctor 
begins to educate himself. He has an enormous 
amount to do and very little time in which to do it. 
General reading, conditioning, as it must at this 
age, his general attitude to life, is vital. Yet let 
it not be too meticulously planned. Let his mind 
first of all browse lazily, with the unblunted eagerness 
of youth, over history—not forgetting that history 
is but the biography of great men—narrowing the 
field later, as interest gets more focused, to the ‘story 
and history of scientific Medicine. So he links 
himself, without forging the link too closely, with the 
creat past that Medicine boasts. 

Then Science in all the aspects of it which overlap 
with his future work: Psychology, both ‘‘old” 
and “new”; Biology of course, all the time; 
Anthropology; Ethnology. This seems a “tall 
order ” perhaps, for the adolescent who is, at the same 
time, hacking his way through a jungle of curriculum 
and examinations which would almost seem to be 
deliberately staged in order to destroy his initiative. 
But these subjects are not as formidable as they seem, 
especially in these days when the appropriate books 
are not (as they were in our day) hard to come by 
and grim to decipher, 

Q 
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Then there is the relief of the romance, but, time 
being short, why not the novels that have come to 
stay rather than attempt to keep pace with the 
weekly—or daily—-reviewer? And poetry. Do you 
ask “why poetry °? The answer is not only that 
words have music so much as that the good poet 
appreciates the value of words more than anyone 
else. For the doctor the right use of words is vital. 

Which brings me by an easy transition to Logic 
—not the disquisitions of the schoolmen but the 
principles of reasoning, which are so essential as a 
basis for the scientific mind. Asked, as I so frequently 
was—I wish I could still say am—to give a list of 
the best books to read in Medicine, my invaluable 
rule was to head it by Jevons’ “Primer of Logic.” 
I don’t know, of course, how many of my inquirers 
took me seriously, but certainly I never answered 
any inquiry more seriously than I did when I gave 
this advice. Clear reasoning, with observation, to 
which I shall presently allude more fully—these are 
the twin pillars that support the whole superstructure 
of medical training, medical research, and medical 
practice. Accuracy in observation, forbearance and 
clarity in the use of words, a worship, almost, of the 
value of exact measurement, careful reasoning—these 
things characterise the scientific spirit, the spirit 
which has animated the giants of the world of thought 
and of action in medicine, the spirit of Harvey, of 
Hunter, of Jenner, of Pasteur. 

Once this spirit is born in the prospective doctor 
he possesses a weapon of enormous service in his 
future progress. In a recent issue of Natwre—that 
best of all periodicals for the student—Sir Wiliam 
Bragg complains of the increase in the number and 
scope of journals and magazines pertaining to research 
and acquired knowledge in science. This constitutes 
a serious problem even in the field of Medicine alone. 
The spirit of which I have spoken can be applied to 
this mass of material, and the few grains of wheat 
can be sifted unerringly from the large amount of 
chaff. It can be applied, and with drastic results, 
to the spate of talk with which the student is almost 
daily met. It is the touchstone by which he discovers 
the truth. 

This process of self-education continues throughout 
the next stage of our pilgrim doctor’s progress— 
continues, indeed, throughout the whole of it. But 
we must now picture him passing through his more 
intensive struggle with the secrets of Nature as 
revealed in the structure and functions of the human 
body. This is the stage during which he is more likely 
to get submerged than at any other. When Hippo- 
crates said that ‘in order to cure the human body 
it is necessary to have a knowledge of the whole of 
things ” he little knew what the modern doctor would 
be expected to know. If he had known he would 
surely have modified his aphorism. 

This part of my address may sound rather critical, 
but I do not speak without some knowledge. Before 
I pass on to it, however, there are two matters upon 
which I must touch, One is the doctor's Religion, 
and the other is his relation to Politics. 


RELIGION 


What of the doctor’s Religion? There is no 
totalitarianism of souls, and the religion of the 
health-man will be the result of a welding of his 
individual temperament, his upbringing, and the 
spirit of his time. The doctor looks out upon the 
whole field of human experience, from sheer mysticism 
to stark reality, and there need be nothing in any 
religious beliefs to which he may himself incline that 
should prevent him from being a good (or a bad) 


doctor. But there is one thing eternally incumbent 
upon him: he must sturdily resist all attempts by 
other men’s religions to oppose the advance of science 
or to corner knowledge so as to prevent it from being 
available for the betterment of man’s body, mind,. 
and spirit. 

Medicine has made many efforts in the past (and 
with considerable success) to control the external 
forces of Nature which, if uncontrolled, spell disease 
and premature death. There has lately been added 
an effort to effect biological control in respect of 
himself, and to this principle the doctor must needs 
subscribe. In doing so he finds himself in conflict 
with religious dogmas which, survivals of an attempt 
at a religious monopoly of science, still seek to stultify 
this forward step on man’s behalf. But, short of this, 
the doctor will always recognise the right of every 
human being to his own religion and will realise 
how vital a factor such beliefs may be in the develop- 
ment of both mind and body. If he is ever intolerant 
it is with the extremist, whether it be the man who 
vows he has the only faith that can save the world 
or the man, no less fatuous, who vows he has none. 


POLITICS 


The relation of Medicine to Politics calls for a few 
comments. In the undergraduate stage of the doctor’s 
training, his urge to take his place with the reformer 
and the pioneer in social, national, and international, 
affairs should never, I think, be ‘discouraged. Nor 
even that frequent swing to the “left,” albeit at 
times rather violent. 

It is customary, I know, for the elders amongst 
us to decry these youthful enthusiasms and compare 
them with the childish ailments through which the 
young must pass and from which they emerge, 
reputedly immune, I do not follow that custom. I 
hold that the capacity for enthusiasm is a priceless 
possession—this willingness to live and, indeed, to 
die, if needs be, for a cause—alas, how soon to fade. 
Immaturity is not a thing at which to gibe, and some 
of the scorn which it is apt to provoke is not seldom 
tinged with envy. 

But the doctor—if he is to be the man I have in 
mind—must eschew the luxury of opinions that lie 
outside of his almost sacramental (and I dare use that 
word) profession. He may not enjoy the luxury of 
dying for any conviction save that appertaining to 
the good of his patient. It is part of his job to 
surrender to some extent his private feelings in order 
that he shall become the man whom all men can 
trust outside the strife—the life-man not the death- 
man, the peace-man and not the battle-man. 

You will not all agree with this. Some of you will 
say that we must have old as well as young who will 
fight for ideals, Granted, and yet I say that if a man 
takes up this (perhaps the last remaining) profession 
that gives true power, he should realise that this 
power is great in proportion as he is impartial and 
detached. If, on consideration, he finds he does not 
possess the capacity to stand aloof from strife in 
order the better to heal, then he should strike off into 
one of the many side paths that the study of Medicine 
so amply provides and not remain in the fairway to 
obstruct the more serious players of the game. 

This does not mean that the doctor’s attitude 
towards Society is a negative one; far from it; 
there is much to do of a positive kind. But when 
he has seriously embarked upon his adult citizenship 
it is surely the cross benches that are the dootor’s 
appropriate place. Sitting there he can continue 
to hold a watching brief for the common man, pre- 
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pared to back, with all the influence he possesses, 
whatever measures are proposed which he deems 
likely to safeguard his client’s health and happiness, 
and equally prepared to oppose, with the same vigour, 
whatever may, in his judgment, prejudice these. 
Only in this way will he be regarded in the light which 
he surely desires—as an expert who should be con- 
sulted when matters of the Common Health are 


under discussion, and who should be feared on account 


of his power against legislation which, however 
useful to the opportunist in political affairs, is 
inimical to the public interest. 


PRECLINICAL WORK 


Of the prospective doctor’s preclinical work I have 
said again and again that the motto should surely be 
respice finem. 

I think we saw an unfortunate set-back when the 
medical schools decided to put pure anatomists, 
pure physiologists, and pure chemists at the head of 
their departments. Each professor has quite naturally 
wished to stake out his own claim and make it as 
large as possible. The position has been partly 
redeemed during recent years by a closer association 
of the heads of the departments with their clinical 
colleagues in the college committee, 

In anatomy I have always thought that more 
time should be given to surface markings and to 
contours, and in place of elaborate and painstaking 
dissections of minute nerves and vessels I would 
introduce fuller details of the viscera, especially 
thoracic and abdominal. What is sometimes called 
“ regional anatomy ” is, as we know, of great import- 
ance, but surely much of what is taught much later 
in the operative surgery class might well be demon- 
strated in the anatomy room. And is it not time that 
the contribution made by X rays to our knowledge 
of anatomy, especially of the hollow viscera, should 
be used in the preclinical days ? 

But it is in the teaching of physiology especially 
that we still see too much cleavage from the later 
clinical work, The transition from the first to the 
second of these two parts of the student’s work should 
be much less abrupt than it is. Indeed, it is not at 
present really a transition at all, it is almost a complete 
break. After all, what is disease except a state of 
morbid physiology ? The patient’s organs are the 
same in number, are placed in the same positions— 
or relatively so—as in health, and the functions by 
which a healthy man lives are the same through which 
he expresses his pathological state. 

Yet that utter strangeness, that scared and helpless 
look, in a new-time clinical clerk, which too often 
remains with him for several weeks or months, what 
does it mean unless this—that there is in his mind the 
thought that he is about to embark upon an entirely 
new voyage, for which he is quite unprepared ? 
To change the metaphor, his approach to the patient 
is as to a strange animal which he has never yet 
met, and whether the venture will be fraught with a 
peaceful or a bellicose issue he cannot say. And, in 
truth, all this is actually so. It is a strange animal 
that we face him with, physiologically, psychologically, 
and even, in great measure, anatomically. In relation 
to the patient’s body he is not far removed from the 
ingenuous young woman who, seeing her navel one 
day in the mirror, immediately rang up her doctor 
and said, “Please come at once, I have discovered 
that I am deformed.” Until we succeed in bridging 
this gulf we shall not effect a real improvement in our 
present system. 

I was glad to see that the recent report of the 
conference concerning the medical studies recognises 
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the wisdom of what I am saying. ‘It is believed ” 
(it says) ‘‘ that certain rearrangements could be made 
by concerted action of the teachers so that the course 
would be harmonious, consecutive and interesting.” 
The words ‘and interesting ’’ are refreshing! The 
report adds, with an odd naivety, that ‘‘ the relevancy 
(of the laboratory methods and careful dissections) 
to his subsequent study of the living body should 
not be allowed to escape his (the student’s) notice.” 

Then with regard to the use of various instruments 
that are absolutely necessary for the purpose of a 
routine examination of the various parts of the body 
I long ago advocated that the technique of these 
should be mastered early—that is, in the physio- 
logical class-room, I referred to the stethoscope, 
the laryngoscope, the auroscope, the ophthalmoscope, 
and the blood-counting apparatus. The heart sounds 
are physiological and should be studied in the physio- 
logical department by auscultation. So also should 
the breath sounds. The larynx is a natural object 
in health, and the trick of seeing the vocal cords 
should be learnt as part of the physiological training ; 
once learned it is not likely to be forgotten. It 
is the same with the retina: this is a normal structure, 
and how does one see it except with the ophthalmo- 
scope ? But when I ask a new clerk to look at an 
optic disk, he excuses himself on the ground that he 
is unfamiliar with the instrument. But it is quite 
likely that he knows a great deal about the theories 
of colour-blindness—or did when the fear of meeting 
the question at an examination was upon him, and 
before he had as yet forgotten them. And, in the 
same sense, if time presses, as we know it does, would 
it not be a good exchange to omit the study of the 
minute structure of the organ of Corti, and to learn 
how to see the drum of the ear? A great deal of my 
time in the wards was taken up in teaching first- 
time clerks this physiological routine, This should 
not be the best use that can be made of a physician 
who is supposed to be experienced in clinical methods 
and in the arts of diagnosis and treatment. I might 
continue by reference to urine examination and blood 
examination. The blood-cells are part of a normal 
tissue, and familiarity with the counting pipette 
should precede clinical instruction. 

These examples of the ignorance of the normal at 
the time of entering the wards and the outpatient 
departments do not end with lack of acquaintance 
with simple instruments. The means by which the 
erect position is maintained and the mechanism of 
the normal human gait are generally quite unknown 
subjects. The significance of the knee-jerk and ankle- 
jerk, and even the method of eliciting them—normal 
things again—are nearly as foreign to most students 
at the end of their physiological training as is the use 
of the instruments to which I have just alluded. 
For the average weight of an adult male the student 
has to rely upon the general information paper at a 
Christmas party or the scale over the railway-station 
weighing-machine. This lack of preparedness for 
clinical instruction causes the student to advance a 
very little way indeed during his first clerkship. 

It is the same in regard to bacteriology. Why 
should not the simpler principles and methods of 
bacteriological technique be included in the teaching 
of physiology ? There is a flora in the normal 
alimentary tract, but it can only be properly demon- 
strated by bacteriological methods. The student 
knows all about the presence of a minute trace of 
potassium sulphocyanide in the saliva (an odd and 
comparatively valueless fact) and how to test for it. 
But he knows nothing at all, or scarcely anything, 
about the number and varieties of bacteria in this 
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same secretion, though this may have an importance 
in his future work which cannot be exaggerated. 

If these and several other ad-hoc matters in physio- 
logy and anatomy are to be included and emphasised 
during the preclinical days, it is clear that some things 


must be shortened or excluded. The selection of’ 


these should be made by a joint committee of all 
teachers interested, not merely by those who teach 
the subjects which require curtailment. It should 
not then be a very difficult matter to come to some 
satisfactory conclusion. 


GAPS IN THE CURRICULUM 


Then there are some important subjects which, I 
think, should receive more attention, and which, 
again, should be introduced early, rather than late, 
in the curriculum, One of these has, even yet, received 
no attention at all. I refer to psychology. Years ago, 
when the curriculum was formulated, the fact that 
the patient was mind as well as body was conveniently 
forgotten. But everybody today recognises to what 
a large degree the mind bulks as a factor in disease 
and its treatment. Surely it is not stretching the 
scope of physiology over-much to teach something 
about the chief functions of the brain, which are 
feeling and thinking. The recent conference did, I 
was glad to notice, emphasise the importance of the 
psychological aspects of medicine. 

I may not stay to speak about the importance of 
genetics, but I must make a reference to the neglect 
of any teaching on dietetics. The subject has grown 
steadily in importance and has received recognition 
by the establishment of chairs at certain universities. 
But very little, and that only of a local kind, is done 
to help the student to understand either the principles 
involved or their application. The stimulus given to 
the whole question of nutrition by the study of 
vitamins, by the introduction of insulin, by liver 
therapy, by the influence of the ketogenic and other 
diets, requires that something should be done to help 
the student to know at least as much as the public 
thinks it knows on this matter. 


HABIT OF OBSERVATION 


The progress continues, that is, for those who have 
not fallen by the way. The wards, the outpatient 
departments, and the post-mortem room replace the 
laboratories and the dissecting-room, _ 

The doctor is a naturalist, having the human 
animal as his subject. Nature study is therefore of 
great value to the prospective medicine-man. To 
pursue any branch of it is helpful because it is good 
training of the power of observation. And observation 
is vital, so vital that the earlier the habit is cultivated 
the better. 

I speak of Nature study, but for some odd reason 
human beings are not usually included in Nature 
study. The name more readily suggests wild flowers, 
trees, birds, and ‘‘ common objects of the sea-shore.”’ 
It is good to observe these things; it is better still 
to observe men and women and children and the 
things connected with them, for these are to be the 
future life of most doctors. If I am asked what, in 
connexion with human beings, should be observed, 
my reply is: anything, everything; the colour of 
their eyes and hair, the shape of their head, the clothes 
they wear and how they wear them, the way they 
walk and hold: themselves, how they shake hands, 
gay good morning and good-bye, and how they react 
to their fellows and the world in a hundred other 
things. Such observations demand an active, rather 
than a passive, attention, a breaking up of that state 
of useless reverie in which the untrained mind spends 


the greater part of its life. (“Sometimes I sits and 
thinks and sometimes I just sits.””) This reverie can, 
with discipline and habit, be changed into an alertness, 
an awareness, that serves to supply the mind with 
food upon which it may ruminate. Someone with 
authority has said that we only use one-third of our 
brain for the ordinary affairs of life. I do not know 
how he arrived at this conclusion, but I should regard 
his estimate as being too liberal. 

By the time the student enters the wards and 
outpatient rooms this habit of observation, if it has 
been cultivated, will have become extremely useful. 
He should aim at its becoming almost effortless, so 
that he cannot help observing. At first, faced with 
his patient, the beginner observes a lot of things that 
are very obvious and quite dissociated. How can it 
be otherwise ? But after a time, and quite insidiously, 
things observed are not only more subtle, they tend 
to become systematised, purposeful, and synthetically 
useful, There arises the power of observing things 
that are not obvious, the power of looking for 
things, associated things which, taken together, make 
sense, 

What I have said about the importance of observing 
by sight applies equally to the other senses—hearing, 
touch, smell. The character of a voice and of a cough, 
the rhythm of breathing, the texture of a skin, the 
resistance of a muscle, these and many more things 
register quickly and with meaning when this habit 
has been cultivated. And the various senses supple- 
ment each other. 

These large and vitally important observations are 
more important than ever nowadays, when instru- 
ments of precision have become so numerous and so 
popular. Instruments of precision enable us to measure 
the degrees of the defects which our trained senses tell 
us may be present and in what directions we may 
most profitably employ them. When we have achieved 
facility in observation we do not have to wait until 
sights and sounds shatter our senses and hammer at 
the door of our consciousness, we are aware almost 
unconsciously. We have developed mental antenns. 


t CLINICAL INSTINCT ” 


When we have arrived at this stage, another 
thing happens. We not only make observations 
without knowing it, our observations take on a 
selective character; they group themselves in terms 
of affinity. We have now developed the faculty of 
distinguishing the essentials from the non-essentials, 
I believe that what is called the “clinical instinct” 
is not due to a ‘sixth sense,” nor to “psychic” 
power, but to the fact that it is possible to make 
many observations of which the observer is largely 
unconscious and to effect a synthesis of observations 
possessing causative association, discarding the rest. 
Herein lies the nearest explanation of which I am 
capable of the mental process involved in diagnosis, 
that aim to which all observation should tend. 

This facility in observing the healthy enables us to 
pick out the unhealthy, to note the unusual, to be 
attracted by deviations from the average. Recognition 
of the average should, as far as possible, precede 
clinical work, so that the student’s attention is struck 
by any departure from it. I use the word “‘ average ” 
rather than “ normal.” Normality is a concept which 
involves a number of agreed theoretical consideta- 
tions; the average is a summation of actual experi- 
ences. A deviation from the average may be 
psychological or it may be pathological; it must be 
assumed to be pathological until adequate reasons to 
the contrary are forthcoming. If pathological the 
deviation may be an isolated one and therefore 
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negligible, or. it may be one of an associated series 
and therefore informative as regards the main inquiry. 
It should be assumed to have associations until 
proved otherwise. | 

Deviations from some averages are noticed readily 
—this man is tall, that man is short, this one is 
fat and that one is thin. Not so readily, however, 
do we notice departures from the average complexion 
—though there is one—nor from the average gait, 
nor mode of sitting on a chair, nor of lying in bed, 
nor of reaction to conversation—though there is an 
average, too, in all these things. As, indeed, there 
is in behaviour generally: how else do we recognise 
the bachelor, the spinster, and the only child? The 
value of recognising slight deviations from the average 
is seen in the early stages of a number of diseases 
which, but for this training, might otherwise go 
unsuspected. In this connexion I need only mention 
myxcdema, Graves’s disease, chorea, nephritis, 
general paresis, and parkinsonism, : 

But people’s faces must be observed for other 
things than their complexion—for the expression of 
pain, physical and mental, and whether pain is only 
recent or long standing ; for happiness and unhappi- 
ness; and especially for anxiety and fear. What, 
in short, is the dominant emotional state ?.The value 
of this kind of observation is incalculable. It enables 
us to test the things that patients tell us; that 
“ agonising ”? pain, those sleepless nights, those days 
and weeks of so little food that it is a wonder life is 
not extinct. Yes, but also ‘my mind is at ease” 
(when, quite clearly, it isn’t), We must look at their 
faces; we must put them on the couch and on the 
scales, of course—but we must look at their faces. 

After a while, having become sensitive to deviations 
from the average, being constantly tuned into them, 
it is frequently borne in upon us that the person with 
whom we are in contact does not conform to the 
usual, but for the moment we cannot say in what 
way. Paraphrasing the old tag we say to ourselves :— 


“ You are not usual, Mr. L., 
The reason why I cannot tell ; 
But this I know, and know full well, 
You are not usual, Mr. L.”’ 


We must not leave things here. We must accept the 
challenge. Upon our readiness and capacity to 
pursue the matter to a conclusion turns, quite often, 
the solution of the problem. By this kind of mental 
discipline it is possible to develop a power that some 
folk call “uncanny.” It isn’t really uncanny; it 
merely means that we have trained our mind so 
that the onlooker does not see it working. The 
legerdemain of the prestidigitator is Just as uncanny 
` after years of practice with his hands. It means 
that we have become expert, that we possess a power 
which the layman has not got. If this were not so, 
the layman’s ideas of health would be as sound as 
the doctor’s; and, pace the views of many of our 
patients, they are not. The layman’s “picture of 
health ” may be an early case of Vaquez’s disease, 
and the proud possessor of that “broad chest,” 
which he displays in such military fashion, is revealing 
a committal sign of emphysema, 

There is a class of ‘“‘case”’ in the investigation of 
which this recognition of slight deviations from the 
usual is of special service. It is the class concerning 
which we hear it said so frequently that ‘“‘there are 
no signs of organic disease.” It 1s a good dictum to 
work upon, never to make a diagnosis upon negative 
findings. In many of these cases, in the class referred 
to, the habit of approach which enables us to detect 
these slight variants from the usual will often discover 
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a series of positive points, each slender, yet each 
definite, on what is crudely. called the ‘“‘ functional ” 
side, which, together, carry conviction because they 


_ are positive. 


SENSITIVITY 


I hope that I have made it clear that mere industry, 
whether with books or with instrumental technique, 
useful though both of these are in the acquirement of 
knowledge, can never supply us with the kind of 
wisdom that medicine, of all pursuits, demands. 
Again, industry can never be a substitute for sensitivity. 
If it could, the exchange would be a very poor ove. 
Some students try to “ douse ” their natural sensitivity 
or they are ashamed of it. Yet in the approach they 
have to make again and again to another human 
being it may be of tremendous service, Rather than 
seek to eliminate it, we should cultivate it. How 
many people will respond to our spiritual sensitivity 
we do not realise until we make close contact with 
them as doctor and patient, for many of our patients— 
and among these are some of those who need help 
most—cover their need with a spurious brusqueness 


- which we must not fail to put aside, gently, of course, 


because they are just as much ashamed of their need 
as we may be of our ability to supply it. 


EXAMINATIONS 


I must not close without some reference to the 
student’s bête noir: I mean, of course, his examina- 
tions. My views on these have not changed since 
I stated them a good many years ago, though I have 
had a great deal more experience both of examinees 
and of my fellow examiners. 

I associate myself with those who say, quite tersely, 
that ‘‘ examinations are, of themselves, a curse.” 
The cramping effect they have upon the student’s 
mind is all too obvious. And I have noticed that this 
paralysing effect is more marked, in the main, upon 
the good student, meaning by ‘‘ good” the keen 
or the intelligent student, than upon the bad student, 
meaning by “bad” the lazy or the stupid student. 
If this were not so, I do not think the matter would 
be nearly so important as it is. One often sees a 
wild and reckless abandon about the lazy student in 
the examination room which suggests knowledge and 
facility and which may even, given a certain amount 
of luck, prove a useful asset. Whereas too often 
the good man is so other-than-himself through fear 
that it is not always easy to decide that he is not 
really stupid. 

But if it were only under the stress of the actual 
examination that the quiet tenor of a man’s thoughts 
is utterly disturbed it would not matter very greatly. 
What does matter is that during the greater part 
of his time of preparation for examination he is 
prevented from being either “wax to receive or 
marble to retain.” This is on account of a constant 
dread lest what he is doing at any moment may be 
a waste of his precious time. When I am trying 
to familiarise him with some important physical 
sign, he is not only incapable of giving me his active 
attention, he even holds his stethoscope awkwardly 
while using it, and I find the reason is that he is 
supporting a ‘‘Synopsis of Medicine ” under his arm. 
His ‘‘ Synopsis of Medicine ” is his protection against 
any heresy with which I may be threatening to 
traduce him, | 

This skeleton of the examination sits for ever at 
his feast of knowledge. It takes away both his 
appetite and his digestion. The viands are gobbled 
hurriedly, but his system is not nourished. His 
mind is a mere machine for the reception of facts 
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which it does not assimilate, whereas it might be 
a vital organ adapted for the pursuit of wisdom. 
What can be done about all this? I think several 
things can be done. One is that examinations, if 
we must have them—and it seems that we must— 
should be got over in all subjects except the finals 
as soon as the student is able to pass them. In the 
case of many diligent students this would free them 
for their clinical and pathological work at an earlier 
period in their curriculum, I favour greater freedom 
at the examination itself, such as a choice of questions 
and, where there is already a choice, a still greater 
choice, and more time to answer the questions if the 
candidate so desires. But if only we could publicise 
the fact that the exhibition by a candidate of a little 
clearness in thinking, of soundness in methods, and of 
a knowledge of essentials rather than oddities and 
trivialities will secure a pass, whereas he may memorise 
his blessed synopsis from cover to cover and yet be 
referred, we should do a great deal to kill this bogy. 
It has fallen to my lot—dquite often I am glad to 
say—to welcome back to the wards a pupil who had 


just completed his finals. But, do you know, it was . 


often not immediately apparent who he was; and 
I have a good memory for faces. True, he had 
become a little more careful in his clothes and with 
his hair . . . but that was not the greatest change ; 
the great transformation was physiognomical, His 
“ anxiety neurosis ” had been cured. It was now the 
face of a rational being. I saw that the channels of 
his senses were open—he observed. The channels 
of his mind were free—he thought. The pilgrim had 
finished his progress, the approach to medicine had 
been completed. What says the wise man ? 


“ The wisdom of a learned man cometh by opportunity 
of leisure : 
And he that hath little business shall become wise. 
He shall be filled with the spirit of understanding. 
He shall pour forth wise sentences, 
He himself understandeth counsel and knowledge, 
And on their secrets shall he meditate. 
Many shall command his understanding, 
And never shall his name be blotted out.” 


SURGICAL ANATOMY OF THE 
SUBTENTORIAL ANGLE | 


WITH SPECIAL REFERENCE TO THE ACOUSTIC 
AND TRIGEMINAL NERVES 


By E. P. STIBBE, F.R.C.S. 


PROFESSOR OF ANATOMY IN THE UNIVERSITY OF LONDON 
AT KING’S COLLEGE 


(Concluded from p. 862) 


Surgery of the Sensory Root of the Fifth Nerve 


The surgical treatment of idiopathic trigeminal 
neuralgia has settled down in this country mainly to 
extradural resection of part of the sensory root of the 
fifth nerve by a parietal approach. | 

The first operation, performed by Victor Horsley 
in 1891, was intradural, and the patient died, though 
post-mortem examination showed that there was no 
gross brain lesion.. In 1895 Tiffany successfully 
operated intradurally by the parietal route and, in 
reporting his case, emphasised the following points :— 

(1) By allowing cerebrospinal fluid to escape, the 
necessary elevation of the temporal lobe was more 
expeditiously carried out and with less damage. 

(2) Venous oozing, which is so troublesome when 
the periosteum is being detached, is done away with. 
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(3) The middle meningeal artery, being extradural, 
is undisturbed, whereas in the extradural approach 
the exposure and ligature or plugging of this artery 
presents a pretty problem. 


In this country no great effort seems to have been 
made to follow up the intradural method. Frazier, 
in America, introduced the extradural method in 
1901, and thereafter British surgery has been devoted 
to the perfection of a technique for the parietal 
extradural method. Some British surgeons practise 
intradural resection through the posterior fossa. The 
position in this country, however, may be summarised 
by saying that resection of a part of the sensory root 
(replacing resection of a part of the gasserian ganglion) 
by the parietal route and extradurally has become a 
well-established set operation. It is within the scope 
of the competent general surgeon and is especially 
safe and sure of results in the hands of surgical 
neurologists. In the hands of the latter mortality is 
very low, perhaps less than 1 per cent., results are 
absolutely good, and recurrences, though not unknown, 
are uncommon, even after many years. 

Frazier, in America, reported more than 100 
consecutive cases by this method with no mortality 
and no recurrences, 

In 1925 Dandy published a preliminary report of 
an intradural approach to the sensory root of the 
fifth nerve through the posterior fossa, His immediate 
purpose seems to have been to endeavour, if it were 
possible, to design an easier and less formidable 
procedure and to find a method for avoiding anss- 
thesia of the cornea with its sequel of ulceration or 
interstitial keratitis. In connexion with the latter 
problem, it is to be noted that Frazier divided only 
the outer two-thirds of the nerve immediately behind 
the gasserian ganglion, thus leaving undamaged what 
purported to be the ophthalmic fibres, so that the 
question of corneal anesthesia would not arise. 

Dandy seems to have been puzzled that it should 
be possble for division of two-thirds of the nerve to 
lead to an entire cessation of pain and yet (as implied, 
if not explicitly stated or demonstrated, by Frazier) 
not cause a loss of ordinary tactile sensation. It is 
unfortunate that this side of the question is not 
exhaustively dealt with by Frazier, in the sense that 
he does not publish complete postoperative sensory 
examinations. This part of the problem, however, 
becomes less puzzling if one remembers that in the 
vast majority, if not all, of the cases true idiopathic 
trigeminal neuralgia begins in the maxillary or 
mandibular divisions of the nerve, and that the 
extension of the manifestations is by some form of 
“radiation ’; so that it is fair to say that Dandy 
misunderstood Frazier, to the extent that he applies 
Frazier’s conceptions of what happens to a part of 
the nerve as though Frazier were dividing the whole 
nerve. Dandy states that if Frazier’s distal opera- 
tion is successful, then a section by Dandy’s method 
close to the pons should be at least equally successful ; 
but ‘‘ there is no proof that the position and distri- 
bution of the pain-fibres may not have shifted in the 
distances intervening between the point of retro- 
gasserian section and that near the pons.” 

Dandy goes on to postulate—though he does not 
pretend to have proved—a possible segregation of the 
fibres during their course from the gasserian ganglion 
to the pons, in such a way that in the proximal half 
of the nerve the pain-fibres passing to the spinal 
root already lie in the posterior or outer part of the 
nerve, whereas the ordinary touch fibres passing to 
the principal nucleus lie in the anterior or medial 
part of the nerve. Before discussing this hypothesis 
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we may refer to certain facts about the sensory root 
of the fifth nerve that are well established. 


PHYSIOLOGY OF THE SENSORY ROOT 


(1) It is certain that the principal nucleus is a 
relay station on the path of epicritic or discriminative 
fibres, and that the descending or spinal root, relayed 
in the spinal nucleus, carries pain and thermal 
impulses, The best evidence for this is the dis- 
sociation of symptoms into loss of touch-sensation 
and loss of pain-sensation seen as the result of lesions 
involving one only of these two nuclei. Stopford 
summarises the evidence and illustrates the paths of 
the fibres in his book, and in papers on the function 
of the spinal nucleus and on the posterior inferior 
cerebellar arteries. Many other writers—e.g., Gillis 
(1914) and Gerard (1923)—report individual cases of 
lesions of the spinal nucleus producing dissociation of 
sensation (the usual lesion is thrombosis of the 
posterior inferior cerebellar artery); Stopford has 
collected these and added them to his own, and he 
concludes that the evidence is ample to prove the 
protopathic function of the spinal fibres and nucleus. 

(2) There is no uniformity of opinion as to just 
what the fibres of sensory root of fifth nerve are like 
or as to the details of their fate before or after their 
entry into the pons. In textbooks a general descrip- 
tion is given of the fibres of the sensory root as 
“ dividing into two branches, of which the upper go 
to the principal nucleus, while the lower form the 
descending or spinal root.” This would imply that 

rotopathic and discriminative impulses are carried 
by one fibre, and that the sensations take separate 
paths only when they reach collaterals of the fibre ; 
this conception presents great difficulties. For- 
tunately Gudden (1892) describes undivided fibres 
to a considerable number among the divided fibres 
(about the histological existence of which there is no 
doubt). So we may suppose that some fibres actually 
go to both nuclei, and that the difference lies perhaps 
in threshold of response to stimulation; but that 
others go only to one nucleus or the other. 

Mention should be made of Ranson’s (1931) argument, 
on physiological grounds, that pain-fibres should be 
unmyelinated. This may be dismissed for our pur- 
poses, since (as shown for example by Kock 
in 1916) the number of non-medullated fibres in the 
human fifth nerve is very small. 

We may take it then that, although the anatomical 
observations are not very precise or convincing, the 
fibres within the pons go to one or other of the two 
nuclei under discussion. 

(3) Kappers (1920), in his illuminating work on the 
comparative anatomy of the nervous system of 
vertebrates, works out the functions of the different 
central parts of the fifth nerve. Thus the spinal root 
and nucleus are the oldest part of the nerve phylo- 
genetically and, in animals below the reptilia, sub- 
serve the reflexes of the skin of the head. Only in 
certain reptiles does the anterior end of the spinal 
nucleus enlarge and begin to become an entity 
(principal nucleus) and thus the newer epicritic or 
discriminatory paths begin. So we may picture the 
principal nucleus and trigeminal fillet as a contri- 
bution to the development of the neopallial system, 
and the spinal nucleus as the original archepallial 
non-discriminative system. 


For these reasons we may take as a working basis 
the conception that somewhere between the gasserian 
ganglion and the actual nuclei the sensory fibres of 
the fifth nerve undergo a rearrangement and a 
segregation into discriminatory touch fibres (principal 
nucleus) and protopathic fibres (spinal nucleus). 


THE SURGICAL PROBLEM 


If Dandy’s postulate is correct, that this rearrange- 
ment takes place in the sensory root before the pons 
is entered, section of the posterior or outer half of 
the nerve close to the pons should establish complete 


analgesia without anesthesia. (Though the victim 
of the tic douloureux will go through much to get 
relief of his pain, he does not specially relish the 
numbness which is the price he has to pay.) This 
posterior partial resection Dandy practises and 
reports good results. Moreover, he claims the following 
other advantages for this manner of operation : 


(1) Much easier access, a shorter distance to go, 
and much more room in which to work. 

(2) A relatively bloodless approach. 

(3) After cerebrospinal fluid has been allowed to 
escape, the cerebellum is readily displaced with no 
traumatism. 

(4) The operation can be accomplished with extra- 
ordinary speed. 


On these surgical aspects of the question I express 
no opinion so far as the human subject is concerned. 
In monkeys access to the fifth nerve through the 
posterior fossa is relatively bloodless, but in the small 
aninfal one is working at considerable depth in a 
disconcertingly narrow space. More important, 
however, than this consideration is the fact already 
referred to, that retraction of the cerebellum causes 
so great a torsion of the brain-stem as to produce 
intensive areas of degeneration. This objection 
may be taken as applying only to small animals, 
and even with these, so far as the medulla goes, 
this has not been effected by torsion; so that 
the spinal nucleus and root can be satisfactorily 
examined but not the principal and ascending fibres. 
It has not proved possible in these animals to cut 
the nerve near the pons by the parietal root; the 
petrous portion of the temporal bone ascends very 
abruptly towards the middle line, making it almost 
impossible to see or work in the region of the tentorial 
opening. 

The anatomical aspects of the question, which are 
the proper concern of this paper, are dealt with as 
follows ; 

(1) Endeavours to demonstrate by dissection the 
course of the fibres of the sensory root. 

(2) Clinical observations which assist in elucidating 
the anatomical problem. 

(3) Experimental comparisons of the results of the 
two different types of operation—namely, the partial 
distal resection and the partial proximal resections, 


GROSS ANATOMY OF THE NERVE 


Frazier states definitely that the division of the 
nerve into three parts—ophthalmic, maxillary, and 
mandibular—is topographically represented in the 
ganglion and at least in the distal] part of the sensory 
root. Whitehead (1925) follows this up by demon- 
strating that in embryos the ganglion consists of 
three distinct parts, each associated with its own 
topographic division of the nerve, and goes on to 
show that there is ‘‘ no tendency for the fibres of the 
sensory root to intermingle.”’ Woollard and Carmichael 
(1932) state more guardedly that “a study of the 
ganglion and the central root by anatomical methods 
has led to the conclusion that there is no complete 
segregation of fibres in the central root corresponding 
to epicritic and protopathic functions.” 

Reports have also been made on the fifth nerve of 
animals other than primates. I am not prepared to 
accept these as having definite bearings on the 
practical problem of the disposition of the fibres in 
man. 

DISSECTIONS 


Dissections of the fifth nerve in man have proved 
disappointingly inconclusive, possibly owing to the 
failure so far to devise a satisfactory technique. It 
is certain that the fibres of the sensory root inter- 
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mingle, crossing and recrossing ; that fasciculi, jutting 
off, branch here and there, joining up with one 
another again and splitting. The superficial attach- 


ment of the nerve to the pons is excessively fragile 
in virtue of the fact that immediately upon entering 
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Fie. 6—Analysis by dissection of sensory 
root of trigeminal nerve. A, mesen- 
cephalic fibres ; B, spinal fibres; o, 
principal nucleus fibres. Pons has 
been partly cut away and is looked 
at from above and behind. 


the pons the 
fibres break 
away to such 
an extent that 
so far no single 
convincing and 
complete dis- 
section has 
been produced. 
On the other 
hand, these 
difficulties 
should not be 
insurmount- 
able, and the 
imperfect dis- 
sections (fig. 6) 
strongly sug- 
gest that the 
nerve close to 
the pons is 
segregated into 
two parts: 
outer or pos- 
terior fibres 


which go 
entirely to the 
spinal root; and inner or anterior fibres, some of 
which go to the spinal root but most to the principal 
nucleus. 

It is proposed to follow up this side of the work 
by devising some method for fixing in situ before 
dissection. The histological structure of the nerve 
is also being studied and the results are being reported 
elsewhere : they should, when complete, offer useful 
collateral evidence. 

Clinical evidence strongly suggests that the pain- 
fibres of the fifth nerve dissociate from the tactile 
fibres, and moreover that the pain-fibres are rather in 
the posterior part of the nerve. Careful examination 
of many lesions, mostly tumours indirectly involving 
the fifth nerve, gave almost uniform results—namely, 
that there is a sense of numbness, definitely a loss of 
sensibility to pain, a pinprick being usually well 
orientated but not giving a sensation of pain, whereas 
moderate degrees of heat and cold are variable, but 
touch to cotton-wool is definitely appreciated and 
orientated. The following case is typical of many : 


Tumour of cerebellopontine angle (proved post 
mortem) growing into fifth nerve posterosuperiorly. 

1929: right cornea insensitive; pinprick felt as 
touch in supra-orbital region only. 1930: add sub- 
jective numbness of right forehead. 1931; analgesia 
of right forehead and cheek. 1933: analgesia, but only 
slight indefinite anæsthesia, of whole right side of face. 

Note the definite progression down the face of 
analgesia as the nerve is invaded from behind. 


In a similar case, with the same progression of 
symptoms, the patient was rapidly relieved by 
decompression only, the subtentorial tumour. being 
deemed irremovable, 

It may be said that in most cases in which acoustic- 
nerve tumours have secondarily stretched or pressed 
on the fifth nerve from behind the sign of fifth-nerve 
involvement is loss of pain-sensation. Moreover this 
commonly disappears in the order which has been 
postulated by Stopford for the pain-fibres—namely, 
that the most posterior are the ophthalmic, then the 
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maxillary, and the most anterior the mandibular. 
This order is well known for the spinal nucleus, and 
these tumours strongly suggest the same order for 
the fibres in the sensory root. It has already been 
noted too that in some cases in which the tumour 
has been deemed irremovable a decompression 
operation has almost at once cleared up the fifth- 
nerve symptoms—hence we must assume that the 
nerve was merely pressed on, and that from behind 
and below. 


“EXPERIMENTAL WORK ON MONKEYS 


As in the other experiments, the animals were 
kept some little time before operation and became 
accustomed to their surroundings. It was hoped in 
this way that some tests of the effect of the operations 
on sensation might be made. The anssthetic used 
throughout has been induction with chloroform and 
ether followed by intraperitoneal injection of dial 
as stated above. Dial given by this method acts in 
about ten minutes, and thereafter no further general 
anssthetic was required, except in one case in the 
series? The anesthetic gives complete relaxation and 
lasts for several hours. The average dose given to an 
adult macaque was 1-5 c.cm. 

Two series of operations were carried out embodying, 
on the one hand, the principles of Frazier’s parietal 
method and, on the other hand, those of Dandy’s 
transcerebellar method. 

(1) Parietal._Two types of incision were used : the 
old curved incision turning down the temporal muscle; 
and a nearly vertical incision in the direction of the 
temporal fibres, splitting the muscle and stripping 
it and the periosteum forwards and backwards. 

With adequate retraction the latter method gives 
a quite sufficiently good exposure and has the 
advantage of greater simplicity and less traumatism 

and bleeding. 
- Entry was e 
into the skull in 
all cases with a 
heavy brace and 
bit with a coarse 


mented 
on this in- 
strument 


Fie. 7—Section of proximal part of sensory root of 
trigeminal nerve showing numbers of large sensory cells. 
Macaque. (Hematoxylin andeosin x 180.) 


In enlarging the opening by the parietal method 
the best way to get plenty of room (in monkeys at 
any rate) is to work well forwards, so that the entire 
anterior part of the temporal lobe can be raised 
bodily instead of being merely compressed against 
overhanging bone. Another reason for working well 
forwards is that the dura on the great wing of the 
sphenoid is readily detachable, whereas more pos- 
teriorly the dura is very firmly attached to the tem- 
poral bone. The only other point worthy of notice 
in the operations was that, if one endeavoured to get 
beyond the upper edge of the temporal bone into the 
posterior fossa, the superior petrosal sinus bled so 


ee 
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freely as to spoil the operation. This sinus is probably 
much less of a barrier in human patients, because the 
real difficulty in the monkey is the very abrupt 
upward slope of the anterior surface of the petrous 
portion of the temporal. 


In the cases done by the parietal route, the posterior 
or outer, approximately a third of the nerve was 
sectioned immediately proximal to the gasserian 
ganglion. 

Clinically, there was no anesthesia of the cornea. 
Histologically, there was either no degeneration at 
all in either the spinal or mesencephalic root of the 
nerve, or very slight degeneration. This anticlimax 
proved a serious set-back, until the explanation was 
found by carefully examining the cut nerves in serial 
section. It was found (fig. 7) that the sensory root 
contained considerable numbers of bipolar nerve- 
cells at various points in its course; generally these 
were near the pons, often quite close to the pons. 
Thus, section of the nerve peripheral to these cells 
will not cause any degeneration proximal to the 
cells in so far as the processes of those cells are 
concerned—and need not cause any central degenera- 
tion at all. These cells are also found in man. They 
were described in October, 1935, by Peters just at 
the same time that I first observed them. This group 
of cells proximal to the gasserian ganglion is of great 
significance. The conception that section of the 
sensory root of the fifth nerve ought permanently 
to throw it out of action is based ultimately on the 
view that the sensory fibres are for practical purposes 
a part of the central nervous system and so 
cannot regenerate. Actually, at least some of the 
fibres are cut distal to their nerve-cells and therefore 


are liable to regenerate. This accounts for the recur- ~ 


rences of trigeminal neuralgia after the operation. 
Admittedly these recurrences are very few and only 
after a long interval; but we have, in the presence 
of these cells, a warning that recurrences are possible 
when the peripheral operation has been performed. 


(2) Dandy’s transcerebellar route.—The special 
comments to be made on the operation from my 
point of view are: 


(a) The objection has been made that the detaching 
of the great mass of muscles from the occipital bone 
is a formidable procedure. This is admitted, although 
in the monkey it gave little or no trouble, nor was 
the hsemorrhage excessive. 

(b) Great care must be taken in enlarging the bone 
opening upwards because of the transverse sinus. 

(c) Retraction of the cerebellum is materially 
assisted by what Dandy calls opening the cisterna 
magna, which I think must really be breaking down 
the trabecule referred to in my description of the 
anatomy of the region. Anyway, if one pushes a 
blunt instrument medially towards the falx cerebelli, 
some loose tissue is broken down, there is a gush of 
cerebrospinal fluid, and the cerebellum immediately 
becomes more mobile. 


With this method there were two successful cases. 
Marchi preparations (11 and 13 days after operation) 
show conspicuous degeneration of the spinal root of 
the fifth nerve of the same side. Comparison of this 
with normal slides justifies the belief that the whole 
of the spinal root is degenerated—i.e., that the outer 
half (or a little less) of the sensory root close to the 
pons consists of fibres going to the spinal root and 
nucleus and comprises the whole of the spinal root. 


Summary 


(1) This paper deals with the clinical anatomy of 
the eighth (acoustic) and fifth (trigeminal) cranial 


nerves. 
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(2) The subtentorial angle (which contains these 
nerves) is defined and the anatomy of its boundaries 
and contents discussed. 

(3) The relations of the eighth nerve are such that 
cardiovascular disease might directly irritate. the 
nerve, causing vertigo and tinnitus. 

(4) It is possible in man and in monkeys to resect 
the auditory part of the eighth nerve apart from 
the vestibular part; the operation in monkeys is 
described. 

(5) A brief history is given of the parietal extradural 
and the transcerebellar intradural methods of approach 
to the trigeminal nerve. | 

(6) There is anatomical reason to anticipate 
possible recurrence of symptoms after post-gasserian 
resection of the fifth nerve ; Dandy’s proximal partial 
resection destroys the spinal-root (protopathic) fibres. 
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M. & B. 693 IN CEREBROSPINAL FEVER 


A REVIEW OF 143 CASES TREATED UNDER FIELD 
CONDITIONS * 


By R. B. USHER Somers, M.B. Birm., D.T.M. & H. 


MEDICAL INSPECTOR, SUDAN MEDICAL SERVICE 


DurınG the five years 1934-38 inclusive 21,599 
cases of cerebrospinal fever were reported in 
the Anglo-Egyptian Sudan. Of those 14,816 were 
fatal, giving a case-mortality of 68 per cent. In the 
Rumbek district of Equatoria province there was an 
outbreak at the beginning of this year. Within less 
than a month from its start 260 cases were reported, 
with 83 deaths. In the first three days, before medical 
assistance was available, there were 41 cases with 
33 deaths—a fatality-rate of 80 per cent. 

I have been personally responsible for the care 
of 180 patients, all of whom were admitted to hastily 
prepared field quarantines. All treatments had to 
be cafried out under adverse conditions in dusty 
grass shelters with insufficient and unskilled (though 
willing) native staff, and patients received the crudest 
of nursing and food. One relation of each patient 
was allowed in to look after and feed the sick. Tinned 
milk for special cases was the only supplement to 
ordinary native diet. The present paper is based on 
143 cases treated solely with M. & B. 693 (2-sulph- 
anilyl-aminopyridine) and these are divided into 


* This paper and the one following have been abbreviated 
for publication and proofs have not been submitted to 
the authors. 
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the following groups according to the method of 
administration of the drug. 


In group I a watery suspension of M. & B. 693 
was given intrathecally and intramuscularly. The 
moribund condition of most patients precluded oral 
administration. At the suggestion of Dr. Joseph 
Bryant a finely crushed tablet (0-5 g.) was suspended 
‘in 40 c.cm. of distilled water. Varying amounts of 
this suspension were given intrathecally, and the total 
dosage was adjusted by the amounts given intra- 
muscularly. The intrathecal dosage was regulated 
by the appearance and amount of the cerebrospinal 


fluid (C.S.F.) withdrawn, and the total dosage by the — 


age and condition of the patient; but in no case 
did one treatment exceed 50 c.cm. or the total dosage 
approximately 1-2 g. One treatment consisted of 
one intrathecal and one intramuscular injection 
given at the same time. Treatments were given on 
consecutive days. | 

The immediate results were gratifying: Many 
patients, moribund at the time of the first injection, 
were sitting up and feeling comfortable within twelve 
hours, and the C.S.F. had begun to clear. Of the 
18 patients thus treated 7 died: 6 died within 
twenty-four hours of the first injection, and 1, a male 
aged 35, died (after an apparent recovery) on the 
sixth day after injection. Of the 11 patients who 
recovered, 3 received one treatment only, and the 
other 8 two treatments. 


In growp II a watery suspension of M. & B. 693 
was given intrathecally and intraperitoneally. The 
suspension used in group I tended to block the 
syringe needles, and a solution of half the strength 


was made—.e., 0-5 g. in 80c.cm. To give an adequate `: 


total dosage too large volumes were required for 
the intramuscular route; so the intraperitoneal 
route was used instead. The intrathecal dose was 
3-10 c.cm. and the intraperitoneal dose 25-80 c.cm. 
The total never exceeded 1-2 g. 

Of the 56 patients thus treated 4 died. Two 
brothers, one aged 3 months and the other 4 years, 
were moribund when first seen and died within 
twelve hours of injection. In the two other fatal 
cases the patients had one treatment each, made 
apparent recoveries, and died suddenly, one on the 
fourth and the other on the fifth day after injection. 
Of the patients who recovered 24 had one, 26 two, 
and 2 three treatments each. 


In group III a watery suspension of M. & B. 693 
Was given intrathecally and an oily suspension 
10-5 g. in 2-5 c.cm.) intramuscularly. The intrathecal 
losage was as in group I and the intramuscular 
dosage 1-5 c.cm. The total dosage never exceeded 
3 g., the average being under 1 g. 

Of the 66 patients thus treated 3 died. A woman, 
aged 30, died a few hours after admission and one 
injection. Her C.S.F. was still clear, and there was 
much rigidity. A male, aged 8 months, died within 
twenty-four hours after one treatment, and a female, 
aged 4 years, died on the fifth day after three treat- 
ments. She also suffered from severe hookworm 
infection. Of the 63 patients who recovered 25 had 
one treatment, 29 two, 8 three, and 1 four. The ages 
varied from 1 month to 45 years. 


Group IV consisted of 3 very mild cases given 
intrathecal injections only. All made complete 
recoveries. The total doses given were 0:3 g., 0-9 g., 
and 1-2 g. 

The accompanying table summarises these results, 
It shows that in 143 consecutive cases of cerebrospinal 
fever given M. & B. 693 the case-mortality was 10 per 


doses. 


cent., while in group III, in which larger doses were 
used, it wasless than 5percent. The average length of 
active treatment was under two days, and only on 
a few occasions were more than two injection 
treatments necessary. | 

Dosage.—Throughout the treatment the condition 
of the patient and that of the C.S.F. were the criteria 
for the amounts of M. & B. 693 injected, and the 


RESULTS OF TREATMENT OF CEREBROSPINAL FEVER 
WITH M. & B. 693 


Average 

— Cases Deaths | Mortality | number of 

À | treatments 
Group I 2 
n II 1-6 
a III 1°8 
PF IV 1 
Total 1:7 


youngest patients, since they were usually the most 
seriously ill, received proportionately the largest 
The total amounts of drug used are very 
small when compared with the oral dosage used in 
the treatment of pneumonia ; 1-2 g. was the maximum 
when the watery suspension alone was used, and 8 g. 
when it was combined with the oily suspension. 
The small total dosage used is important in field and 
epidemic conditions. In group I it appears that the 
dosage was too small. An initial dose of approxi- 
mately 1 g. is suggested. Infants tolerated injections 
of 0-25 g. (40 c.cm.) intraperitoneally and 0-5 g. 
intramuscularly. Saline suspensions replaced watery 
ones and gave less pain. 

No toxic symptoms followed the exhibition of 
M. & B. 693. Herpes labialis, a not uncommon 
feature of cerebrospinal fever, seemed to be met with 
oftener in those receiving large injections. Intra- 
peritoneal injections caused a more rapid general 
improvement than did intramuscular injections. 
When possible, lumbar puncture was performed after 
completion of treatment. In most cases the C.S.F. 
became clear before the temperature fell to normal. 
Arthritis of the large joints and stiffness of the neck 
usually persisted for some days after the general 
condition had improved, but they caused little 
inconvenience to the patients. 


SUMMARY 


| The usual case-mortality of cerebrospinal fever in 


the Sudan is 68-80 per cent. In 143 consecutive 


cases treated with small doses of M. & B. 693 the 


case-mortality was 10 per cent. 


My thanks are due to the Director of the Sudan 
Medical Service for permission to publish this paper ; 
to Dr. Ali Ibrahim, who relieved me of routine work ; 
and to Dr. A. Cruickshank, senior medical inspector, 
Equatoria, for his valuable advice and criticism. 


POPULATION OF THE SOVIET UNION.—Preliminary 
figures for the census taken in Soviet Russia last 
January give the U.S.S.R. a population of 170,126,000. 
The increase since 1926 is 23,100,000, which is approxi- 
mately equal to the population of Spain. In Moscow, 
it is stated, the birth-rate was 69 per cent. higher in 
1938 than in 1936; the death-rate for the entire country 
has dropped by over 40 per cent. compared with 1913. 
The census shows that the total number of industrial 
workers employed in the U.S.S.R. rose from 11,600,000 
in 1928 to 27,800,000 in 1938. The urban population 
has more than doubled since 1926. ` 
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The following is an early case in a child treated 
by the intramuscular route with M. & B. 693 in 
saline suspension. 


CASE 6,—A female infant, aged 6 months, had been 
two days ill at home. en first seen on March 3, 
she was a very sick child, with all the usual symptoms 
and vomiting. She was given 0-25 g. of M. & B. 693 
in saline suspension by intramuscular injection at 
10 a.m. C.S.F. (20 c.cm., purulent) was removed 
at lumbar puncture. At 1 P.M. she was taking the 
breast. At 6 P.M. her cough was much better. 
On the 4th she had improved incredibly, and on the 
5th she was sent home, apparently quite well and 
with a concave fontanelle, after a total dose of 0-25 g. 
of M. & B. 693. 


The following is a typical chronic case in a patient 
who would have died, if untreated, from broncho- 
pneumonia and starvation due to constant vomiting 
rather than from meningitis. This patient had almost 
certainly got over the acute infection. 


CASE 7.—A boy, aged 6, had been one month at 
home, with a constant cough resembling whooping- 
cough, which is much feared by Dinka parents 
and responsible for much of the infant mortality. 
He was said by his father to be recovering from 
cerebrospinal fever, but ill with ‘‘ the spear cough ”’ 
or,whooping-cough. He had a stiff neck, headache, 
and a positive Kernig’s sign and was very wasted. On 
Feb. 23 40 c.cm. of turbid C.S.F. under pressure 
was removed, and 0:5 g. of the oily suspension of 
M. & B. 693 was given intrathecally and 0-5 g. intra- 
muscularly. Next day 50 c.cm. of C.S.F. was removed, 
containing oil and M. & B. 693. Injections were 
given of M. & B. 693 in saline suspension intra- 
thecally and intramuscularly. On the 25th he 
looked as if he might die. He was given 10 oz. of 
normal saline subcutaneously, sugar to suck, morphine 
gr. 4, and injections of M. & B. 693 saline suspension 
intrathecally and intramuscularly. On the following 
day he was much better, vomiting and cough ceased, 
and he could walk witha stick. On the 27th improve- 
ment was maintained, and he was given 2 g. of 
M. & B. 693 by mouth. On March 1 he walked home 
. some three miles. His neck was still stiff, but other- 
wise he was well. <A total dose of 4:5 g. of M. & B. 693 
had been given in six days. 


The next is a typical mild case in a child. Note 
the large doses by mouth and absence of toxic 
symptoms. 


CASE 8.—A girl, aged 6, had been ill two days at 
home, with the usual symptoms of a moderately 
severe case. On Feb. 18 25 c.cm. of turbid C.S.F. 
was removed, and 2 g. of M. & B. 693 powdered 
tablets was given in milk. On Feb. 22 she went 
home on foot, after having had a total dose of 5-5 g. 
of M. & B. 693 in four days. | 


A typical mild case in an infant treated without 
lumbar puncture and with M. & B. 693 powdered 
tablets in milk by the mouth :— 


CASE 9.—A female infant, aged 6 months, had been 
ill four days with the usual symptoms. 
sent home with a normal fontanelle and a normal 
temperature after having had a total dose of 4:5 g. 
of M. & B. 693 in three days. 


A typical fulminating case follows :— 


CasE 10.—A woman, aged 55, had been ill twelve 
hours. On Feb. 25 she was carried in struggling 
and shrieking, with severe head-retraction (almost 
opisthotonus) and very bad chest signs. She was 
given an intramuscular injection of M. & B. 693 
in saline and 3 g. of powdered tablets by mouth. 
By lumbar puncture 80 c.cm. of purulent C.S.F. 
was removed under high pressure. She was very 
powerful, fought like a wild cat, and required six 
men to hold her. She was given gr. } morphine at 


@ severe headache. 


She was 
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9.30 A.M. At noon she was better and asked for 
water. At 6 P.M. she was still very ill but better 
and was given an intramuscular injection of M. & B. 693 
in saline. On the 26th she talked rationally, but had 
She was given another intra- 
muscular injection of M. & B. 693. Two days later 
she was sitting and talking with other patients. 
Her temperature was normal, but she had a very 
severe headache in the evening. By lumbar puncture 
50 c.cm. of C.S.F. was removed under pressure. 
Another intramuscular injection of M. & B. 693 was 
given. On the 29th she walked home, free from head- 
ache and head retraction, after having had a total 
dose of 7:5 g. of M. & B. 693 in four days. 


Four similar fulminating cases were seen the same 
day as this patient, and all were so difficult to feed 
by mouth that no more tablets were given orally, 
especially as we were short of them. 


DOSAGE 


From our experience of these cases we consider 
that the drug should be pushed in big doses from the 
very first. Improvement is far more rapid if 2:5 g. 
of M. & B. 693 tablets in saline suspension are given 
immediately. We have seen no ill effects from this 
dosage. 

A consecutive series of 20 other cases was treated 
with one dose of 1:5 g. of M. & B. 693 in 30 c.cm. of 
saline by intramuscular injection, lumbar puncture 
being performed at the same time. All these cases 
were in young persons 12-15 years old and were of the 
fulminating type of less than twelve hours’ duration ; 
all the patients were unconscious when admitted. 
Improvement was so rapid that no further injection 
was needed, and lumbar puncture was repeated in 
6 cases only. All these patients recovered. 

The doses given in the 160 successful cases are 
summarised in the accompanying table. 


ANALYSIS OF SUCCESSFUL RESULTS 


Average total dose 
Type of 
Age-group attack Cases oe & a be 
Infants and Mild 15 | 0:5 
children under 5 Severe and 
fulminating 40 | 1:25 
Children Mild 15 1°25 
aged 5-14 Severe and 
fulminating 50 2°0 
Adults Mild 6 | 2-25 
Severe and | 
fulminating 34 | 325 


SUMMARY AND CONCLUSIONS 


(1) In an outbreak of cerebrospinal meningitis, 
treated under field conditions, among the Dinkas 
of Sudan, 21 patients were treated with sulphanilamide 
and prontosil, with only 1 death. 

(2) In the same outbreak 168 patients were treated 
with M. & B. 693 in saline suspension, with 8 deaths: 
4 in children (of whom 2 did not react to the drug 
and 2 were epileptic); 1 in an adult woman who was 
an insane epileptic; and 3 in patients who had been 
ill too long before seeking treatment, 

(3) The percentage of recoveries in both series 
was 95. 

(4) The rate of recovery appeared to be directly 
proportional to the quantity of the drug administered 
at the initial injection and to the rapidity with 
which the patient was treated after the onset of 
symptoms, 

We are indebted to the Director of the Sudan 
Medical Service for permission to publish this paper ; 
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to the numerous Sudanese dressers who willingly 
entered into the treatment of this dangerous and 

infectious disease in overcrowded, dark, and airless 
huts ; and to the many nameless Dinka ‘“ medicine 
men ? who forsook their own lucrative practices and 
ae their authority in encouraging patients to come 
o us. 


ANTERIOR DISLOCATIONS OF THE 
SHOULDER-JOINT 


By C. H. Gray, F.R.C.S. 


ASSISTANT ORTHOPÆDIO SURGEON TO THE VICTORIA HOSPITAL 
FOR CHILDREN, TITE STREET, LONDON ; LATE REGISTRAR 
IN THE FRACTURE AND ORTHOPÆDIO DEPARTMENT, 
MIDDLESEX HOSPITAL 


OPPORTUNITIES to examine a dislocated shoulder- 
joint at operation or post mortem are very rare, but 
some idea of the injuries involved may be obtained 
by experiments on the cadaver. It is not easy to 
dislocate the shoulder of a corpse, but it may be done 
by a combination of elevation. and external rotation. 
The condition of the joint and surrounding structures 
may then be examined by the following dissection. 


Expose the joint by reflecting the deltoid and 
pectoralis major downwards from their origins. The 
three muscles arising from the coracoid process will 
be found to be stretched tightly over the head of the 
humerus. The head itself, partially covered by the 
subscapularis, is lying iminiedintely below the coracoid 
process and possibly in contact with it, whilst the 
lower part of the articular surface is in view below 
the inferior edge of the subscapularis. A considerable 
portion of the articular surface is in contact posteriorly 
with the neck of the scapula, from which the 
subscapularis has been elevated. 

Now reflect the three muscles downwards from the 
coracoid process, and examine the supraspinatus and 
infraspinatus tendons. The supraspinatus tendon is 
not under great tension, but it is impacted against 
the coracoid process. The infraspinatus tendon is 
stretched over the glenoid cavity and is necessarily 
subjected to great tension. 

The circumflex nerve traverses the anterior surface 
of the subscapularis and then turns backwards through 
the quadrilateral space. The patient with a dislocated 
shoulder usually comes to hospital with his arm in 
a sling—i.e., with the humerus rotated inwards. In 
the post-mortem specimen it will be seen that with 
the arm in this position the circumflex nerve may 
easily be trapped between the dislocated head of the 
humerus and 
the anterior 
margin of 
the glenoid 
cavity. The 
nerve is 
compressed 
just below 
the inferior 
margin of 
the sub- 
scapularis. 
External 
rotation at 
once relieves 
the pressure 
(figs. 1—4). 

By divid- 
ing the 
tendon of 
the sub- 
scapularis, 
expose the 
capsule of 
the joint. It 


Circumflex nerve 


Subscapularis 


Fia. 1—Normal shoulder, showing relation- 
ship of circumflex nerve to subscapularis 
muscle, 


-advocate a simpler 


will be found to have ruptured close to its glenoid 
attachment. The rentis vertical, and about 14 in. long. 
The glenoid ligament is not disturbed from its 
attachment to the scapula. | 


In two out of seven shoulders examined in this 
way a fracture of the upper part of the greater 
tuberosity was found. This type of fracture is a 
frequent complication of dislocation of the shoulder- 
joint; according to Nash (1934) it occurs in about 
20 per cent. of cases. Codman (1934) has shown that 
it is produced by the impact of the greater 
tuberosity on the upper margin of the glenoid cavity 
when the arm is violently abducted by the dislocating 
force. 


It will be seen that dislocation of the shoulder-joint 
is by no means a trivial injury. The capsular tear is 
overshadowed in importance by the risk of damage to 
three important structures. Thus, the supraspinatus 
tendon is forced against the coracoid, and may be 
seriously bruised or torn. The infraspinatus tendon is 
stretched across the glenoid cavity, and cases have 
been recorded in which it has been completely 
ruptured. Finally, the circumflex nerve is menaced 
by compression between the head of the humerus 
and the neck of the scapula. 


Technique of Treatment 


For this injury the standard treatment consists of 
reduction by Kocher’s method, followed by immobil- 
isation of the joint, with the arm bandaged to the 
side or in a sling, 
for three weeks or 
more. The object 
of this paper is to 


and more effective 
method of reduc- 
tion, by simple 
manual traction 
without anesthesia, 
and to condemn the 
practice of immo- 
bilising the joint. 
There is nothing 
new in these ideas. 
They have often 
been put forward Fic. 2—Tracing from radiogram of 
in the past, but dislocated shoulder-joint. Note’ 
they have not been close proximity of supraspinatus 
widely accepted, facet to coracoid process, 
although surpris- . 

ingly bad results have been revealed by observations 
in various clinics where the standard treatment has 
been used. 


Schultz (quoted by Stevens 1926) examined 160 
cases in Kutner’s clinic. Of these 54 were uncom- 
plicated dislocations, and yet all but 7 were left with 
some permanent disability. Rogers (1934) reported 
13 cases. All were reduced within 24 hours, and then 
immobilised for about a fortnight. Of the results, 


5 were classed as poor or bad, and those who recovered | 


completely took from three months to a year to 
do so. hite (1922) commented on the frequency of 
poor results, and classified them in five ups : 
(1) General stiffness. (2) Limited abduction with no 
atrophy of the deltoid (by this he obviously means 
the supraspinatus syndrome). (3) Limited abduction 
with gross atrophy of the deltoid. (4) Nerve palsies. 
(5) “ Arthritis ”—manifested by pain, stiffness and 
grating. Gubler (1922) observed that fracture of the 
greater tuberosity associated with dislocation entailed 
on the average a 17 per cent. residual disability. 


These results leave room for improvement. 
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REDUCTION 
Kocher’s manipulation is performed as follows :— 


The arm, with the elbow flexed, is pressed against 
the side of the body. The humerus is then externally 
rotated until resistance is encountered, and at this 

Oint the elbow is brought forwards, with the arm 


in the sagittal plane, as far as it will go. Slow inward 


rotation of the arm completes the manceuvre. 


Kocher (1870) believed that muscular relaxation was 
unnecessary for the reduction of a dislocated shoulder- 
joint. The maneuvre of external rotation was designed 
not to fatigue the subscapularis, but to twist the 
upper part of the capsule into a cord that would 
provide a point d’appui for the leverage exerted on 
the head of the humerus by means of the shaft. 
External rotation also causes the greater tuberosity 
to impinge against the anterior margin of the glenoid, 

- and this 
he con- 
sidered 
to be an 
essen- 
tial part 
of the 


; mechan- 
Supraspinatus moire 


: duction. 
Subscapularis For this 


Fic. 3—View from above of normal shoulder- reason, 
joint (diagrammatic). Kocher 
stated 
that fracture of the greater tuberosity rendered 
his method of reduction unsuitable. He believed 
that these exceptions would be few, but we know 
from routine X-ray examination of dislocated 
shoulders that they represent a formidable propor- 
tion of the whole. It is clear also that tears of the 
upper part of the capsule, which have been found 
in some autopsy specimens, would prohibit the 
mechanism which Kocher envisaged. However, 
experiments on the cadaver show that the capsule 
does not behave in the way he described: Kocher’s 
manipulation, then, can be assailed theoretically 
from many angles. It is mechanically unsound. 
These theoretical considerations would be unim- 
portant if the manipulation were successful in 
practice. Kocher himself failed only three times in 
300 cases, but 
in other hands 
the method has 
not yielded such 
excellent results. 
It frequently 
fails, and when 
consistent suc- 
cess is claimed 
from its use it 
is probable that 
the manipulator 
has made it 
efficient by 
altering the 
technique. In 
fact, Kocher’s 
manipulation is 
seldom performed according to the original des- 
cription. Traction is nearly always added to the 
manœuvres and is, I believe, the element most 
essential for success. It therefore seems preferable to 
employ traction alone, discarding the other manœuvres 
because they are dangerous. The leverage exerted 
by the shaft of the humerus is very great, and is 


InFraspinatus 


Infraspinatus 


CircumFlex 
nerve 


Fic. 4—Horizontal section through 
dislocated shoulder-joint. Note 
stretching of infraspinatus tendon. 
Circumflex nerve in danger. 


MR. GRAY: ANTERIOR DISLOCATIONS OF THE SHOULDER-JOINT [APRIL 22, 1939 927 


capable of damaging important structures. Rarely 
the shaft of the humerus has been fractured, but 
actually the soft parts are in greater hazard, a fact 


Fra. 5—Reduction by traction. ` 


which is vividly presented when Kocher’s manipula- 
tion is performed on the post-mortem specimen. 
The supraspinatus tendon is ground and levered 
against the coracoid process, and the infraspinatus 
tendon. already tense. is stretched still further. 

The method of reduction which is now to be 
described is easy to perform and does not in any way 
menace the joint or its surroundings. The following 
routine is recommended. | 


Obtain a preliminary radiogram to establish the 
position of the head and the presence or absence of 
fractures. Test for paralyses of the circumflex, 
median, radial, and ar nerves. Place the patient 
supine on a couch. He lies with the injured arm by 
his side, and with the humerus in a position of internal 
rotation. The joint is usually very painful. Gripping 
the limb by the elbow and forearm, pull firmly down-. 
wards. The pain disappears as soon as traction is. 
begun, and an anesthetic is unnecessary. Maintain 
the traction and bring the arm slowly away from the — 
side of the body until it is in 90° of abduction. At. 
this point the head will slip into the socket. If it 
fails to do so at once, encourage it by pressing lightly 
with the fingers of one hand. If necessary an assistant 
must apply counter-traction with an arm around the 
patient’s chest. Finally, have another radiogram 
taken to verify the reduction (fig. 5). 


It is important to realise that difficulty in reduction 
usually means that there is in the dislocation an 
abnormal element against which the exhibition of 
force would be not only futile but dangerous. Opera- 
tion should then be advised. The following is a case 
in point. 

A dislocated shoulder-joint was shown by radio- 
graphy to be complicated by a fracture of the greater 
tuberosity. <A large fragment, involving the whole 
of the greater tuberosity, had been detached from 
the humerus. An attempt to reduce the dislocation 
by manipulation failed, and operation was therefore 
performed. When the joint was exposed it was found 
that the tendon of the long head of the biceps had 
escaped from its groove, slipped across the fractured 
surface, and taken up a position behind the head of 
the humerus, where it presented an insuperable 
obstacle to reduction. 


AFTER-TREATMENT 

The following table, published by de Marbaix 
(quoted by Schlaepfer 1924), speaks for itself, 

Average time for 


Aftcr-treatment recovery (days) 
Immediate mobilisation ss ae e 18 
Immobilisation for 1 week .. oa s3 55 

3 » 2 weeks.. Es ae 121 
A oo a aa .. ee. 300 
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Everyone will agree that immobilisation of the 
shoulder-joint after a dislocation leads to stiffness, 
yet many continue to practise it as a safeguard 
against recurrence, either immediate or remote. It 
may be said at once that, unless the glenoid process 
has been fractured, active movements may be 
permitted as soon as reduction has been performed, 
without fear of recurrence. Why should the dis- 
location recur ? The capsule is torn, but in any case 
plays a very minor part in securing the stability of 
the joint. At the shoulder, of all joints, stability 
depends not on the capsule, nor on the shape of the 
articulating surfaces, but on the muscles surrounding 
the joint ; and the muscles will prevent redislocation. 

It is our custom, as soon as the dislocation is 
reduced, to ask the patient to stand, and to instruct 
him to put the joint through a full range of active 
movement in every direction. The majority of 
patients are able to achieve full abduction and 
elevation, and to rotate the humerus internally and 
externally, without difficulty. If there is much pain 
a sling is permitted for 24 hours after reduction, but 
this is usually unnecessary. Active (not passive) 
movements are begun at once, and the joint is not 
restricted in any way. 

The danger of recurrent or habitual dislocation 
remains to be considered. It is difficult to believe 
that lack of immobilisation of the joint after a primary 
dislocation can be responsible for recurrence of the 
dislocation. I have not seen many cases of recurrent 
dislocation, but as it happens in all of them the 
shoulder-joint was immobilised for several weeks 
after the primary dislocation. On the other hand, 
I have seen many cases of dislocated shoulders in 
which immediate active movements were permitted, 
and so far none has recurred. De Marbaix reports 157 
cases in which the shoulder-joint was not immobilised 
after reduction, and there were no recurrences. 

In a case of recurrent dislocation the successive 
luxations are evoked with a facility which suggests 
that theré is some grave blemish in the structure of 
the joint. Bankart (1938) has established the nature 
of this defect. Describing the operative findings that 
have been present without exception in a series of 
30 cases, he says, - 

“ The head shears off the fibrocartilaginous glenoid 


ligament from its attachment to the bone. The 

| detach- 
ment 
occurs 
over 
practic- 
ally the 
whole 
of the 
anterior 


SUPRASPINATUS 


glenoid 
rim. 
The rea- 
son why 
the dis- 
location 
recurs 
after 
reduction is that, whereas a rent in the fibrous capsule 
heals rapidly and soundly, there is no tendency what- 
ever for the detached glenoid ligament to reattach 
itself to the bone. The defect in the joint is therefore 
permanent, and the head of the humerus is free to 
move forwards over the anterior rim of the glenoid 
cavity on the slightest provocation.” 


_., WEIGHT 
"OF ARM’. 


Fie. 6—Action of supraspinatus muscle. 


How this defect is produced need not be discussed 
here, but the lesion is obvious at operation, and 
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anyone who has seen it will be convinced that it could 
never be induced to heal by immobilising the joint 
after the initial dislocation which produces it. The 
lesion can only be repaired by surgical measures. 

We have, therefore, no reason to oppose the 
principle of immediate active use of the shoulder 
after the reduction of a dislocation. No uncomplicated 
dislocation need be immobilised at all. Free move- 
ments may be permitted as soon as the dislocation 
has been reduced. By this means recovery will be 
accelerated if the dislocation is of the ordinary type, 
and if the lesion which leads to recurrence is present 
no harm will be done, because such a lesion cannot 
be influenced by immobilising the joint. 


Complications 


The three most common complications are: 
(1) fracture of the greater tuberosity ; (2) injury 
of the supraspinatus tendon ; and (3) nerve palsy. 
The first two of these are often present, the 
third very 
rarely. 
Fractures 
of the 
greater 
tuberosity 
are, of 
course, 
revealed 
by radio- 
graphy. 
Injuries of 
the supra- 
spinatus 
tendon, 
although 
invisible 
radio- 
graphic- 
ally, are 
associated 
with defin- 
ite clinical 
signs, 
and are easily diagnosed; they will be considered 
first. 


Deltoid 
contracting strongly but abduction is 
limited and is purely scapulo-thoracic. 
Note characteristic “‘hunching” of 
shoulder. 


Fig. 7—Supraspinatus syndrome. 


INJURY TO THE SUPRASPINATUS TENDON 


In the description of a dislocated shoulder-joint 
dissected in the post-mortem room, it was noted that 
the supraspinatus tendon is seriously menaced by its 
proximity to the coracoid process. At the moment of 
dislocation the head of the humerus may impinge 
on the coracoid process with a violence sufficient to 
bruise or even rupture the supraspinatus tendon, and 
unskilful attempts to reduce the dislocation may 
cause further damage by grinding the tendon between 
the head of the humerus and the coracoid process. 
It is not surprising, therefore, that clinical signs of 
supraspinatus dysfunction should very frequently be 


present during recovery from a dislocation of the 


shoulder-joint. 

The syndrome associated with this type of injury 
is well known. The supraspinatus muscle is a synergist 
of the deltoid. During abduction of the arm by the 
deltoid the head of the humerus tends to slip upwards 
over the glenoid fossa. The supraspinatus, pulling 
transversely, holds the articular surfaces firmly 
together, thus supplying a fulcrum against which 
the deltoid works (fig. 6). Injuries of the supra- 
spinatus tendon therefore interfere with abduction 
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of the arm, The supraspinatus syndrome presents the 
following combination of signs. 


(a) Active abduction is limited to about 40°, and this 
range of abduction is obtained by scapulo-thoracic 
movement 
only; there is 
no scapulo- 
humeral move- 
ment, 

(b) The del- 
toid can be felt 
j) 5 to contract 
Y strongly, thus 
excluding cir- 

cumflex palsy. 
(c) Passive ab- 
} oN duction is not 


NE limited—i.e., 
} 


stiffness is not 
disability 


cs 


pn 
the cause of the 
7 and 8). 


(figs. 

This syndrome 
may be pro- 
duced by a con- 
tusion of the 
tendon, in which 
case the dis- 
ability will be 
transient, or by a complete rupture, in which case it 
will be permanent unless operative repair is under- 
taken. It is difficult to evaluate the severity of the 
injury to the tendon. The ambiguous nature of the 
supraspinatus syndrome has been discussed by the 
present writer in an earlier communication (1938). 
Complete rupture is very rare as a sequel of disloca- 
tion of the shoulder-joint, and as a rule recovery 
from a tendon injury may be confidently anticipated, 
though the syndrome may persist for several months. 

In these cases the after-treatment of the dislocation 
must, of course, be modified. Such active movements 
as the patient is capable of performing are: permitted 
as béfore, but in addition, to prevent stiffness, the 
joint must be put through a full range of passive 
movement ‘every day. After a week there is 
usually evidence that recovery is taking place. The 
range of movement increases, and the shoulder 
becomes more powerful. 

There are a few cases in which this improvement 
does not take place, presumably because the supra- 
spinatus tendon has suffered a more serious injury, 
perhaps involving also the tendon of the infraspinatus. 
The reasonable course in these circumstances is to 
rest the tendons for.a time. This cannot be done 
by supporting the arm in a sling. In the sling position 
the weight of the arm is allowed to drag upon the 
supraspinatus tendon, and since the humerus is in 
the position of internal rotation, the infraspinatus 
tendon is stretched, and not relaxed as, on physio- 
logical grounds, it ought to be. Obviously the shoulder 
should be supported on an abduction splint to hold the 
humerus in 90° of abduction, 30° in front of the coronal 
plane, and about 40° of external rotation. In this 
position the damaged tendons are satisfactorily relaxed. 

In practice, the abduction splint is very rarely 
required because the majority of these tendon injuries 
show early signs of spontaneous recovery. Operation 
is necessary for only a minute proportion of the 
cases, but it is important to remember that complete 
rupture of the supraspinatus tendon can happen as 
a complication of dislocation, and will demand 
operative repair. Complete ruptures may be diagnosed 
at an early stage from the severity of the disability, 
and the presence of a palpable gap in the tendon. 


Fig. 8—Supraspinatus syndrome. 
Passive abduction is not restricted. 


Others are suspected only after a long period of 
expectant treatment has failed to produce a cure. 
The prospects of successful operative treatment 
fade rapidly if the diagnosis is delayed. 

FRACTURE OF THE GREATER TUBEROSITY 


Reference has already been made to the series of 
127 dislocations quoted by Nash, in which fracture 
of the greater tuberosity was present in 22 per cent. 
This is probably ‘a fair index of its frequency. The 
separated fragment is usually small, comprising that 
upper part of the greater tuberosity where the 
supraspinatus tendon is inserted; but occasionally 
a large fragment, involving the whole of the greater 
tuberosity, may be broken off. The fracture is 
produced by the impact of the greater tuberosity on 
the upper border of the glenoid process when the 
humerus is violently abducted during the process 
of dislocation. The small fragment thus isolated 
remains almost in situ, sustained by the musculo- 
tendinous cuff in which it is embedded. In these 
cases, radiography after reduction nearly always 
shows that the small fragment is perfectly coapted 
to the head of the humerus, and there is as a rule 
no tendency to displacement, immediate or remote, 
Rarely the small fragment is retracted by the 
supraspinatus muscle and is to be seen radiographically 
lying under the coraco-acromial arch. 

It might be expected that these fractures, involving 
as they do the supraspinatus facet, would impair the 
action of the supraspinatus muscle, and in fact they 
often do so, but not always. In the exceptions abduc- 
tion is unaffected because, although the supraspinatus 
cannot act directly on the humerus, the other 
components of the musculo-tendinous cuff (the sub- 
scapularis and infraspinatus) are able to do so, and 
they control the head of the bone whilst the deltoid 
abducts the shaft. 

If there is no displacement at the fracture site the 
after-treatment of the dislocation need not be modified. 
Unrestricted active movements are permitted, with 
the addition of a full range of passive movements 
every day if the supraspinatus syndrome is present. 

Displacement of the small fragment is equivalent 
to a complete rupture of the supraspinatus and may 
be treated by placing the arm on an abduction splint 
in the optimum position (90° abduction, 40° external 
rotation, and 30° in front of the coronal plane). In 
this position the detached fragment is accurately 
approximated to the raw area from which it was 
displaced. The splint must be worn until the arm can 
be actively elevated away from- it. As a rule splintage 
is required for about two months. Some patients 
are very reluctant to wear an abduction splint, and 
may be offered the alternative of operative reduction. 


NERVE PALSY 
In our experience paralysis has happily been 


-uncomimon as a complication of dislocation of the 


shoulder-joint. Some authors, however, have reported 
an extremely high incidence of nerve injuries. Thus, 
Murray (1931) estimated the incidence of nerve palsy 
at 55 per cent., and White (1922) at 20-30 per cent. 
Gubler’s (1922) figure of 3-9 per cent. is much nearer 
our own experience. 

During dislocation of the shoulder-joint nerves 
may be injured in two different ways. In the first 
place, during the forcible abduction which precedes 
dislocation the neurovascular bundle is stretched 
tightly over the head of the humerus. This is the 
mechanism by which paralyses of median, radial and 
ulnar nerves are produced. 

The circumflex nerve may be injured in the same 
way, but it is exposed to an additional danger. The 
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dissection of a dislocated shoulder-joint showed how, 
when the humerus is internally rotated, the head 
of the humerus may roll on to the circumflex nerve 
and crush it against’the antero-inferior margin of the 
glenoid (fig. 4). 

These nerve injuries are rarely complete. The 
paralysed muscles should be supported in a position 
of relaxation by suitable splints, whilst massage and 
electrical stimulation are used to preserve their 
nutrition. 

Reviewing the complications as a whole, it will 
be seen that the tendon injuries are of paramount 
importance.. The integrity of the supraspinatus 
tendon and its facet of insertion is the dominant 
factor. Nerve injuries occupy a subordinate position 
because they are so uncommon. 


Results 


The records of 30 cases treated by the method 
advocated in this paper are given below. In. 19 
there was no bony injury ; in the remaining 11 there 
was a fracture of the greater tuberosity. 

In the cases with no bony injury the results were 
as follows. 


Cases 
Complete recovery (average time twelve days).. 15 
Slight permanent limitation of movement : 1l 
Poor result (marked stiffness) (a woman of 60) 1 
Complete rupture of supraspinatus tendon 
Circumflex palsy .. es z at, SS 1 


The supraspinatus syndrome was present in 5 cases 
in this group. It was transient in 4 of them, but the 
fifth case did not improve and operation revealed a 
complete irreparable rupture of the tendon. 

Cases with fracture of the greater tuberosity—Of 9 
cases without displacement 7 recovered completely 
in an average period of nine weeks and 2 showed a 
fair result (80 per cent.). The supraspinatus syndrome 
was present for a time in 2 cases of this group. Of 
2 cases with displacement, in both of which the 
supraspinatus syndrome was present, recovery was 
complete in periods of four months and six months. 


Summary 


Dissection of a dislocated shoulder-joint in the 
cadaver illustrates the danger of injury to (a) the 
supraspinatus tendon ; (b) the infraspinatus tendon ; 
(c) the circumflex nerve. 

Kocher’s method of reduction increases the risk of 
injury to the tendons, and in addition is mechanically 
unsound. Reduction by manual traction on the 
abducted arm, without anesthesia, is recommended. 

Immobilisation after reduction leads to prolonged 
disability. Active movements should be allowed at 
once, except in the presence of certain complications. 

Of 19 uncomplicated cases treated on these lines 
15 recovered completely within 12 days; of 11 with 


fractures of-the greater tuberosity 9 recovered com- - 


pletely but recovery was considerably delayed. 


I am indebted to Mr. Blundell Bankart for per- 
mission to use the case-records quoted in this paper, 
and to the director of the Bland-Sutton Institute of 
Pathology for opportunities of post-mortem study. 
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HERPES ZOSTER AND VARICELLA 
SIMULTANEOUSLY IN THE SAME PATIENT 
By D. G. FERRmAN, B.M. Oxfd, M.R.C.P. 


MEDICAL REGISTRAR AT WESTMINSTER HOSPITAL, LONDON 


Von Bokay seems to have been the first to draw 
attention to the clinical association of herpes zoster 
and varicella. Since his time many instances have 
been noted of zoster arising in contacts of varicella 
patients, and a much smaller number of cases of 
varicella in zoster contacts. Cross-agglutination and 
cross-complement-fixation tests between convalescent 
zoster and varicella sera, and the virus suspensions 
from the vesicles of the two diseases, have shown the 
two organisms to be similar if not identical (cf. Amies 
1934, Netter and Urbain 1926). The Shelmires 
(1928), quoting Kundratitz, record the appearance 
of varicella eruptions in children inoculated with 
the contents of zoster vesicles; only those children 
who had not had varicella acquired the disease, and 
subsequently these became immune to it. 

The simultaneous occurrence of herpes zoster and 
varicella in the same patient is not common, and 
for this reason the following case is recorded. Dr. J. L. 
Franklin was kind enough to see the patient and 
confirm the diagnosis. 


CASE-RECORD 


An otherwise healthy man of 58 suffered from osteo- 
arthritis of the hip, for which he was given short- 
wave diathermy twice a week. On Dec. 14, 1938, 
after the fifth treatment, a throbbing pain started in 
his right groin and became steadily worse for four 
days. A zoster eruption then appeared in the right 
groin and gluteal region, with a few isolated vesicles 
on the front of the thigh. The distribution was 
approximately that of L. 1 and 2, and to a slight 
degree L.8. The vesicles in the groin and on the 
buttock were massive and confluent. Two days 
later a typical varicella eruption appeared. ‘ The 
vesicles came out in crops and were centripetal in 
distribution ; some were found among the hairs and 
in the buccal cavity, but none on the palms or soles. 

The temperature was normal on Dec. 14, 99-4° F. 
on the 19th, and 99-6 F. on the 20th and then returned 
to normal. Both sets of vesicles had dried by the 
21st, and their scabbing was almost complete by the 
25th. By Jan. 12 nearly all the scabs had dis- 
appeared, the zoster scabs being the last to separate. 
The pain had much improved by Dec. 31, and could 
be controlled with Veganin. About Jan. 2 trouble- 
some hypersesthesia of the skin of the right groin and 
gluteal region appeared. This and the pain were still 
present on the 28th but were then negligible. The 
patient felt extremely lackadaisical for some time, 
but was able to return to work. 

A certain amount of both varicella and zoster was 
epidemic in the neighbourhood at the time, but no 
direct history of contact or of passage could be 
obtained. 


DISCUSSION 


In a review of the literature up to 1923 
Parounagian and Goodman (1923) found records of 


. 29 cases in which zoster and varicella occurred 


together, and in subsequent papers I have found 
references to 50 others and detailed records of 19 
more. In some of these 19 cases the records 
were incomplete, but so far as they were available 
the details of these (including the one, case reported 
here) were as follows. Of 17 patients. 12 were 
over fifty, and 16 out of 19 were males. (These 
figures are strictly comparable with those obtainable 
from Parounagian and Goodman’s paper; of the 
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cases they collected 17 out of 26 were over fifty, and 
20 out of 27 were males). Zoster was invariably 
either coincidental with or antecedent to the varicella, 
the longest interval being twelve days; in 12 out of 
15 cases the interval was five days or less. Netter’s 
(1920) findings in 16 cases were similar to these. In 
7 cases the patients had been in contact with either 
varicella or zoster. Severity is difficult to assess, 
but I did get the impression that most of the cases 
were severe. A significant feature is that 2 died and 
1 was apparently only saved by convalescent serum. 

Tenneson is said first to have drawn attention to the 
occurrence of scattered groups of zoster vesicles 
away from the main eruption, and this type of case 
must be clearly distinguished from that discussed 
here. The aberrant vesicles of zoster show their nature 
by their spinal-root distribution and by the absence 
of the characteristics of a varicella eruption. An 
extreme type of this condition is the so-called 
generalised herpes zoster. The spinal-root distribu- 
tion is absent from the cases described in this paper, 
and the eruption has all the characteristics of 
varicella. 
distribution, and may be found in the hair and on 
the mucous membranes; generally speaking it 
avoids the palms.and soles. 

Three main explanations of the zoster-varicella 
association are possible. First, the two diseases 
may be caused by two different organisms, their 
clinical association being purely fortuitous. Secondly, 
the two disease syndromes may be caused by the same 
= virus, which acting via the posterior-root ganglia 
gives rise to zoster and via the blood-stream to 
varicella, Thirdly, the viruses may be quite distinct, 
giving rise each to its particular clinical picture, 
but being closely related antigenically and capable 
of changing the one into the other. This last explana- 
tion would account for some of the anomalies in the 
cross-immunity reactions (Amies 1934). 

The type of case I am reporting is at least consistent 
with the close relationship if not identity of the 
organisms responsible for the two syndromes. 


SUMMARY 


A case of herpes zoster and varicella arising simul- 
taneously in the same patient is described and 
reference is made to others recorded elsewhere. The 
condition is most common in elderly men, and the 
appearance of the varicella usually follows the 
zoster within five days. Such cases support the view 
that the eruptions are cavsed by identical or closely 
related organisms, | 
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THROMBOCYTOPENIC PURPURA 


REPORT OF A CASE 


By G. H. JENNINGS, M.D. Camb., M.R.C.P. 


PHYSIOIAN TO THE REDHILL COUNTY HOSPITAL, EDGWARE; LATE 
FIRST ASSISTANT AT THE BRITISH POSTGRADUATE 
MEDICAL SOHOOL; AND 


L. I. M. CASTLEDEN, M.D. Lond., M.R.C.P. 


i DEMONSTRATOR OF OLINICAL MEDIOINE IN THE BRITISH 
POSTGRADUATE MEDICAL SCHOOL 


ESSENTIAL thrombocytopenia is characterised by 
multiple hzmorrhages into the skin or mucous 
membranes, a reduced platelet count, a prolonged 
bleeding-time, and a normal coagulation-time with 
a blood-clot that does not retract. The etiology 
of the condition is obscure, and its causation has: 
at different times been ascribed to :— 


(1) A defective production of platelets by the 
marrow, either because there is a megakaryocyte 
aplasia or because their maturation does not occur. 
Inhibitory substances produced by the spleen have 
wie (Minot 1917, Askanazy 1930, Frank 

(2) A damaged capillary endothelium, possibly 
due to some splenic substance, to which the reduction 
of platelets is a secondary phenomenon. There 
seems to be no doubt that some vascular changes 
occur in the disease, and it has been shown both 
clinically and experimentally that the platelets can 
be reduced without hemorrhage. If the capillary 
endothelium is damaged, however, when the platelet 
count is low, purpura develops which is said to be 
proportional in severity to the lack of platelets 
(Whitby and Britton 1935). 

(3) An excessive destruction of possibly defective 
platelets by the spleen (Kaznelson. 1916); but, 
although splenectomy, may alleviate the . purpuric 
symptoms, the platelet count may not rise, or the 
pee. rise may soon fall again to the former 
evel. i 

The thrombocytopenia seems to be one factor which 
with others is operative in producing the condition, 
because a critical level of 40,000 platelets below 
which purpura develops has been described in some 
patients, in whom raising the count above this figure 
by transfusion of whole blood, each 400 c.cm. of 
which contributes some 40,000 platelets per c.mm. 
to the circulation, causes a temporary cessation of the 
hæmorrhagic tendency. 

The spleen is implicated in the various theories 
of the causation because splenectomy so often 
alleviates the condition, Spence (1928), reviewing 
101 cases of splenectomy performed for thrombo- 
cytopenia, found that there was a cure in 85 per cent. 
of chronic cases, improvement in 10 per cent., and 
failure in 5 per cent. It seems worth while therefore 
to report a case in which neither transfusion nor 
splenectomy had more than slight and transient 
influence on the hemorrhagic tendency, and in which 
the management of severe uterine hemorrhage 
continuing after these procedures presented a problem 
in therapeutics. 

CASE-RECORD 


Mrs. A. B., aged 33, a bakery hand, was admitted 
to Hammersmith Hospital on Jan. 5, 1938, under 
the care of one of us (G. H. J.). She complained of 
excessive loss at her periods and bruising. of the skin. 

Her periods began at the age of 14 and had always. 
been regular, with a moderate loss for five days, 
until four months before admission, when she had a 
profuse loss at the expected time. This was repeated 
at subsequent periods, the loss tending to become 
more profuse and to be more prolonged each time. 
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Three weeks before admission she noticed on the 
backs of her hands bruises which were painless and 
not related to injury. Other bruises appeared soon 
afterwards on her legs and later all over her body. 
One week before admission her tongue was very sore, 
and a crop of ‘‘ blood-red ulcers ” appeared, which 
had healed before admission. She complained of 
no other symptoms, and her diet had been adequate. 

Past history.—Her childhood had been healthy 
except for frequent sore-throats and growing-pains. 
Eight years previously she had had an abscess in 
the lower jaw after the extraction of a tooth. Two 
years previously there had been bleeding of the gums, 
for which all her remaining teeth had been extracted. 
She had remained well since then up to the onset of 
her present illness. She had had two pregnancies 
with normal confinements and puerperia. There 
had been no miscarriages. 

Family history.—Her family came of healthy stock, 
and none of them had shown any undue tendency 
to bleed. 

On admission she was a well-nourished, stockily 
built, and rather pale woman, with a normal tempera- 
ture and normal pulse-rate and respiration-rate. 
There were several large ecchymoses on her legs, 
thighs, and arms, and a petechial eruption all over her 
body. A few petechize were present on the tongue, 
but all other mucous membranes were normal. In 
the cardiovascular system there was an apical systolic 
murmur but no other abnormality. The blood- 
pressure was 110/70 mm. Hg. The lungs were normal, 
as was also the abdomen, neither the liver nor the 
spleen being palpable. The right pupil was larger 
than the left, but both reacted to light and accom- 
modation, and the central nervous system was other- 
wise normal. A profuse menstrual loss was occurring. 


A blood-count showed :— 


Red cells .. -. 4,400,000 Polymorphs .. .. 75% 
White cells 8000 Lymphocytes 23% 
Heemogiobin ‘ 62% Monocytes 1% 
Platelets .. ae 54,000 Basopbils 1% 


No abnormal cells were seen. The bleeding-time 
was 20 minutes and the coagulation-time normal. 
A tourniquet test was strongly positive. 

A diagnosis of thrombocytopenic purpura was 
made and the patient put on iron and ammonium 
citrate gr. 90 daily. : 

Course of illness.—On Jan. 8, 1938, the menstrual 
loss ceased, but fresh ecchymoses and petechize 
were still appearing. Further platelet counts on 
the llth and 13th gave figures of 75,000 and 80,000 
respectively, and examination of the clot on the 13th 
showed no retraction. 

On the 15th a transfusion of 600 c.cm. of citrated 
blood (group 2) was given, but on the 18th profuse 
uterine bleeding started again and fresh crops of 
petechis and ecchymoses appeared. A blood-count 
on the 19th showed red cells 5,300,000, hæmoglobin 
100 per cent., white cells 5000, and platelets 53,000. 

The uterine bleeding ceased after three days, and, 
although fresh crops of petechise appeared and the 
platelet count remained low (53,000-—62,000), the 
patient appeared to be improving. 

On the 24th, with the platelet count at 54,000, 
there was a particularly severe petechial eruption 
on the legs and thighs and from the 25th to the 
29th (inclusive) 10 mg. of citrin (vitamin P) was 
given intravenously each day but without any effect 
on the capillary-resistance test. 

By the date of discharge (Feb. 4) the patient was 
perfectly well and had no angemia or rash. Had it 
not been for the platelet count (46,000) and the positive 
capillary-resistance test, she might have been thought 
to be fully recovered. However, on the 18th she had 
to be readmitted on account of general weakness 
and a fresh widespread outburst of petechiz. 

Her blood-pressure, which always tended to be 
subnormal, was only 90/60 mm. Hg, and there was 
again some ansemia (hemoglobin 76 per cent.). On 
the 14th profuse intermenstrual uterine hemorrhage 
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began again, and the hæmoglobin fell rapidly to 40 per 
cent. by the 18th. On this date the uterine bleeding 
showed no signs of abating, fresh ecchymoses and 
petechiz continually appeared, and it was evident 
that only urgent treatment would prevent the 
patient from bleeding to death. A transfusion of 
600 c.cm. of citrated blood was given on the 19th. 
Uterine bleeding gradually lessened during the 
next week but did not cease. On the 25th the blood- 
count was: 3,400,000 red cells, hemoglobin 56 per 
cent., and 49,000 platelets. The hemorrhage con- 
tinued with only moderate loss until the end of the 
month, and then, another period being due, it 
increased again, and there were further petechial 
outbreaks. So profuse was the uterine hemorrhage 
that the uterus had twice to be plugged, but the 
bleeding was not controlled, and it was decided 
to remove the spleen. 
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7 38 -. {20 
10 |++ sa cg 46 ist i eve 
iz | + 3.500 | 58| 40 | 26] 3 e 
. Neg. 
13 + i B 45 vid rte = 
14 + as 56 | 53 34 ae 
15 + acid 85 3$ os 
16 | St 3-400 | 58 | 113 12 ae Neg. 
| aC ae: 
20 + eo se ee a 
21 + ° ee 87 11 To 
40 
22 + 4:000 | 72 71 13 x sa 
23 j++ 66 | 64 9 ie 
25 + 66 : 15 +12P 
28 + 70 12 és 
30 | St |April1,P+/ 3-500 | 66 | 70 12 ia + 
April 
j ? 4-500 | 76 | 62 9 | 1544 | ++ 
: vy an 1o9++ | + 
9 è 72 82 15+ s 7 
14 3°960 | 68 | 45 8 ee l 
25 + 5:200 | 96 | 80 10 wie 
27 + + ee > e e 
30 + 3:200 | 54 | 43 10 S 
May 
9 3-900 | 70 | 54 10 í i 
12 4-700 | 88 | 66 7 ` š 
27 4:500 | 84 | 59 4 a sa 
June 
6 . ee es ee 
13 + $ 78 à 4 
28 + e ee e 
July 
1 | St ; 74 è è 
4 | St 3-600 | 64 | 56 6 ‘ è 
Aug. 
2 |. St 4:700 | 82 | 83 8 sa : 
25 | St 94 | 56 i 10 + 
Sept 
20 | St è 88 | 66 ` 11 + 


Blood-transfusions each of 600 c.cm. of citrated blood of the 
same group as the patient were given on the following dates : 
Jan. 15, Feb. 18, March 2, 5, and 8, April 23, and May 10, 1938. 

St = stopped. E and P= Ecchymoses and petechiæ. 
* 4 hours after operation. 
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Intramuscular injections of progesterone 1 c.cm. had 
been given daily from Feb. 26 to March 5, but without 
effect. Further transfusions of 600 c.cm. of citrated 
blood were given on March 2, 5, and 8 to prepare 
the patient for operation. As can be seen from the 
table, the hemoglobin was only raised from 62 per 
cent. to 74 per cent., and the platelet count remained 
low (40,000). The red-cell count remained between 
3,500,000 and 4,000,000. | 

Operation and subsequent course.—Splenectomy 
was performed by Prof. G. Grey Turner on March 10, 
and a spleen somewhat larger than normal was 
easily removed. No splenunculus was seen at the 
operation. The histological report on, the spleen 
was that it showed congestion and hyperplastic 
changes in the pulp with some fine fibrosis and an 
excess of leucocytes. 

On the day after the operation the blood-count 
was: 4,000,000 red cells, hemoglobin 70 per cent., 
26,000 white cells, and 44,000 platelets; and the 
bleeding-time was only 7 min., though before opera- 
tion it had been so prolonged that snake venom had 
been required to arrest bleeding which continued 
for Lene. minutes after the skin puncture had been 
ma e. 

The course of the case after operation is seen in the 
table, but a few important events may be mentioned. 
Six days after operation (March 16) the uterine 
bleeding, which had gradually lessened after opera- 
tion, ceased altogether, and the tourniquet test 
became negative. The bleeding-time was only 
34 min. and, although the anæmia was greater 
(3,400,000 red cells, hemoglobin 58 per cent., and 
12,000 white cells), the platelets had risen to 120,000. 
It is evident from the table that the platelet count 
rose during the eight days following the operation 
from a preoperative level of 38,000 to 120,000 on 
March 18, after which it again fell. 

The improvement in bleeding-time and capillary 
resistance preceded the improvement in the platelet 
count, and the tendency to bleed, as judged by these 
two tests, returned before the platelet count fell to 
its former level. It is also interesting to note that 
uterine bleeding (intermenstrual) began again ten 
days after operation (March 20) while the platelets 
were still 87,000, a much higher level than before 
operation and one well above the supposed “‘ critical ” 
level. The bleeding-time by this date had increased 
to 11 min. 

On March 30 the uterine hemorrhage stopped 
spontaneously, but fresh crops of petechiæ continued 
to appear. The patient was anemic, with a platelet 
count of 45,000-82,000 and a bleeding-time of about 
15 min. A further transfusion of 600 c.cm. of blood 
was given on April 23, and two days later profuse 
uterine bleeding began again, accompanied by fresh 
ecchymoses and crops of petechiæ. Punctures made 
for blood-counts would bleed four or five hours, 
and the patient had occasional small epistaxes. 

Because of the severity of the loss of blood from 
the uterus, which reduced the blood-count to 3,200,000 
red cells and the hemoglobin to 54 per cent., hyster- 
ectomy was considered but was thought to be too 
dangerous. The hemorrhage stopped again spon- 
taneously on April 30, and a further transfusion on 
May 10 improved the blood-picture to 4,700,000 
red cells, hemoglobin 88 per cent., with 66,000 
platelets. 

On May 17 radiotherapy was started, for it was 
thought that the induction of an artificial meno- 
pause by this means was the safest way of controlling 
what threatened to be a dangerous loss of blood. 
The patient received 2000 r units toeach of two fields 
on the anterior aspect of the abdomen, which is a 
depth dose to the uterus and ovaries of 1300 r. 

The next menstrual flow occurred a week later 
than the patient expected it and lasted for ten days, 
the daily loss being about equal to that of a normal 
period. Its only effect on the blood-picture was to 
reduce the. hemoglobin from 84 per cent. to 78 per 
cent. Since the patient received radiotherapy there 
have been no fresh ecchymoses, and petechiæ have 
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been fewer. The platelet count has remained 
unchanged in the region of 59,000—55,000. 

A further menstrual period lasted four days from 
June 28 to July 1, with only a modérate loss. A 
blood-count after this showed 3,600,000 red cells, 
hæmoglobin 64 per cent., and 56,000 platelets. The 
blood-count has further improved since then, showing 
on Aug. 2 4,700,000 red cells, hemoglobin 82 per cent., 
8000 white cells, and 83,000 platelets; and at that 
date the patient was well, with no ecchymoses or 
bleeding, but with an occasional small crop of petechie. 
Up to the present she has remained well with a 
normal hemoglobin and red-cell count. There has 
been no uterine blood loss since June. A few 
petechie appear from time to time and the platelet 
count is still low. 

The capillary-resistance tests were performed by 
maintaining a pressure of 80 mm. Hg in the cuff of 
a sphygmomanometer for five minutes. The platelets 
were counted by the Lempert Kristenson technique. 


SUMMARY 

A case of thrombocytopenic purpura has been 
described in which the age at onset was 33 and the 
chief symptom an excessive menstrual loss of blood. 
Blood-transfusions had no effect in controlling the 
hemorrhagic tendency, and the improvement follow- 
ing splenectomy was transitory. The severe uterine 
bleeding which endangered the patient’s life was 
finally controlled by the X-ray induction of an artificial 
menopause, ? 

After splenectomy there was no correlation between 
the level of the platelet count and the bleeding- 
time or capillary resistance, which suggests that in 
this patient thrombocytopenia was not the chief 
cause of the tendency to bleed. 

Arrest of the uterine bleeding has been followed 
by an improvement in the anzmia and the appearance 
of fewer spontaneous ecchymoses and petechiz. 


We wish to make most grateful acknowledgment 
of the considerable help we have received from 
Dr. R. G. Macfarlane in investigating this case. The 
case-report is published by permission of the medical 
officer of health for the county of London. 
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FURTHER OBSERVATIONS ON THE 
SIMILARITY OF STILBG@STROL AND 
NATURAL C&STROGENIC AGENTS 


By A. PALMER, M.D. Oregon 
ROCKEFELLER RESEARCH FELLOW; AND 


S. ZUCKERMAN, D.Sc. Lond., M.R.C.S. 
(From the Department of Human Anatomy, Oxford) 


DIETIYL-STILBGSTROL, a synthetic di-phenol, has 
the following properties common to cstrogens: 
(1) injected into ovariectomised rats and mice it 
produces cestrus (Dodds, Golberg, et al. 1938, 
Emmens 1939); (2) it causes growth of the endo- 
metrium inrats and rabbits (Dodds, Lawson, and Noble 
1938, Kreitmair and Sieckmann 1939) and in monkeys 
(Bishop et al. 1939), and in the latter animals it 
activates the sexual skin; (3) it causes changes in 
the feathers of capons and in the teats of guineapigs 
(Dodds, Lawson, and Noble 1938, Kreitmair and 
Sieckmann 1939) ; (4) it can be used instead of natural 
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Photomicrograph of transverse section of uterus of a 
spayed rhesus monkey on the 29th day of an “ artificial 
cycle ° produced by a 14-day course of stilbcestrol 
followed immediately by a 14-day course of stilbcestrol 
and progesterone. (x 4.) 


cestrogens in the treatment of symptoms resulting 
from hypofunction of the ovaries either at the meno- 
pause or at other times (Bishop et al. 1939, Winterton 
and MacGregor 1939, Loeser 1939); (5) it can 
interrupt early pregnancy in rabbits (Parkes et al. 
1938); and (6) it appears to inhibit the gonadotropic 
activity of the anterior pituitary of the rat (Noble 1938a 
and b). Stilbcestrol differs from the natural cestrogens 
in that it is much more active by mouth, and that 
when injected, although (like the natural estrogens) 
it inhibits the effects of injected androgenic hormone 
on the comb of capons, it has (unlike the natural 
estrogens) no inhibiting effect on comb-growth when 
it is administered by inunction (Mihlbock 1939). In 
view of this difference we have investigated the 
properties of stilboestrol further in the following three 
ways. 

(1) The sensitisation of the endometrium to allow of 
progestational differentiation.—The hormone of the 
corpus luteum (progesterone) has practically no effect 
on the endometrium unless this has been previously 
acted on by cestrogenic hormone. An experiment 
carried out on a spayed rhesus monkey shows that, 
in this respect, stilbostrol behaves like natural 
estrogens. Corresponding observations on rabbits 
have been reported by Dodds, Lawson, and Noble 
(1938) and by de Fremery and Geerling (1938). 

The monkey was injected daily for fourteen days 
with increasing doses of stilbcestrol, a total of 2-7 mg. 
being administered, Beginning on 
the fifteenth day 2:5 mg. of pro- 
gesterone was administered daily for 
fourteen days, 5 ug. of stilbestrol 
being injected each day during the 
period of progesterone treatment. 
‘The figure, a photomicrograph of a 
transverse section of the uterus of 
the monkey, shows a fully developed 
progestational (premenstrual) endo- 
-metrium, which in no way differs 
from the type of endometrium pro- 
duced in such experiments when 
cstrone is used. 

(2) Intravaginal application of 
stilbestrol.—Pellets of cotton-wool 
‘which bad absorbed 0-05-2:5 ug. 
of stilbæstrolin 0:1 c.cm, of oil were 
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introduced into the vaginas of twenty spayed mice. 
Œstrone 0:05-0:25 ug. was administered in the same 
way to ten other mice. As a further control, pellets of 
cotton-wool soaked in oil alone were placed in the 
vaginas of five other mice, while five mice were left 
untouched. No estrous vaginal changes were observed 
in the latter two groups of animals, but they were 
present in the majority of mice of the former two groups 
which had retained the pellets for twenty-four hours. 

(3) Percutaneous absorption of stilbestrol.—Pro- 
cestrous and cstrous vaginal changes were observed 
in half of a group of ten spayed mice whose necks 
had been painted with 0-1 c.cm. of oil containing 
l ug. of stilbeestrol. 
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NEW DIATHERMY SIGMOIDOSGOPE 


THE difficulty of treating non-malignant growths 
high up in the rectum is well known, but with the 


_ technical assistance of Messrs. Vann Bros. I have 


designed a new sigmoidoscope’ through which dia- 
thermy can easily be carried out in these conditions, 
and also in those carcinomatous cases where radical 
operation is not feasible. The instrument should be 
especially suitable for snaring a polypoid growth 
and subsequently applying diathermy to its base, 
but this has not yet been tried. 

The instrument ‘consists of a tube made of non- 
conducting material, with a longitudinal slot 3 in. 
long widening slightly towards its distal end (see 
figure), Along the tube, on the side away from the 
slot, runs a fully insulated lamp and a suction tube, 
the latter projecting about ł in. beyond the former. 
The position of these may be adjusted by sliding them 
backwards or forwards in the special holder fitted 
to the proximal end of the apparatus; this ensures 
that the lamp and suction tube are always in close 
contact with the wall of the sigmoidoscope. 

Before introducing the sigmoidoscope the lamp and 
suction tube are removed and an obturator is inserted. 


Above : The obturator. 

Middle : . The insulated tube with light and sucker attachment: the eye- 
piece with attachment for blower. 

Below : The examination tube. 
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The instrument is then passed into the rectum, the 
obturator is removed, and a light and inflation 
device are attached. By distending the rectum 
with air in the ordinary way the instrument is intro- 
duced as far as the growth, and then by turning the 
sigmoidoscope round the growth is made to project 
into the slot. The inflation device is then removed. 
As the air escapes only the part of the rectum to 
_which the growth is attached prolapses into the tube. 
When the lamp and suction tube are then introduced, 
an excellent view of the neoplasm is obtained, and 
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diathermy with a long electrode can readily be carried 
The suction tube, by 
projecting just beyond the growth, sucks the smoke 
away from the field of operation. 

For the sake of completeness a graduated metal 
examination tube is supplied. The instrument is 
made by Messrs. Vann Bros., of 63, Weymouth Street, 
London, W.1. 


STANLEY O0. AYLETT, M.B. Lond., F.R.C.S. 
King’s College Hospital, S.E.5. 
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A Glasgow Manual of Obstetrics 


(8rd ed.) By SAMUEL J. CAMERON, M.B., 
F.R.F.P.S.G., F.R.C.O.G., regius professor of mid- 
wifery, University of Glasgow; JOHN HEWITT, 
M.B., F.R.C.O.G., hon. lecturer in clinical gynæco- 
logy in the university ; ROBERT A. LENNIE, M.D., 
F.R.F.P.S.G., F.R.C.0O.G., obstetric surgeon to the 
Royal Maternity Hospital, Glasgow ; and ELLEN D. 
Morton, M.B., M.R.C.0.G., Hall tutor in obstetrics 
in the university. London: Edward Arnold and Co. 
1939. Pp. 679. 21s. 


THE first section of this deservedly popular book, 
which is concerned with anatomy and physiology, 
contains an unusually clear account of what we know 
of the factors governing the processes of menstruation 
and the embedding of the fertilised ovum. The 
physiology and diagnosis of pregnancy is systematic- 
ally outlined, but only four pages are allotted to 
antenatal care. This is a mistake, because the 
student is seldom keenly interested in the expectant 
mother and must be taught from the outset to regard 
her supervision as an essential part of obstetrical 
service; much more emphasis should be given to 
this part of his work than is possible in such small 
. space. On the other hand, the section on the 
mechanism of labour loses nothing by its brevity. 
The Glasgow treatment of the toxzemic states is 
given in some detail. The incidence of toxic vomiting 
seems to be much greater than in London, and 
termination of the pregnancy is advised under certain 
well-defined conditions. The account of the treatment 
of a pregnant patient suffering from pyelitis is full 
and excellent. Cesarean section is advised for 
placenta previa when the placenta covers the internal 
os and the condition of the patient is satisfactory ; 
otherwise the vagina is plugged before other 
measures are taken to effect delivery. Trial labour 
is allowed when minor degrees of disproportion 
are suspected. The chapter on the etiology and 
treatment of puerperal sepsis is particularly able 
and contains useful notes on air-borne infection. 
Accounts of obstetric surgery and of radiology in 
obstetrics conclude an excellent textbook, well 
printed and illustrated. 


Morphology of the Brachial Plexus 


By WitrreD Harris, M.D., F.R.C.P., consulting 
physician, St. Mary’s Hospital; physician, Maida 
Vale Hospital for Nervous Diseases. London: 
Humphrey Milford, Oxford University Press. 1939. 
Pp. 117. 25s. 


More than 20 years ago Wilfred Harris gave the 
Arris and Gale lectures at the Royal College of 
Surgeons on the morphology of the brachial plexus 
and more than one member of the audience looked 


forward eagerly to their publication, that the matter. 
might be studied at leisure and the results made 
available to students. It was a striving for perfection 
that prevented their issue at the time of their delivery ; 
now, after a very long interval, we welcome the 
completion of work which is what it claims to be,- 
a study in morphology. Moreover, it is a study in 
morphology carried out in order to shed light on 
human structure and function and thereby to assist 
the medical man in arriving at a proper understanding 
of the clinical conditions manifested in his patients. 
Had the work been published in 1918, its object 
would not have called for remark, for at and before 
that time many papers were appearing in English 
journals that had this as their avowed purpose. 
In the interval there has been a considerable neglect 
of what has been described as ‘“‘mere anatomy ”’ 
by the professional anatomists in England. Contribu- 
tions from them with a medical bearing, such as 
Prof. Stibbe’s article on another page, are now all 
too rare. It has been left to a busy consulting 
physician to find the time and collect the material 
necessary for completing this exhaustive comparative 
examination of the brachial plexus in the vertebrates. 
From the vast amount of positive information thus 
gained, he has resolved many of the outstanding 
problems of nerve distribution and has thrown new 
light on those which cannot be explained by scalpel 
and forceps alone. For example, his explanation 
of the apparently anomalous dorsal cutaneous supply 
by the ulnar and median nerves in man and of the 
morphology of the pectoralis major muscle are note- 
worthy contributions to the literature of anatomy. 
All this has been done very clearly in a volume of 
some 100 pages illustrated by more than 80 simple 
but eminently satisfactory drawings. The volume 
provides an admirable guide for the clinical neurologist 
and an essential handbook for the comparative 
anatomist. To the medical student and to the 
human anatomist we commend it heartily: to the 
first as a help in his understanding of the human 
brachial plexus and its branches, and to the second 
as an example, and, we hope, a stimulus. 


The Surgery of Pain 


By RENÉ LERICHE, M.D. Lyon, F.R.C.S. Eng. 
(hon. causa), professor of clinical surgery, University 
of Strasbourg. Translated and edited by 
ARCHIBALD YOUNG, B.Sc., M.B., regius professor 
of surgery, University of Glasgow. London : 
Bailliere, Tindall and Cox. 1939. Pp. 512. 21s. 


THOSE who have read this work in the original 
will be struck at once by the more handsome appear- 
ance of the present volume and by the excellence of 
Prof. Young’s translation which reproduces the racy, 
conversational style of the lecturer—for the book 
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is a reproduction of a series of lectures delivered in 
Paris at the Collége de France, 

It is greatly to the credit of Prof. Leriche that he 
has stimulated other surgeons to take an interest in 
the relief of intractable pain, and this book serves 
to show both how much. he has done already and 
how much still remains to be done before we can 
arrive at a proper understanding of the mechanisms 
which underlie many of these special forms of pain. 
Chapters are devoted to trigeminal neuralgia, post- 
traumatic neuralgia, nerve injuries in general and 
causalgia in particular, and the pains of amputation 
stumps. Many of these pains are associated with 
vasomotor phenomena, and in the special sections 
dealing with vasoconstriction, Reynaud’s disease, 
and juvenile arteritis including arterial obliteration, 
the author develops his argument that there is 
some close association between pain, vasomotor 
phenomena, and the nervous control of the blood- 
vessels through the sympathetic nervous system. 
Just what that association may be it is impossible to 
discover from reading this book, for Leriche himself 
confesses that he does not understand it, and 
the student of the accepted teachings of human 
physiology will find his explanations unconvincing. 
Over and over again one feels that the observations 
have been correctly made and wrongly interpreted ; 
yet there can be no doubt of the importance of 
recording the success of certain operations for the 
relief of pain. 

The final chapters on angina pectoris, visceral pain 
and the palliation of inoperable malignant disease in 
the pelvis serve to indicate the value of anzsthetising 
the sympathetic trunks as a test for selecting the 
cases suitable for sympathectomy. Every thoughtful 
surgeon should dip into this book to find out how 
much may be achieved in the relief of many forms of 
pain which have not previously been regarded as 
amenable to surgical treatment. 


Recent Advances in Forensic Medicine 
(2nd ed.) By SYDNEY Smits, M.D., F.R.C.P., 
regius professor of forensic medicine, University of 
Edinburgh ; and JOHN GLAISTER, M.D., D.Sc., J.P., 
regius professor of forensic medicine, University of 
Glasgow. London: J. and A. Churchill. 1939. 
Pp. 264. 15s. 


FORENSIC medicine has kept itself well abreast of 
the rapid advances in scientific method, and Sydney 
Smith and Glaister provide here a discerning summary 
of its progress. Almost the entire text has been revised, 
and a vast amount of new information has been 
admitted without appreciably altering the size of the 
book. The largest section is still that which deals 
with ballistics. It occupies an undue proportion— 
nearly a third—of the text, and might well be shorn 
of its elementary opening chapter, since this book is 
not designed for the tiro. This is however our only 
criticism. The sections which follow are confined to 
matter which will appeal to experts (though not to 
them alone) and provide a mine of information : 
that on hairs now supplies a complete atlas of the 
subject and includes for the first time an article on 
cuticular structure. After chapters on the precipitin 
tests and a classical summary on individuality of the 
blood there remain only some 60 pages, into which 
are compressed a review of the advances in estimation 
of CO in blood and notes on forensic spectrography, 
on the use of ultraviolet and infra-red light and on 
alcohol, with an appendix on Walker’s impression 
method of obtaining a record of powder marks around 
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a firearm wound. There is also a section on larval 
infestation, the medicolegal aspects of which were 
established in the Ruxton case. ! 

The tone of this book is authoritative and reserved. 
So much care has been spent on its revision that 
this second edition must, of necessity, be acquired by 
those who prized the first edition. The book is an 
essential complement to the shelves of anyone 
interested in forensic science. 


Chemistry of the Proteins 


(2nd ed.) By DorotHy JORDAN LLOYD, M.A. 
Camb., D.Sc. Lond., F.I.C., director of the British 
Leather Manufacturers’ Research Association ; and 
AGNES SHORE, B.Sc., A.I.C., demonstrator in the 
. physiology department, London School of Medicine 

for Women. London: J. and A, Churchill 1938. 

Pp. 532, 2ls. 

ADMIRERS of Dr. Jordan Lloyd’s well-known book 
will not be disappointed with this new edition. 
The applications of protein chemistry to industry 
have now been left out, but this has made the book 
a more homogeneous treatise of the constitutional 
and physical chemistry of the proteins and amino- 
acids. There have been such advances since the 
publication of the first edition that a surprising 
proportion of the references are to work done in the 
last ten years. Perhaps the most outstanding 
advances have been the discovery of two new amino- 
acids (threonine and citrulline); the researches 
of Bergmann and his colleagues, using synthetic 
substrates for the proteases, leading to a better 
understanding both of those enzymes and also of 
the structure of the proteins; and the study of the 
protein molecule using X rays (Astbury) and the 
ultra-centrifuge (Svedberg). Although this edition 
has clearly been prepared with great care, we must 
protest against the use of the word “solublising ”’ 
(p. 412). 


The Wheel of Health 


By G. T. WRENCH, M.D. Lond. London: The 
C. W. Daniel Company. 1938. Pp.146. 6s. 


AS'a medical student Dr. Wrench ‘was obsessed 
by the idea of studying the health of the healthiest 
people. He has had no chance of doing this for 
himself, but in this book he makes good use of 
McCarrison’s observations on the Hunza, a small 
tribe living in a cleft between the Hindu-Kush and 
Kara-Korum ranges. These people, who claim to be 
descended from the soldiers of Alexander the Great, 
are of fine physique and great endurance. Since the 
government of India suppressed brigandage they 
have confined themselves to their main industry of 
agriculture, cultivating small terrace fields, fertilised 
by compost which includes their excreta and all 
other waste from their operations. 

Dr. Wrench attributes the health of the Hunza 
to the ‘‘ wholeness’? of their diet—chappaties of 
wholemeal wheat flour, fresh butter, sprouted pulse, 
fresh raw vegetables, meat (when obtainable) with 
skin and bone, and much fruit, with soured milk and 
fresh home-made wine. All who have studied dietetics 
or agriculture will agree with many of the views he 
sets forth, but many who are convinced of the value 
of accessory food factors, known or unknown, will 
be disinclined to carry the principle of wholeness 
to its fullest lengths ; and similarly not all who recog- 
nise the need of additional humus in many of our 
soils would care to run the risks which the widespread 
use of compost from human excreta might involve.. 
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BLOOD AND VULCANITE | 


“The anthropologist of the future, when 
investigating the remains of the inhabitants of 
Britain in the first half of the twentieth century, 
will undoubtedly comment on the large number of 
~ young adult skeletons with no teeth.”1 No statistics 
of toothlessness are available, but doctors and 
dentists in all but the most well-to-do practices 
will support this prophecy. Who is to blame for 
these wholesale extractions ? Too often, particu- 
larly in the industrial areas, the condition of the 
teeth of working-class people in the early twenties 
is such that extraction is the only possible treat- 
ment. Apart from the debatable influence of diet 
and environment, these teeth are being lost because 
they are inadequately attended to at school and 
completely neglected in the immediate post-school 
years. The staffing of the school dental service is 
insufficient—and in some places grossly insuffi- 
cient—to carry out the necessary conservative 
work on permanent teeth ; and, more important, 
a large proportion of parents, often as many as 
- 60 per cent. in schools where the teachers’ per- 
suasive powers are poor, refuse to have fillings 
done. .On leaving school, at an age when dental 
caries is particularly prevalent, the working-class 
adolescent is left for several years without provision 
for dental treatment, and later he only qualifies for 
benefit if his approved society has a disposable 
surplus and he is able to pay half the cost. 

Many extractions are unavoidable under the 
present system, but many others are unnecessary 
and unjustifiable. On another page Mr. L. G. 
RoBrInson lays some of the’ blame for these at the 
door of the medical practitioner. With no real 
knowledge of dentistry, he says, doctors send 
their patients to the dentist with a demand for 
extractions, and unless he is a hospital consultant 
the dentist can hardly refuse to comply with such 
orders, backed as they invariably are by the 
patients themselves. Very many doctors over- 
estimate the importance of dental sepsis as a 
cause of general disease: faced with a condition 
such as chronic rheumatism, which may have a 
septic origin, they are too ready to convict obvious 
dental sepsis as the cause, at any rate until its 
removal has proved them wrong. Secondly, they 
are apt to underestimate the seriousness of extrac- 
tions: the removal of many teeth, especially if 
done at one sitting, is far from being a trivial 
operation, and may activate a smouldering infection 
and be the stepping-stone from poor health to 
invalidism ; or the toothlessness of subsequent 
months may precipitate a gastric or duodenal 
ulcer. Further, many doctors have an exaggerated 


1. Cole, L. B., Dietetics in General Practice, London, 1938, p. 17. 
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faith in dental prosthesis ; no artificial teeth are as — 
efficient as natural ones, and though most people 
can be made reasonably comfortable, many with 
unduly sensitive gums or abnormal alveolar arches 
can never masticate properly with a denture. 
There can be no doubt, however, that ruthless 
extraction is encouraged by the less scrupulous 
members of the dental profession. The removal 
of all teeth and the provision of complete dentures 
is the easiest and quickest way of making money 
where fees are low. Many of the unqualified 
dentists to whom the Dentists Act of 1921 gave 
a legal standing were never trained in conservative 
methods, and their livelihood depends on the 
teeth they condemn. The approved societies 
encourage these blood-and-vulcanite practitioners 
by their low scale of fees, their objection to partial 
dentures and fillings (often admittedly with reason), 
and their rules that allow only one anesthetic fee. 

Doctor, dentist, and approved society thus all 
play their part in providing data for the future 
anthropologist, but fundamentally the attitude of 
the public themselves is to blame for the loss of 
countless teeth that might b saved. Even where 
almost gratuitous treatment is available many 
parents and adult patients will not spare the extra 
time and trouble for fillings, but prefer to wait 
until extraction is inevitable. A large section of 
the community, moreover, have come to regard it 
as almost natural to have their teeth out at an 
early age. Until this attitude changes it will be 
of little use for the school dental service to be 
reinforced, for treatment to be provided for 
adolescents, or for the approved societies to extend 
their benefits. Much can be done to educate the 
public in schools and welfare centres, but even 
more by the medical practitioner ; he must ensure 
that in this his powerful influence is exerted on the 
right side. 


CHEMOTHERAPY IN CEREBROSPINAL FEVER 


THOSE whose daily work is facilitated by expert 
nursing and lavish equipment may well feel inclined 
to raise their hats to the three officers in the 
Sudan Medical Service whose experiences in the 
treatment of cerebrospinal fever are described 
elsewhere in this issue. The word “ primitive ” 
seems inadequate to describe the conditions under 
which their work had to be done, and the expression 
“field conditions”’ takes on a new and more 
literal meaning when the operation of lumbar 
puncture has to be performed on patients lying 
on the ground. The only attentions the sick 
received, apart from the specific treatment with 
which these papers deal, were those provided by 
relatives. The treatment itself was primitive in 
the sense that tablets of sulphonamide compounds 
are unsuitable for preparing solutions for injection : 
some of these fluids were necessarily not solutions 
at all, but suspensions, which even tended to 
block the needle with which they were injected. 
In spite of these grave disadvantages, the treatment 
appears to have been an almost miraculous success. 
Patients walked home only a few days after it was 
begun, and local ‘“‘‘ medicine men’ forsook their 
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own lucrative practices and used their authority 
in encouraging patients to come ...”: an 
acknowledgment of the help afforded by these 
gentlemen is a most unusual postscript to a 
scientific paper. 

These simple facts, and the account given of the 
rapid clinical effect achieved, are eloquent testimony 
to the efficacy of the treatment. The mortality- 
rates of only 10 and 5 per cent. in two large 
series of treated cases are also strikingly different 
from that which is apparently normal for this 
disease in the Sudan. These papers, however, do 
not depend on figures for their interest and value, 
and ‘the statistical purist would perhaps look 
askance at them. The impression they may possibly 
give needs to be corrected in some other directions 
which are more important. Meningococcal menin- 
gitis, despite its high mortality in the Sudanese, 
may well be more amenable to treatment in these 
people than in Europeans : if so, it does not follow 
that similarly rapid effects are everywhere to be 
expected, or that equally small doses will always 
suffice. In the second place there is no evidence 
here of the superiorfty of any one sulphonamide 
compound over another for the treatment of this 
disease. Dr. Somers used M. & B. 693 only; 
Drs. BRYANT and FArRMAN used this for most of 
their cases, and sulphanilamide for the much 
smaller number which their limited stock of this 
drug enabled them to treat; and for what the 
fact is worth the recovery-rate on both drugs was 
95 per cent. Therapeutic studies, if they are to 
have evidential value, must involve one of three 
kinds of comparison—supposedly specific treat- 
ment with merely symptomatic treatment; one 
specific treatment with another; or, thirdly, two 
forms of the same specific treatment, one with 
another. Only the last of these now seems justified 
in connexion with meningococcal meningitis, and 
it is to be hoped that future opportunities in the 
Sudan will be used to make a serious comparison 
between the merits of sulphanilamide and M. & B. 
693. While all in this country will sympathise 
with those who have to contend with such appalling 
conditions, they will also envy such abundance of 
clinical material. Paradoxical as it may sound, 
the circumstances of the Sudan seem ideal for a 
therapeutic study adequate in scale if rather rough 
in method. 


A MICRO-ORGANISM FROM RHEUMATISM 


Swirt and Brown! of New York report some 
interesting observations on fluid from the joints 
and pleural cavities of patients with acute 
rheumatism. They noted first that such fluid, 
inoculated on the chorio-allantoic membranes of 
developing hen’s eggs, gave rise to characteristic 
lesions ; these did not appear on primary inocula- 
tion, but by the third to the fifth passage they had 
usually become definite and could then be induced 
with regularity. On microscopical examination 
these “ pearl-like ” lesions were seen to be globular 
structures surrounded by flattened ectodermal 


1. isla H. F., and Brown, T. McP., Science, March 24, 1939, 
p. 271. 
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cells and containing eosinophil material in their 
centre; they appeared to arise in the ectoderm. 
Judging from this description they are unlike 
virus lesions, and although the agent producing 
them passes through Berkefeld V. and N. filter 
candles the fact that it can be cultivated in ox- 
serum dextrose broth or on solid media rich in 
serum also marks it off from the viruses. It 
evidently belongs to the pleuropneumonia group. 
Swirt and Brown found that mice anzsthetised 
with ether and inoculated intranasally with 
rheumatic exudates or with suspensions of the 
infected egg-membranes developed pneumonia, 
and that this infection could be passed serially 
in mice. Both from the pneumonic lesions in 
mice and from the lesions on egg-membranes a 
similar micro-organism was grown. 

Recent work has shown that pleuropneumonia- 
like organisms are to be found in some stocks of 
mice, so the possibility that the micro-organism 
of Swirt and Brown came from the inoculated 
mice and not from the rheumatic material had 
to be faced. The possibility was rendered remote 
by its isolation from chorio-allantoic membranes 
infected directly with rheumatic exudates, and 
it was altogether removed by obtaining positive 
cultures in ox-serum broth directly from rheumatic 
material. This was achieved with the arthritic 
exudate from one case and with an excised 
erythema-nodosum nodule from another, and the 
cultures thus made were found to have the same 
pathogenicity for animals as the strains recovered 
by direct inoculation of mice or of egg-membrane. 

There seems to be no doubt then that this 
pleuropneumonia-like organism was derived from 
patients with rheumatic fever, and the question 
of its «etiological significance now arises. Micro- 
organisms of the pleuropneumonia group have 
been found in a variety of situations, and the 
isolation of such an agent from rheumatic exudates 
by no means implies that it is the prime cause of 
acute rheumatism. In this connexion, however, 
some findings of A. B. SABIN? are pertinent ; 
for he has isolated a pleuropneumonia-like organism 
from mice which on intravenous or intraperitoneal 
injection regularly produced in this species of 
animal a migratory arthritis. The arthritis became 
progressive and chronic in one or more joints, 
and fusiform 
swelling of isolated digits was often observed. 
Furthermore the pathological changes, which were - 
limited to the joints, consisted in proliferative 
changes in the synovial membrane, in the capsule, 
and in the perichondrium of the articular cartilage. 
As SABIN points out, this clinical and pathological 
picture in mice closely resembles rheumatoid 
arthritis in man, and he recommends search for 
a similar organism in case of human arthritis 
of unknown cause. Swirt and Brown’s observa- 
tions in acute rheumatism lend additional weight 
to this suggestion. 


2. Sabin, A. B., Ibid, March 10, 1939, p. 228. 
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THE SAVING OF SIGHT 


AMONG the causes of blindness foremost places were 
at one time occupied by infections such as smallpox, 
measles, and scarlet fever, as well as ophthalmia 
neonatorum. In some parts of the world this still 
holds, but in civilised countries improved social con- 
ditions led to the almost complete disappearance of 
‘the acute fevers from the list by the end of the 
nineteenth century, leaving ophthalmia neonatorum 
as the principal infective cause. With further 
vigilance this disease is now vanishing in its turn, to 
such an extent that there are not enough blind 
children to fill our blind schools. The chief preventable 
causes remaining for control are progressive myopia, 
corneal ulcers and accidents, of which the most 
important is myopia. 

The various measures taken for the control of 
myopia in Europe and the United States form the 
subject of the second number of the Journal of Social 
Ophthalmology, which was reviewed in our issue of 
March 25. The exact degree of myopia that may 
progress to loss of sight is as yet impossible to deter- 
mine, and the extent to which conditions in schools 
aggravate the defect is also still uncertain. The need 
for preventive action seems not to have been realised 
until ophthalmic surgeons pointed out that many 
children in schools for the blind were merely poorly 
sighted. Such observations by Bishop Harman in 
England in 1905 led to the establishment of the first 
“ myope class ” or ‘sight-saving class” in London 
in 1908. A similar class was started in Strasbourg 
in 1911 and in Boston in 1913, but the development 
of this movement has been very different in different 
countries. Opinion is divided as to whether the sight- 
saving classes should be situated in blind schools, 
in ordinary schools, or in special schools of their 
own. Although at Hamburg, Chemnitz and a few 
other places partially sighted children are still 
educated in classes attached to blind institutes, this 
method is now generally condemned because of the 
possible stigma attached to a blind school and on the 
ground that a child has the best chance of living a 
normal life if he is brought up with normal children. 
In Germany the aim is to rescue the children with 
very advanced myopia from the blind schools and 
this is done by the provision of some 8 special 
schools; but a practical nation will not waste much 
money on such defective material. In the United 
States nothing is too good for the, partially sighted 
children and in twenty years 571 sight-saving classes 
have been established and lavishly equipped, admitting 
children with refractive errors however mild if likely 
to be benefited. In England the position is midway 
between these extremes. Here there are 57 sight- 
saving classes attached to ordinary schools, but in 
1934 a Government committee reported that of a 
total of 6000 poorly sighted children barely a third 
were receiving the benefit of the special teaching 
best adapted to their needs. 


One of the principal difficulties of myope classes in 
ordinary schools is the range of age of the children ; 
another is the expense of teachers with special 
experience, equipment, including books with suitable 
type, and facilities for practical training. According 
to Prof. Bartels, who reviews the subject in the 
Journal of Social Ophthalmology, the respective costs of 
educating a child in an ordinary elementary school, 
in a sight-saving school and in a blind institution, are 
RM.130, RM.280 and RM.1700 a year, but the 


ANNOTATIONS 


[APRIL 22, 1939 939 


cost of special classes is difficult to assess. Appro- 
priate occupation after leaving school is as important 
as suitable training, but the list of possible trades 


and professions given by Bartels suggests that there 


is no lack of scope for the well-trained ex-pupil. 
While adequate sight-saving classes or schools should 
clearly form part of any modern educational system, 
Bishop Harman reminds educators that every school 
should be a sight-saving school; if it is not, it falls 
short of the proper standard of a school. 


THE KIDNEYS AND EXERCISE 


THE kidney is peculiarly sensitive to oxygen 
deficiency, with results that are likely to attract 
attention—oliguria and even anuria, or the passage 
of albumin, blood and casts in the urine. For long 
the risk of serious renal damage was advanced as an 
indictment of strenuous exercise, and this view 
went almost uncontested until William Collier? 
of Oxford first detached physiological or adolescent 
albuminuria from the other albuminurias, and showed 
that while urinary abnormalities were by no means 
unusual in athletes they were but transitory and 
not evidence of permanent renal impairment. In 
the course of a correspondence in the British Medical 
Journal ? in 1926 Collier reported that he had observed 
albuminuria in every member of a university eight 
after they had rowed a course, and L. R. Lempriere 
of Haileybury had found it in almost every schoolboy 
after even comparatively trivial exercise. Adolphe 
Abrahams, on the other hand, whose investigations 
were confined to older track athletes, had rarely 
seen albuminuria except in minute quantity even 
after the most strenuous effort. Abrahams suggested 
that the deviation in his results from those of Collier 
and Lempriere was explainable by the difference 
in age. The younger subjects possess a relatively 
unstable vasomotor system and a more sensitive 
renal epithelium, both of which adjust themselves 
in the course of time, except in those who show 
persistent adolescent albuminuria, and in this respect 
never “ grow up.” 

A recent research by Foster? was carried out on 
18 trained men taking part in the Mount Washington 
run. This entails a continuous ascent of eight miles, 
comprising a rise of 4800 ft., and takes the competitors 
about two hours. The urine of these men was 
examined half an hour before starting the run and 
immediately after its completion. Of the specimens 
examined before the effort, 4 showed the slightest 
trace of albumin and 14 showed more; 10 gave a 
reaction to Benedict’s solution ; 7 showed occasional 
fine granular casts; and 15 had crystals of calcium 
oxalate. Of the post-exercise specimens, 3 showed 
a trace of albumin, 1 a slight trace, 11 the slightest 
trace, and 3 none at all; 13 gave a positive reaction 
to Benedict’s solution ; 4 showed many red blood- 
cells, 3 a few, 3 an occasional cell, and 8 none at all ; 
and casts were present in 13 and calcium oxalate 
crystals in 10. Although the sugar in the urines 
passed before the race was explainable through 
emotional influence, the increased incidence as a 
consequence of the run suggests a transitory effect 
on the pancreas and liver. No mention is made of 
further observations after an interval, but the fewer 
but more protracted investigations of British observers 
suggest that all the abnormalities would have 


1. Collier, W., Trans. med. Soc. Lond. 1907, 30, 75. 
2. Collier, Brit. med. J. 1926, 1, 640 et seq. 
3. Foster, A. S., J. Amer. med. Ass. March 11, 1939, p. 891. 
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disappeared within 24 hours. It seems that while no 
organ with the exception of the heart is more essential 
to health, and no organ suffers more punishment 
throughout life, the kidney is protected from damage 
by its capacity for resuscitation and regeneration, 
and the destruction of tissue which may be caused by 
an extreme strain imposed on its circulation is 
ephemeral and is rapidly and completely restored. 


CHANGES IN AGE-INCIDENCE OF 
DIPHTHERIA 


Tuer decline in mortality from diphtheria during the 
years of the present century has not, as the Registrar- 
General’s statistics show, been uniform at each age. 
Although the death-rate is still greatest in the first 
five years of life it has decreased more rapidly at 
these ages than in the early years of school life. In 
consequence there has been a relative shift in the 
age-distribution, with the result that the disease is 
more concentrated now than formerly upon children 
of school age. In a careful statistical study 3 members 
of the Medical Research Council’s statistical staff, 
working in the division of epidemiology and vital 
statistics of the London School of Hygiene and 
Tropical Medicine, conclude that this change may be 
the result of the decline in fertility with, in conse- 
quence, a smaller size of family in most sections of 
the community. In addition to the available mortality 
data they have used records of notifications at ages 
for the metropolitan boroughs of London, specially 
extracted from unpublished records in the hands of 
the L.C.C. The age-shift in mortality has occurred, 
they find, mainly in the poorer districts of London, 
and the attack-rate at school ages has also increased 
most amongst children in the lowest social group. 
The explanation, they suggest, is that with a smaller 
size of family there is less chance of the pre-school 
child acquiring partial or complete immunity. Accord- 
ingly it reaches school still susceptible to infection. 
The vital-statistical experience of children living in 
residential districts supports this hypothesis. Their 
attack-rates from infectious diseases at ages 5-9 are 
usually higher than those of similar children in the 
lower social classes, whereas the converse is true for 
the pre-school population. As the size of family in 
the lower social classes declines, and environmental 
conditions improve, their children approximate more 
closely to those of the more socially fortunate group 
as regards liability to infection and age of attack. 
Proportionately more of them will reach school age 
without previous attack or acquirement of latent 
immunity. Of the two factors with which the authors 
are concerned, improving environment and decline 
in the average size of family, the latter, their statistics 
indicate, is the more important. 


UREA AND MERCURIAL DIURESIS 


From time to time patients with congestive cardiac 
failure are met with in whom, notwithstanding 
efficient digitalisation, it is impossible to produce 
a satisfactory diuresis, and the oedema remains or 
increases. A year ago Simonovits? described such 
a case in which a first dose of 2 c.cm, of the mercurial 
diuretic Novurit produced a diuresis of 3-1 litres, 
but the patient responded hardly at all to subsequent 
doses up to 4 c.cm., even with large quantities of 
ammonium chloride, and the odema continued to 
increase. On the other hand the administration of 


40 g. of urea followed ‘by 4 ¢.cm. of novurit produced - 
E a 


1. Cheeseman, E. A., Martin, W. J., and Russell, W.T., J. Hyg¢., 
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a satisfactory diuresis of 3-6 litres. Control experi- 
ments on this patient showed that the effect of 
novurit and urea together was greater than the sum 
of their separate effects. In a further paper 
Simonovits* extends these observations to 16 
patients with cardiac dropsy and 2 with cirrhosis 
of the liver. In some of these there was a satis- 
factory diuresis after the first dose of novurit alone, 
but subsequent doses had little effect; in others 
there was little difference between the actions of the 
first and subsequent doses; but in all the diuresis 
and loss of weight were significantly greater after 
urea and novurit given together than after novurit 
and ammonium chloride. One dose of urea seems 
to increase the diuretic effect of repeated injection 
of novurit for several days. Simonovits advises 
50 g. of urea taken in 300 c.cm. of fluid in the early 
morning, but not on an empty stomach, and 
slowly. The mercurial is then injected at once, 
usually intravenously. The vehicles suggested for the 
urea are rum and tea or raspberry vinegar, but no 
doubt something more to the English taste could be 
devised. 


THE ART AND THE SCIENCE 


In the first number of Ozford Science—may it live 
long and provocatively—‘‘ Peter Shaw” touched 
with the sharp end of his spear a number of imposing 
shields. In the second number, issued in February, 
Prof. L. J. Witts has taken up one of these 
challenges, perhaps with a touch of the Templar’s 
disdain. ‘‘ Peter Shaw ” held that researchers should 
be caught early, but Prof. Witts thinks that this 
cannot be done at the undergraduate stage, although 
he is ‘“‘ quite certain that research workers are born 
and not. made.”. Things are never quite what they 
seem. The reader whose knowledge of Oxford is 
derived from books and imagines that all real Oxford 
men (unlike Cambridge men, according to J. S. 
Mill) are practised dialecticians, may wonder why 
“ Peter Shaw” did not at once invite Prof. Witts to 
define the stage of mental growth at which one can 
diagnose the born researcher. It would indeed 
be an interesting topic for a thesis (perhaps of an 
American candidate for the degree of Ph.D.) to 
try to unravel the criteria for choosing whole-time 
professors of clinical subjects. What proportion 
of appointees are promoted from junior whole- 
time posts? How many pass direct from private 
professional practice to the professorial chair? 
When we had such data, we might be able to answer 
a number of other important questions. In his 
original article, ‘‘ Peter Shaw ” distinguished between 
art and science in medicine. All, or nearly all, 
dichotomies are objectionable. A great practical 
physician or surgeon is both artist and scientist ; 
a great research worker is scientist and artist. But 
we do all feel instinctively that in the practitioner 
the artist and in the investigator the scientist pre- 
dominates. We also feel instinctively that the 
psychological make-up of the artist is different from 
that of the scientist. To say that the clinical artist 
is more sympathetic to human beings and their 
sorrows, the scientist more inquisitive, is an over- 
statement, but suggests the difference. William 
Charles Wells was a better scientist than Peter Mere 
Latham, but an inferior artist ; most of us (having 
read what Munk says of both) would feel that a sick 
man would prefer to be treated by Latham rather 
than by Wells. Without having too much faith in 
psychological tests we might believe that the 
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Wellses and the Lathams could be differentiated in 
quite early manhood. But, and this is the crux 
of the matter, a William Charles Wells of 1939 has 
perhaps a better prospect of satisfying his innate 
curiosity, his desire to find things out, and of enjoying 
a reasonable share of the pleasant imponderabilia 
of life, if he devotes himself to research which is 
not distinctively clinical. It is, after all, a question 
of time. The art is long, and if our clinical researcher 
must prove himself artist as well as scientist before 
his scientific claims will be considered, still more if 
he must compete for desirable appointments against 
those who are primarily artists—it cannot be surpris- 
ing if clinical research has few votaries. It must 
be remembered however that physicians with a bent 
for investigation used to be forced into practice, since 
there were hardly any paid clinical posts available. 
Now that studentships and fellowships are provided 
for the express purpose of training men in clinical 
research, those who have used them to good advantage 
are likely to be accepted as strong candidates for 
the higher appointments in the future. 


THE BLOOD-FLOW THROUGH MUSCLE 


WiTH increased knowledge of the value of 
sympathectomy in the treatment of peripheral 
vascular disease it is récognised that while such 
procedures may benefit ulceration of the extremities 
they rarely relieve the symptom of intermittent 
claudication. Removal of the vasoconstrictor fibres 
seems to have more effect when the brunt of the 
disease is borne by the skin vessels than when the 
circulation to the muscles is deficient. The reason 
for this is suggested by the recent work of Grant 
and Pearson,! who showed that warming to the 
extent used in the vasodilatation test, which is 
usually regarded as causing a release of vasomotor 
tone equivalent to that obtained by sympathectomy, 
produces little change in the blood-flow to the fore- 
arm muscles though it greatly increases the flow to 
the hand. Kunkel, Stead and Weiss? confirmed 
these observations and showed that they also apply 
to the calf muscles and foot. They point out that 
the blood-flow to different parts of the extremities 
varies with their function, and that a stimulus that 
increases the blood-flow to one tissue may meet with 
relatively little response in another. The effect of 
sympathectomy itself on blood-flow was shown by 
Grant 3 to be more transient in the forearm than 
in the hand. Immediately after sympathectomy 
the forearm blood-flow was increased, but within 
nine days the vessels regained their tone and the 
flow returned to what it had been before the operation. 
The hyperemia of the muscles after exercise was 
only moderately increased by the operation. These 
two groups of workers also demonstrated differences 
between the reactions of the skin and muscle vessels 
to certain drugs. For example they found that 
adrenaline, which causes vasoconstriction in the skin, 
increases the flow of blood through the muscles, and 
that both these effects are greater after sympa- 
thectomy. This reversal of the action of what is 
commonly regarded as a vasoconstrictor drug brings 
into question the action of the vasodilators on the 
muscles, for until now it has been assumed that a 
drug which increases the blood-flow through the skin 
will also increase the flow through the muscles. 
Observations have yet to be made on the effect of 
such drugs as the acetylcholine derivatives on muscle 
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blood-flow, and these may lead to the discovery of 
a drug which will be of value in the treatment of 
intermittent claudication. 


ATOMIC ENERGY > 


WHEN Rutherford and Soddy put forward the 
disintegration theory of radio-activity in 1904 it was 
sufficiently revolutionary to prove unacceptable to 
most chemists, but it was -too true to be denied. 
Despite many attempts to make the commoner 
bodies radio-active, this was not achieved till 1933; 
since when, however, one astonishment has followed 
another, for it has been found that artificially radio- 
active substances can be made from most of the 
known elements by bombarding them with neutrons. 
There has been much ingenious speculation as to 
what will happen under given conditions of bombard- 
ment, and usually the guesses have been remarkably 
correct, but recently uranium and thorium have 
caused some surprise in the way they have reacted to 
“ atom-smashers.” The uranium atom splits into two 
nearly equal masses, and it has long been debated 
whether one would release more energy by dividing 
this atom than one would have to employ to do it. 
Hitherto, in such attempts, the balance has been all 
in the wrong. direction, for an enormous number of 
bullets have to be aimed at the target in order to 
score a bull. Progress however has lately been made 
by the discovery that neutrons seem to activate a 
trigger mechanism within the uranium aton, splitting 
it into two parts and releasing energy estimated at 
200 million electron-volts. This quantity is enormous 
compared with the energy of the particular neutron 
that actuates the trigger, but even now a favourable 
balance of energy has not been obtained, for the 
total energy of the neutron beam that had to be 
used to split the atom was 15 times bigger than the 
emission it brought about.1 Perhaps indeed we need 
not be very apprehensive about the shattering effect 
of these actions. There is a Russian saying that the 
trees never reach the skies, and Nature has given a 
good deal of stability to the world we stand on, 


A TRIBUTE TO HORSLEY 


Victor Horsley and Mr. C. J. Bond were fellow- 
students at University College, shared lodgings for 
a time when qualified, and remained in close touch 
afterwards. Mr. Bond has recalled ? some of the work 
and play in which they were associated in a booklet 
designed to supplement Stephen Paget’s life of Horsley, 
especially in references to certain conjoint inquiries 
in which Horsley had a larger share than he would 
allow to be acknowledged. The last of these, under- 
taken in 1913, was an attempt to ascertain whether 
testicular tissue regenerates after bilateral subcapsular 
orchidectomy in birds, and if so whether chickens 
from eggs fertilised after the operation would show 
differences in mendelian characters from those bred 
from earlier generations of spermatozoa. Horsley 
performed in London operations on a number of 
fowls and pigeons which were sent back to Mr. Bond 
at Leicester for breeding experiments; the results, 
published in the Journal of Genetics in the same year, 
were ‘‘somewhat complicated.” Commenting on 
Horsley’s insight into the deeper and more philo- 
sophical aspects of neuropsychical function, Mr. Bond 


notes that he was in advance of bis time and that 


though a pioneer in the study of cerebral localisation 


1. Tuve, M. A., Science, March 3, 1939, p. 202. 

2. Recollections of Student Life and Later Days. A tribute to 
the memory of the late Sir Victor Horsley, F.R.S. By 
C. J. Bond, C.M.G., F.R.C.S., F.L.S. London: H. K. Lewis 
and Co. 1939. Pp. 47. ja. 


942 THE LANCET] 

he was insistent that the brain works as a whole. A 
letter from Horsley written in 1893 throws interesting 
light on consulting practice in London at that time. 
“ Formerly, i.e. up to 20 years ago, there were large 
numbers of consultants living, not by the merit of 
their opinion so much, as by their skill in operating... 
Now they are nearly extinct, and what remains ? 
Why simply the fact that operations are done in many 
cases by General Practitioners, certainly in the 
Provinces and the Consulting Surgeon in London is 
fast specialising and devotes himself to training his 
opinion in obscure cases.” And that was nearly 
50 years ago. ' 


DIPHTHERIA TOXOID PREPARATIONS 


TOXIN-ANTITOXIN mixtures for active immunisation 
against diphtheria have been almost entirely super- 
seded by toxoid—i.e., toxin treated with formalde- 
hyde—either alone (F.T.), or combined with antitoxin 
(T.A.F.) or alum (A.P.T.). Toxoid alone, besides 
being completely non-toxic, provides a powerful 
antigenic stimulus, but Povitzky1 maintains that 
since A.P.T. was first introduced by A. T. Glenny 
and M. J. Barr in 1931 and used for human immunisa- 
tion by D. M. Wells, A. H. Graham and L. C. Havens 
in 1932 there has been no doubt of its superiority 
over other toxoid preparations in securing a high 
initial immunity. She produces experimental evidence 
that undeniably supports this statement. The claims 
for A.P.T. as a ‘“‘ one-shot’? prophylactic were soon 
discounted ; it was found that in certain children it 
might act merely as Glenny’s primary stimulus, the 
immunity lasting for not more than a year or so. 
All workers agree that, whatever the prophylactic 
used, two doses at least at intervals of two or three 
weeks are necessary to confer solidimmunity. Starting 
with the knowledge that one dose of A.P.T. is superior 
in immunising value to one dose of F.T., Povitzky. 
has tried to determine in guineapigs how many 
doses and what quantities of F.T. are required to 
produce an effect equal to one, two or three doses of 
A.P.T. Both preparations contained 25 to 30 Lf’s 
per c.cm, and it was found that the antigenic response 
to three doses of F.T. was approximately equalled by 
one dose of A.P.T. Povitzky records that a high and 
persistent antitoxic titre is achieved if a preliminary 
small dose of A.P.T. (0°5 c.cm.) is followed two or 
more weeks later by one dose (1 c.cm.) of F.T. She 
confirmed the observations of C. Jensen as to the 
value of nasal instillations of F.T., which rapidly 
enhanced the antitoxic titre of lapsed-immune 
guineapigs, and she suggests that restimulation of 
immunity by nasal instillation, or subcutaneous 
injection, of F.T. a year or more after the immunising 
course of injections may be the future method of 
choice in children. 


PHYSICAL EDUCATION IN THE MEDICAL 
CURRICULUM 


No general attempt has hitherto been made either 
to give instruction to medical men in the specific 
objects and methods of the physical-fitness movement 
or even to interest the profession as a whole in its 
furtherance, This is unfortunate in view of the many 
technical medical problems that must constantly 
arise in connexion with a movement essentially 
related to public and individual health. 
national effort is to gain ground our profession must 
display a corporate interest in it and the doctors 
who go out year by year from our training schools 


1. Povitzky, O. R., Amer. J. Hyg. March, 1939, p. 89. 
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must be equipped with some knowledge of its aims 
and technique. 

During the past winter session an experimental 
course in physical education held at the London 
Hospital medical school was so successful as to 
warrant the introduction of similar courses in other 
schools as a permanent feature in the curriculum. 
The voluntary part of the syllabus consisted mainly 
of instruction in the method of preparation for games 
and athletics and was well attended. The other 
part, compulsory for fourth- and fifth-year students, 
was divided between the theory and the practice 
of the more strictly educational aspects of physical 
training. To wind up the course a lecture on food, 
physical fitness and nutrition was given by Prof. E. P. 
Cathcart, F.R.S., and four special demonstrations 
by experts illustrated some of the methods used in 
the training of persons of different ages and sexes. 
A film-lecture by the organiser of physical education 
under the London County Council was designed to 
show the technique adopted in L.C.C. schools, begin- 
ning with children at the age of 3. This was followed 
by a demonstration by men from Loughborough 
College and one by women of methods suitable for 
recreational classes, conducted by the organising 
secretary of the Central Council of Recreative Physical 
Training. Finally, an instructive combined display 
was arranged by the commandant of the Army 
School of Physical Training in conjunction with a 
medical officer from the Canterbury depot, showing 
the transformation of men of poor physique who had 
passed through the various stages of six weeks’ and 
ten weeks’ good food, good hygiene and medically 
supervised exercise, and their obvious enjoyment of 
their progress to fitness. It is true that the medical 
curriculum is already overladen, but a well-organised 
short course in physical culture can be made largely 
recreational. Its chances of attracting and maintain- 
ing the interest of students depend greatly upon the 
personality of the man chosen to conduct it, and in this 
respect the London Hospital was evidently fortunate. 


ANOPHELES IN BRAZIL 


THE need for routine ‘‘ disinsectisation ” of air- 
craft in the tropics is illustrated all too clearly by the 
present invasion of Brazil by Anopheles gambie. This 
species, whose main home has hitherto been in the 
African tropical belt extending from the Sahara to 
the Zambesi, was found in the Natal district of 
Brazil in 1930 by one of the medical officers of the 
Rockefeller Foundation, who was making a routine 
mosquito survey in connexion with the yellow-fever 
service, The A. gambie had previously been quite 
unknown in America, and there was a strong presump- 
tion that they had been carried there either by air 
or by one of the fast French destroyers then on 
survey work between Dakar in French West Africa 
and Natal. In 1930 and 1931 there was an unpre- 
cedented outbreak of malaria in the Natal district, 
during which two-thirds of the specimens of A. gambie 
caught and dissected were found to be infected with 
malaria—a rate higher than any previously recorded 
in American species. In subsequent years the . 
prevailing winds have carried A. gambie over 200 
miles west and north of Natal, and according to the 
annual review of the president of the Rockefeller 
Foundation 1 there were over 50,000 cases of malaria 
in the Jaguaribe valley alone in 1938. The Brazilian 
government, with the assistance of the Rockefeller 
Foundation, is now taking steps by which it is hoped 


1. The Rockefeller Foundation. A review for 1988. By 
Raymond B. Fosdick. New York, 1939, p. 16. 
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to confine A. gambia to the relatively arid areas 
they now occupy; if they should reach the well- 
watered Parnahyba and Sao Francisco valleys, it is 
feared it might be impossible to prevent their spread 
to a large part of South and Central America and 
perhaps even to the United States. 


FREEDOM, DISCIPLINE AND ZEST 


THE right to elect their own rector is a democratic 
privilege peculiar to students of the four Scottish 
universities. At St. Andrews in the middle of last 
century the right was restored only after a revolt 
against customs that had restricted both the electorate 
and the field of choice. This story of ‘‘ freedom 
regained ” served as an introduction to the thesis of 
the rectorial address delivered at St. Andrews on 
April 12 by Air Vice-Marshal Sir David Munro, who 
observed that he was the first officer of the state 
medical services to receive tbis ‘“‘ unique and romantic 
honour.’ He spoke of freedom and its relation to 
discipline: without self-discipline freedom may go 
to the head, and those who have won it sometimes 
spend the rest of their lives in trying to take it away 
from others. Freedom in a university consists in 
liberty to think for oneself, to study the particular 
fields of knowledge that interest one, to act fearlessly 
on the dictates of one’s opinions and ideals. But a 
university, like the fighting services, has its own 
tradition of manners and customs which help not 
only to maintain external discipline but to foster 
discipline from within. The people who can deal 
with themselves are those who win freedom: not 
only by refusing to be dominated by their habits and 
emotions or by ideas, but by striking out for them- 
selves, and keeping their purposes in a right perspec- 
tive. Self-discipline can be acquired by exercise of 
the body and of the mind, by organised play and by 
hard work. It is never more essential than when 
success has been achieved, for success is heady wine 
—to drink of it easily leads to domination. But 
unless life is eagerly lived, the fruits of freedom and 
discipline are wasted. Sir David finds a failure some- 
where in our system of education to foster the zest 
for life. He is convinced that the failure does not lie 
always in missed opportunity or in the biological 
make-up of the individual. The thing that is lacking 
is an interest, not a rule of health; a desire, not a 
drug; a purpose, not a distraction; and it is in 
default of these that the faculties lie dormant, and the 
- tide of life runs low. These are the tonics that are 
wanted. Some of Sir David’s adjurations—‘: Youth 


is the time to be experimental... Keep alive! Keep: 


fire in your belly !’’—must have converted the most 
phlegmatic of his audience to his view that in any 
walk in life it is zest that matters, zest bridled by 
discipline but not stifled by lack of freedom. 


A JOURNAL OF ENDOCRINOLOGY 


IN a leading article at the beginning of this month 
we reviewed some proposals now being made for the 
abolition of medical journals. Pending the adoption 
of other and better means of medical publication, 
however, most of the existing journals will presum- 
ably survive, and new ones must be born as- the need 
arises. The need for a Journal of Endocrinology has 
certainly become evident, for there is at present no 
convenient place in this country for records of experi- 
mental studies of the larger kind, and it is advan- 
tageous that such reports should not be widely 
scattered. That the newcomer will be concerned 
with the laboratory rather than the clinic is suggested 
by the names of the council of management, which 
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includes only one clinician; but no doubt space 
will be given to clinical work conducted on experi- 
menta] lines, and the promoters are aware of the 
objections to excessive specialisation. The function 
of the journal is defined as ‘‘the publication of 
communications which advance knowledge concern- 


- ing the internally secreting glands, the mode of their 


actions, the nature of their secretions, and the dis- 
orders of their functions.” Contributions from all 
countries will be welcome and may be sent to the 
editor, Prof. E. C. Dodds, F.R.C.P., at the Middlesex 
Hospital, London, W.1. The council consists of 
Prof. F. A. E. Crew, F.R.S., Sir Henry Dale, F. R.S., Mr. 
F. H. A. Marshall, D.Sc., F.R.S., Prof. G. F. Marrian, . 
Dr. P. M. F. Bishop, Prof. C. R. Harington, F.R.S., 
Mr. A. S. Parkes, Sc.D., F.R.S., Mr. F. G. Young, 
Ph.D., and Dr. S. Zuckerman, of whom the last six 
serve on the editorial board. Dr. R. L. Noble of the 
Middlesex Hospital will act as assistant editor and 
the publishers are the Oxford University Press. 
The first number is to appear in May. 


BEDS FOR AIR-RAID CASUALTIES IN SCOTLAND 


ABOUT 5000 extra hospital beds are to be made 
available in Scotland by the erection of hutted 
annexes to eleven selected institutions. In a “ very 
urgent ’’ letter which the Department of Health for 
Scotland have sent to these institutions it is stated 
that the huts will be 144 ft. long by 24 ft. wide and 
will each contain 36 beds together with the usual 
ancillary accommodation. Their erection and main- 
tenance will be undertaken by the Office of Works 
and no cost will fall upon local authorities or hospital 
managers either for equipment or otherwise. 
The hospital authorities are asked to allow the 
building to proceed at once, leaving the formalities 
connected; for example, with the leasing of the land 
to be conducted concurrently. The eleven institutions 
comprise four local-authority hospitals (Robroyston 
and Mearnskirk, Glasgow; MHairmyres, Lanark- 
shire; and Ashludie, Dundee), four voluntary hos- 
pitals (Astley Ainslie, Edinburgh ; Victoria Infirmary 
Auxiliary Hospital, Busby, Glasgow; Falkirk Royal 
Infirmary ; and Stirling Royal Infirmary), and three 
mental hospitals (Gartloch, Glasgow; Bangour, 
Edinburgh ; and Larbert). 


SPINSTER MOTHERHOOD IN GERMANY 


In 1911 females outnumbered males in England 
and Wales by 1,179,000. The cause of the excess 
was a previous emigration of males. The late war 
made itself felt, among other ways, by increasing this 
excess, and in 1921 females outnumbered males by 
1,736,000. Our community being monogamous, 
many women of marriageable age are thus condemned 
to spinsterhood. It is not surprising that, in countries 
where a decline in fertility foreshadows an imminent 
fall in the total population, the presence of such 
“surplus” women should be a cause of concern. 
If it were decided as part of a positive population 
policy to make use of the latent reproductive power 
at the disposal of these women, two courses would 
be open: the first would be to follow the oriental 
precedent of establishing polygamy on a legal basis ; 
the second would be to “ destigmatise,’’ or even to 
encourage, spinster motherhood. According to the 
Times of April 13 the last of these measures has 
recently been adopted by the burgomaster of 
Wattenscheidt, a town in the Ruhr. On condition 
that unmarried women of 29 or over notify in advance 
their intention of having a child, the municipality 
will give 500 marks to the child and will look after it 
until it reaches working age. 
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MEDICAL REFEREES UNDER THE 
WORKMEN’S COMPENSATION ACTS 


By J. A. Nrxon, C.M.G., M.D. Camb., F.R.C.P. 


EMERITUS PROFESSOR OF MEDICINE, BRISTOL UNIVERSITY ; 
MEDICAL REFEREE TO COUNTY COURT CIRCUIT NO. 54 


A GOVERNMENT Commission, is at present inquiring 
into. the administration of the Workmen’s Com- 
‘pensation Acts. It may be interesting to consider 
the duties of medical referees under the present acts, 
and for this reason I have with the assistance of legal 
friends compiled a survey of these duties as laid down 
in the acts and determined by decisions in the courts. 
The references throughout to reported cases are 
to Butterworth’s Workmen’s Compensation Cases 
(B.W.C.C.). I gratefully acknowledge the valuable 
help I have received and claim a very small share 
in the article which follows. 

Medical referees are appointed by the Home 
Secretary under the Workmen’s Compensation Act, 
1925, section 38, and their duties are to some extent 
governed by the Medical Referees Regulations, 1932. 
Their fees and expenses are governed by the regula- 
tions of 1932 and the Workmen’s Compensation 
(Medical Referees) Order, 1935. The forms required 
for their work are prescribed in part by the Work- 
men’s Compensation Rules, 1926, and in part by the 
Medical Referees Regulations, 1932. A medical 
referee is appointed for one or more specified county 
court districts. 

Medical referees may be special or general. When 
a referee has been appointed for special work, cases 
of that type—e.g., eye cases—must be referred to the 
special referee. A county court judge may for special 
reasons refer a matter to a referee of another district 
in the same county court circuit (Medical Referees 
Regulations, para. 3b). A medical referee shall not 
accept a reference unless signed or countersigned by 
the registrar and sealed with the seal of the court. 

In cases involving special difficulty a medical 
referee may apply to the Home Secretary for sanction 
to obtain expert assistance—e.g., radiological or 
pathological—or the opinion of a specialist in the 
disease or condition under consideration (Medical 
Referees Regulations, para. 8). 


Circumstances of Reference 


Under sections 17 and 18 of the act an injured 
workman is required, in certain conditions, specified 
in regulations dated June 28, 1907 (which although 
made under the act of 1906 are still in force), to sub- 
mit to examination by a medical man selected by his 
employer. If the workman and his employer are 
unable to agree as to the workman’s condition or 
fitness for employment, an application can be made 
to the registrar of the county court under section 19 (2) 
for the matter to be referred to a medical referee, who 
shall give a certificate as to the condition of the 
workman and his fitness for employment, specifying 
when necessary the kind of employment for which 
he is fit. The referee in giving this certificate is 
exercising a judicial function, and his certificate 
as to the matters referred is conclusive evidence as to 
the matters so certified. 

Further, under section 19 (4), when no agreement 
can be come to between the workman and his employer 
as to whether, or to what extent, the incapacity of 
the workman is due to the accident (or scheduled 
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disease), a similar reference may be made to the 
medical referee. This latter provision applies only 
when the question of the workman’s incapacity is 
not in dispute but the parties are not agreed that the 
incapacity, or to what extent the incapacity, is due 
to the accident (Robert Addie and Sons Collieries 
Ltd. v. McAllister, 30 B.W.C.C. 1). 

A reference under section 19 (2), inasmuch as it 
raises the question of complete recovery from the 
consequences of the accident, involves a decision 
whether such incapacity (if any) as is found to exist 
is due to the accident, and this question has to be 
determined even if the reference does not specifically 
contain a reference under section 19 (4). The form 
of reference prescribed by the Workmen’s Compensa- 
tion Rules, 1926 (Form 50 as amended in 1932), 
provides alternative forms of reference to cover all 
the questions which may be referred under section 19 
(2) and (4), and the reference must be made in one 
or other of these forms. Otherwise it does not 
comply with the terms of the statute. 


Terms of Reference 


UNDER SECTION 19 (INCLUDING REFERENCES UNDER 
SECTION 12) 


The terms of reference will take one or other of the 
following forms :— 


(1) As to the condition of the workman and his 
fitness for employment, stating whether he is wholly 
or partially recovered from the injury—i.e., the 
injury caused by the accident—and specifying if 
necessary the kind of employment for which he is fit. 

(2) Whether and to what extent the incapacity 
is due to the accident. 

(3) As to the condition of the workman and his 
fitness for employment, stating whether he has 
wholly or partially recovered from the injury and 
specifying if necessary the kind of employment for 
which he is fit, and as to whether, and to what extent, 
the incapacity is due to the accident. The medical 
referee must confine his certificate to the questions 
submitted. 


If the terms of reference are not clear, the reference 
should be returned to the regiatrar for amendment. 

Certain industrial diseases, set out in the third 
schedule to the Workmen’s Compensation Act, 
1925, as extended by the Workmen’s Compensation 
(Industrial Diseases) Consolidation Order, 1929, 
are deemed injury by accident for the purpose of the 
act, and questions arising with regard to this type 
of “accident” are referable to a medical referee 
under sections 12 and 19. On receipt of a reference 
the medical referee shall notify the workman and 
employer, on the appropriate form, of the time and 
place fixed by him for the medical examination. The 
medical referee shall examine the workman as soon 
as possible, in any case not later than the seventh 
day after receiving the reference. If the workman 
does not present himself for examination the medical 
referee cannot give his certificate, since para. 11 
of the Medical Referees Regulations requires that 
before giving his certificate the referee shall examine 
the workman personally. If the workman, therefore, 
does not keep the appointment for examination, the 
referee should immediately report the failure to the 
registrar. Section 19 (5) of the act provides that if a 
workman refuses to submit himself for examination, 
on being required to do so, or in any way obstructs 
the examination, his right to compensation and to 
take proceedings under the acts shall be suspended 
until such examination has taken place. 
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The reference will be accompanied by statements 
as to the history of the accident and subsequent 
developments submitted by the workman or the 
employer and any medical reports supplied to the 
registrar. If the medical referee requires any further 
information he can obtain it from the workman 
when he examines him and through the registrar 
on acquainting the latter with what further informa- 
tion he requires. He is not restricted in his inquiries 
by any rules of evidence ; he must exercise his judg- 
ment as to the weight to be attached to any statements 
supplied to him. He is not restricted as to his con- 
clusions by the opinion expressed in the medical 
reports supplied to him. He is required to arrive 
at an entirely independent conclusion upon the 
questions submitted for his decision. It is a relevant 
inquiry, not only as to whether the man is fit for 
employment at the moment but whether the injury 
is of such character that there is, owing to the injury, 

some disability more or less latent at the time, but 
which may in future become active, and which there- 
fore establishes a reasonable probability of future 
unfitness for employment (Wilsons and Clyde Coal 
Co. v. Burrows, 22 B.W.C.C. 430), and in construing 
the certificate it will be assumed that the medical referee 
has considered this possibility. This consideration is 
specially important when dealing with some of the 
industrial diseases—e.g., nystagmus and dermatitis. 
So far as he can do so the medical referee must take 
into consideration the circumstances and surround- 
ings in which the work under consideration is per- 
formed. If he considers such a course necessary and 
desirable he should request an opportunity to view 
this process. It is often very difficult to appreciate 
properly an industrial process from a mere paper 
description. When certifying what kind of work 
the workman is fit to perform a medical referee should 
avoid suggesting operations with the nature of 
which he is unacquainted, and when certifying that a 
workman is fit for “ light work ° he should, if possible, 
explain what sort of jobs he has in mind, as “light 
work ” is an ambiguous expression and its meaning 
is not self-evident unless explained. It is some- 
times wise to specify definitely the forms of work 
for which the workman is unfit. Careful attention 
should be paid to the notes at the foot of the form 
of certificate. 


Statutory meaning of incapacity—The medical 
referee when considering whether the workman is 
or is not still suffering incapacity for work as a result 
of the accident must do so in the hight of the decisions 
of the courts as to the meaning of the term incapacity 
for work used in the statute. 


(1) The incapacity provided for by the statute 
is not incapacity to work but incapacity for work. 
A man may recover from the results of an injury 
so as to be able to do work but may nevertheless 
still be incapacitated for work because (a) although 
the physical results of the injury may have passed 
away the mental consequences—e.g., resulting 
neurasthenia or psychoneurosis—may remain and 
either actually prevent him from working or reduce 
him to such a condition that no-one seeing him would 
employ him under ordinary indvstrial or commercial 
conditions; (b) the physical results—e.g., the loss 
of an eye or a limb—may entirely bar him from 
obtaining any employment suitable for him, or 
reduce his chances of obtaining suitable employment. 

In considering whether a workman is incapacitated 
or remains still partially incapacitated for work the 
following considerations must be borne in mind :— 


(2) Although the physical consequences of the 
accident have been corrected, mental consequences 
may remain, and a man who is prevented from working 


Walker, H.L. 22 B.W.C.C. 366). 


MEDICAL REFEREES UNDER THE WORKMEN’S COMPENSATION ACTS [APRIL 22, 1939 945 


owing to mental results of an accident is entitled to 
compensation under the statute just as he would be 
if disabled for purely physical reasons (Eaves v. 
Blaenclydach Colliery Co. (1909), 2 B.W.C.C. 329). 
Some medical men are apt to conclude that a man is 
malingering—i.e., simulating symptoms—when in 
fact he is suffering from mental results, perhaps 
obscure results, which in fact are directly or indirectly 
due to the accident—e.g., so-called anxiety neurosis. 
There are without doubt cases of fraudulent simula- 
tion of incapacity, but my experience is that they 
are rare. Most workmen are honest men, and the 
mental disorders grouped under the terms traumatic 
neurasthenia or anxiety neurosis are now more 
generally recognised and better understood than a 
few years ago. 

(3) The question whether his condition is the usual 
and expected result of the accident is irrelevant ; 
the question is whether his condition is or is not a 
consequence in fact of the accident, directly or 
indirectly, however unusual or unexpected this may be. 

(4) A man may have recovered to some extent 
from the effects of the accident but only so as to 
fit him for special jobs; that is to say, although he 
could perform some forms of light work if he could 
get them, he is not in a condition to become an 
average workman in some recognised branch of work 
known in the ‘ labour market ” (Cardiff Corporation 
v. Hall, 4 B.W.C.C. 159; Wemyss Coal Co. Ltd. v. 
A medical referee 
may certify that a man’s labour has no commercial 
value, and that he would only be employed by an 
interested or compassionate employer. 

(5) The results of the injury may be of a character 
which renders recurrence of incapacity probable. 
So long as this condition exists, the workman has not 
entirely recovered and partial incapacity for work 
remains. If a workman is suffering from a risk of 
recurrence of this incapacity, or in cases of industrial 
diseases, the disease, owing to his already having 
suffered from the original incapacity or disease, 
then that is such a disablement as is an effect of the 
incapacity or disease (see Warrington L.J. in Starkey 
v. Clayton and Son, 18 B.W.C.C. 355). 

(6) The incapacity may be either total or partial. 

(7) The incapacity need not be solely attributable 
to the accident. It is sufficient if the accident has 
aggravated or accelerated or “lit up ” a pre-existing 
pathological condition. In cases of dermatitis, for 
example, seborrhcea ‘‘ predisposes ” and the nature 
of the work “ causes ” the incapacity. 

(8) The man may be incapacitated for work, but 
the incapacity may in no way be connected with the 
accident. It may be the result of another accident 
or a disease or due to his unreasonable refusal to adopt 
remedial measures or (so it has been said) to ‘‘ brood- 
ing ’’ over his troubles. In none of these cases is 
the incapacity due to the accident. The difference 
between ‘‘ brooding ’’ and neurasthenia is often too 
slight to be established by any medical examination. 
A morbid degree of ‘‘ brooding ” is an abnormal state 
of mind which may be an effect of the accident. 


UNDER THE WORKMEN’S COMPENSATION ACT, 1925, 
SECTION 23 (3) (b) 


Under this section power is given to the registrar, 
when considering whether a claim for compensation 
may be.settled by payment of a lump sum, to require 
a report from a medical referee as to the workman’s 
condition. The judge has a similar power if the 
question is referred to him by the registrar. When 
a reference to the medical referee is made under these 
powers, the terms of reference will be settled by the 
registrar or judge and, when sent to the medical 
referee, will be accompanied by any medical reports 
available and a statement of any relevant facts. 
The reference will be on Form F in the schedule 
to the Medical Referees Regulations, 1932. The 
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medical referee is required to report his independent 
view as to the workman’s condition and its cause. 
He is not bound by the views expressed in the medical 
reports submitted to him. The reference as to the 
workman’s condition involves investigation if necessary 
into the question whether or not his present condition 
is due directly or indirectly to the accident, and the 
observations already made as to the meaning of 
incapacity for work apply equally to references under 
this section. The registrar has to consider the 
adequacy of the sum agreed to be paid to settle the 
claim, and if the present condition of the workman 
is wholly or partially due to some supervening cause 
this is obviously a relevant matter for him to consider, 
and this topic is in the opinion of some authorities 
open to the medical referee although there appears 
to be no express decision on the point. 
support to this view is to be found in section 24 
of the Workmen’s Compensation Act, 1925. This 
section provides for settlement of disputed claims 
for lump sums (composition agreement). The matter 
of difference may be whether the workman’s present 
condition is or is not due, wholly or partially, to the 
accident, and the medical evidence may be insufficient 
or conflicting on this point. The medical referee 
will make an appointment with the workman (Form H) 
and must come to a decision. If the workman does 
not attend, the referee should immediately report 
the failure to the registrar. 


UNDER THE WORKMEN’S COMPENSATION ACT, 1925, 
SECTION 16 


Under section 16, if a workman ceases to reside 
in the United Kingdom or the Channel Islands or in 
the Isle of Man, his right to receive compensation 
ceases, unless a medical referee certifies that the 
incapacity resulting from the injury is likely to be 
of a permanent nature. A reference under this 
section is accompanied by any statement by or on 
behalf of the workman and/or his late employer and 
reports from the medical adviser of the workman, and, 
if his late employer so desires, a report from a medical 
man appointed by the employer. The medical 
referee must make a personal examination of the 
workman. The form of certificate is provided by 
Medical Referees Regulations, 1932, Form E. The 
observations already made as to the meaning given 
to the word ‘incapacity’? apply also to references 
under this section. What the referee has to consider 
is whether the incapacity in the sense explained is 
likely to be permanent. ` 


UNDER WORKMEN’S COMPENSATION ACT, 1925, 
SECTION 43 (1) (f) 


Section 43 brings under the act certain industrial 
diseases specified in schedule III to the act of 1925 
and extended by orders of the Home Secretary 
(Workmen’s Compensation (Industrial Diseases) Con- 
solidation Order, 1929, as amended by the Work- 
men’s Compensation (Cataract) Order, 1932; and 
further orders made April 30, 1932, and May 28, 
1934). Incapacity resulting from these diseases is 
treated as incapacity caused by accident, if a certify- 
ing surgeon, appointed under the Factory Acts for the 
district in which the workman is employed, certifies 
that he is suffering from one of these diseases and is 
thereby disabled from earning full wages at the work 
at which he was employed ; or a workman is suspended 
from his usual employment on account of having 
contracted any such disease ; or the death of a work- 
man js caused by any such disease; providing in 
either case that the disease is due to the nature of 
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the employment in which the workman was employed 
at any time within the twelve months previous to the 
date of disablement or suspension. The disablement | 
or suspension is treated as the happening of the 
accident, and the “‘ accident ” is held to have occurred 
on the date certified by the certifying surgeon as the 
date on which the disablement began or, if he is 
unable to certify such a date, the date on which the 
certificate is given. In effect the onset of the disease 
plus the surgeon’s certificate as to disablement 
together constitute the statutory ‘“‘ accident” (see 
Richards v. Goskar (1937), 29 B.W.C.C. 357). 

If the employer of the workman is aggrieved by the 
action of the certifying or other surgeon in giving 
or refusing to give a certificate of disablement or 
in suspending or refusing to suspend a workman for 
the purposes of this section, the matter shall be referred 
to a medical referee, whose decision shall be final, and 
the medical referee when certifying shall also certify 
as to the condition of the workman at the time when 
he is examined by him, and such certificate shall 
be conclusive. If a medical referee allows an appeal 
against the refusal of a certifying surgeon to give a 
certificate of disablement, the date of disablement 
shall be such date as the medical referee may 
If the medical referee disagrees with the 
date of disablement fixed by the certifying surgeon 
he may fix another date (Wemyss Coal Co. v. Haig 
(1935), 26 B.W.C.C. 444). Once he has given his 
certificate he has no power to alter the date of dis- 
ablement save to correct a clerical error. When he 
has given his certificate he is functus officio. 

The medical referee has all the power of a certifying 
surgeon. His certificate must coincide with the 
statutory description of the disease or injury. It is 
insufficient, for instance, to certify ‘‘ cataract ” when 
the schedule describes the disease as ‘“ cataract 
caused by exposure to rays from molten or red hot 
metal” (Davies v. The Wern Tinplate Co. (1922), 
15 B.W.C.C. 242). In giving his certificate he is not 
limited to his examination of the workman, but he 
may make any necessary and suitable inquiries for 
the purpose. No special machinery is provided for 
making such inquiries, The obvious ways are to 
obtain the information from the workman and by 
request to the registrar to obtain the required informa- 
tion from the parties. The certifying surgeon must 
be careful to state the process in which the workman 
alleges he was employed. Failure to do this invalidates 
his certificate. The process need not be the one 
mentioned in the second column of the schedule 
opposite the description of the disease. 

It is important to observe that the words “ suffer- 
ing from a disease mentioned”’ are of wide import. 
It has been held that they include suffering from the 
results of surgical operations properly incident to 
the treatment of the disease, and the probability 
of a recurrence of the disease, if the risk of recurrence 
is a consequence of contracting the disease and if 
by reason of this risk the workman is unable to 
return to his employment (Starkey v. Clayton (1925), 
18 B.W.C.C. 346). They also include cases when the 
disease is not due primarily to the nature of the 


. employment within the preceding twelve months 


but is found to have been aggravated by that employ- 
ment within the twelve months. The court has drawn 
a distinction between proneness to further attacks 
of the disease caused by the first attack and prone- 
ness to further attacks due to natural susceptibility 
in the man himself. The distinction is often difficult 
to apply. If a workman after and in consequence of 
the attack of a disease is more susceptible to the 
disease than he had been before it, he is still suffering 


THE LANOET] 


MEDICAL REFEREES UNDER THE WORKMEN’S COMPENSATION ACTS [APRIL 22, 1939 947 


from the disease. If the risk of a further attack is 
the result not of the former attack but of the work- 
man’s constitutional predisposition to the disease 
and his consequent greater susceptibility, he is not 
suffering from the disease, if he has fully recovered 
from the attack under consideration. 

The forms for use under this section are contained 
in the schedule to the Medical Referees Regulations, 
1932. The use of the appropriate form is obligatory 
and must be strictly adhered to. The medical 
referee, on receipt of the reference, will send notice 
of the date and place fixed by him for the examination 
to both workman and employer, and it is the duty of 
the workman, and, if the employer is applicant, it is 
the duty of the employer or his representative, to 
attend the appointment. Forms M and N will be 
used for this purpose. If the workman or the 
employer or his representative or both fail to attend, 
the referee is required to proceed in his or their 
absence and to decide the matter referred upon such 
information as shall be available and with or without 
@ personal examination of the workman. If the 
workman does not attend, the referee should certify 
accordingly in the second part of the certificate. 
Nevertheless, it is advisable to inquire, through the 
registrar, the reason for the workman’s failure to 
appear, since a certificate once issued under section 
43 (1) (f) is final. If the absence of either party is 
shown to the satisfaction of the referee to be 
unavoidable, he may adjourn the inquiry on the 
reference and resume it at such place and at such 
time as he may fix, after giving notice to the parties 
concerned. He has a similar power to adjourn the 
proceedings if he requires expert assistance, as pro- 
vided in para, 8 of the Medical Referees Regulations. 

The right of appeal given in section 43 (1) (f) 
is unqualified, and the “ matter’? to be referred is 
anything which can come within the scope of the 
“ action” of the certifying surgeon in giving or 
refusing to give “the certificate” (Lord Wright 
in Wemyss Coal Co. v. Haig (supra)). ‘‘ The matter ”’ 
to be referred to the medical referee is the grievance 
suffered by either employer or workman by “the 
action ” of the certifying surgeon in giving or refusing 
to give a certificate of disablement. *‘ Action ” 
(in the opinion of some authorities) in the context 
connotes everything that the certifying surgeon does 
in giving or refusing to give his certificate and cannot 
be confined to the mere fact of “ giving or refusing to 
give ” (Lord Warrington, ibid). The words “ aggrieved 
by the action of the certifying surgeon in giving or 
refusing to give” appear to be designed to cover a 
ground of objection to any part of the surgeon’s 
action in giving or refusing to give the certificate 
(Lord Thankerton, ibid). In Haslam v. Selby Mill 
Ltd. (28 B.W.C.C. 82) Romer L.J. expressed grave 
doubts whether a medical referee has any duty, on 
appeal from a certifying surgeon, beyond expressing 
agreement or disagreement with the certifying 
surgeon, and whether he is entitled to certify that the 
workman is suffering from a different disease from 
that referred to in the certifying surgeon’s certificate. 
No decision, however, was given on the point, and 
the question must be regarded as an open one. It 
does not appear from the report that the attention 
of the court was drawn to the decision of the House 
of Lords in Wemyss Coal Co. v. Haig (supra). The 
forms prescribed for use by the medical referee 
require him to certify the condition of the workman 
at the time he is examined by him, and in order to 
give the certificate he must clearly form his own 
opinion as to what the man is suffering from at that 


date. 


UNDER SCHEDULE l, PARA, 11, OF THE WORKMEN’S 
COMPENSATION ACT, 1925 


Under this paragraph the judge may submit to 
a medical referee for report any matter which seems 
material to any question arising in an arbitration. 
The wording of this provision is very wide. Thus 
the judge may ask for the opinion of the medical 
referee as to the advisability of administering anæs- 
thetics for a suggested operation (Gracie v. Clyde 
Spinning Co. 8 B.W.C.C. 630). The report is not 
conclusive, as is a certificate under section 19; when 
received by the judge it forms part of the evidence 
in the arbitration and must be considered by him 
together with the other medical evidence. The 
judge is not bound by it and may decline to follow 
it or adopt it as he considers proper. In making 
his report the medical referee is entirely free to form 
his own independent judgment on the point or points 
upon which his report is required. The form of 
reference will set out the questions upon which his 
report is required and will contain a short statement 
of the circumstances under which his report is required 
and a summary or copy in full of the medical evidence 
given in the arbitration. He will make an appoint- 
ment with the workman (there is no form provided 
in this case for making the appointment) and make 
a personal examination as in other cases, He can 
obtain any further information he desires from the 
workman. If he requires any further information 
he should apply for the same to the judge through the 
registrar, If the workman does not appear for 
examination, the referee should at once notify the 
registrar, 


UNDER FIRST SCHEDULE TO THE WORKMEN’S 
COMPENSATION ACT, 1925, PARA. 5 


Under this paragraph a medical referee is summoned 
to sit with the judge as medical assessor. The duties 
of a medical referee sitting as medical assessor are 
materially different from those which he has to 
discharge when acting as medical referee. His 
primary duty is to assist the judge on the medical 
or surgical aspects of the case. It is the sole duty 
of the judge to decide the facts, and he must form 
his own opinion both on the question of fact and upon 
the medical conclusions to be drawn from the evidence. 
But he is entitled to the assistance of the medical 
assessor in arriving at the latter conclusions. Having 
formed his own opinion on the points the judge will 
then ask the advice of the assessor as to the medical 
inferences to be drawn from these facts. The judge 
can then rely on this advice or if he thinks fit he may 
disregard it. The assessor is not a witness and 
therefore cannot be cross-examined, but any advice 
he gives the judge becomes part of the evidence in the 
case. If the judge puts questions to him to answer 
and his answers introduce new matter, the judge 
should communicate such answers to the parties and 
allow them an opportunity to call further evidence. 
It is not correct, as has been sometimes said, that 
the assessor may not introduce new matter not 
referred to by the medical witnesses (see Hall v. British 
Oil and Cake Mills (1930), 23 B.W.C.C. 529). The 
judge is entitled to act upon the opinion of the 
assessor, whether there was or was not any corre- 
sponding opinion expressed by the professional 
witnesses. One of the objects of an assessor sitting 
with the judge is to furnish the court with the means 
of checking and, if need be, of either supplementing 
or superseding the opinions of witnesses so far as 
they rest on medical inferences (see Lord Loreburn 
in Woods v. Wilson (1915), 8 B.W.C.C. 288). Strictly 
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it is no part of the duty of a medical assessor to make 
an examination of the workman, but there is no 
objection to his doing so if no objection is taken by 
the parties, and it would seem that he is entitled 
to do so if such examination is required by him to 
enable him to advise the judge. If as a result of such 
examination something new is discovered, that should 
be communicated to the parties and an opportunity 
given to them to call further evidence. A hurried 
examination in the judge’s room is not a satisfactory 
proceeding ; if a report from the assessor is required 
owing to conflict between the medical witnesses, the 
better course would seem to be for the judge to 
adjourn the proceedings and direct the workman 
to submit himself for examination by the assessor 
acting as medical referee under para. 11 of the first 
schedule. There is no objection to a medical assessor 
asking questions during the hearing of the arbitration, 
but he is not entitled to cross-examine witnesses. 

In view of Lord Justice Slesser’s comments in the 
Appeal Court in the case of Pensford and Bromley 
Collieries and Filer (1938), 31 B.W.C.C. 105, it might 
seem advisable that the result of the medical 
assessor’s findings, when he has been required to 
examine the workman, should be made in writing 
to the judge, so that it shall not be necessary for a 
higher court to conjecture what the nature of the 
advice given by the assessor to the judge was. 


, METABOLISM OF TESTOSTERONE 


DurinG the last few years, as Prof. G. F. Marrian 
has remarked, speculation about the metabolism 
of the gonadal hormones and substances related to 
them has become one of the popular pastimes of 
both chemist and biologist. The constantly increas- 
ing data certainly call for regular revision of the many 
theories which have been put forward. 

In work of this kind it is extremely difficult to 
obtain precise information by experimental means, 
and experiment has so far been almost limited to the 
administration of known substances, usually to man, 
followed by examination of the excreta for the same 
substance or possible derivatives. The first of these 
experiments consisted in administration of biologically 
active substances, after which the urine was examined 
for the same particular kind of biological activity. 
Such tests have mostly been made with cstrogens, 
but a number—especially in the last year or two— 
have dealt with androgens. 

Bühler (1933), McCullagh, McCullagh and Hicken 
(1933) and Kochakian (1937) gave small amounts of 
androgenic extracts or of crystalline androgens, and 
were able to detect small increases in the androgenic 
activity of the urine. A more precise experiment was 
reported by Callow (1938), who found a definite 
increase in urinary androgens during administration 
of 50-100 mg. of testosterone propionate weekly in the 
treatment of enlarged prostate. A castrated male 
receiving 50 mg. of testosterone propionate daily 
showed an increase in androgen excretion from 9 I.U. 
to 81 I.U. per day. The increased excretion of 
androgen, moreover, remained above the previous 
level for some time after the end of injection; but 
even so the percentage recovery was low, since 50 mg. 
of testosterone is equivalent to 3500 I.U. of androgenic 
activity. The loss of activity might be due to inactiva- 
tion of the greater part of the testosterone, to con- 
version to less active androgens, or to a combination 
of both. A detailed account of the work was given 
by Callow, Callow and Emmens (1939), who reported 


that the administration. of testosterone was followed 
by an increase of the 17-ketosteroids in the urine, as 
measured colorimetrically—i.e., an increase in andro- 
sterone and dehydroandrosterone or in substances 
closely related thereto. They showed that this 
increase in hormones or hormone-like substances 


was at least partly due to the excretion of an unusually 


large amount of androsterone, but that an inactive 
isomeride ept-stiocholanolone was also present in 
comparatively large amounts. Both these substances 
can easily be derived from testosterone by oxidation 
of the hydroxy group, reduction of the keto group and 
saturation of the carbon skeleton. 

Cook, Hamilton and Dorfman (1939) carried out 
somewhat similar research on the urine of men treated 
with testosterone ; and the clinical aspects of the work 
were dealt with by Dorfman and Hamilton (1939). 
In the first case recorded 60 mg. of testosterone 
propionate was given by mouth each day for fifteen 
days, and afterwards 120 mg. was given daily for 
seven days. The excretion of androgen rose from / 
21 I.U. per day or less to 500 I.U. per day. It was 
found that 11-9 litres of urine containing 1000 I.U. 
of androgenic activity yielded 40 mg. of androsterone 
—an amount far above any possible previous content. 


The inactive isomeride of androsterone was not found by 


these workers, but the fact that one main excretion 
product of testosterone—namely, androsterone— 
seems to be the same, whether the hormone is given 
by mouth or by injection, is of great interest. In 
a further experiment Dorfman and Hamilton found 
that the daily administration for thirty days of 
20 mg. of testosterone increased the excretion of 
androgens from below 21 I.U. to 94 I.U. per day. 
A month after the end of treatment the excretion had 
returned to normal, It is noteworthy that Cook, 
Dorfman and Hamilton did not isolate trans-dehydro- 
androsterone from the urine of these men treated with. 
testosterone propionate. : 

Possibly these results are complicated by some 
indirect action of the injected hormone on the adrenal 
glands or some other organ, but at the moment it is 
perhaps justifiable to assume that the steroids which. 
appear in the urine after administration of testosterone 
are direct derivatives of the hormone. Moreover, 
the probable excretion products so far identified 
are either the androgen, androsterone, or else the 
inactive substance sxtiocholanolone, 

Remarkable experiments by Steinach and Kun 
(1937) seem to suggest another possibility—i.e., 
that administered androgens may be excreted in a 
form having an entirely different type of biological 
activity. These workers found that the injection of 
testosterone propionate or of androstenediol benzoate 
was associated with an increase in the cestrogenic 
activity of the urine up to about three times the pre- 
injection level. Data of a similar nature have been 
obtained by Callow, Callow and Emmens. No 
chemical evidence has yet been obtained as to the 
nature of the additional cstrogen, except that it. 
appears to be phenolic. In this case, perhaps, the 
hypothesis of stimulation of the adrenal cortex has 
more to recommend it. 

This work on the fate of exogenous androgens has. 
clinical as well as academic interest, for it may 
eventually enable us to diagnose hypo- ‘or hyper- 
function of the testis from examination of the urine. 
As has already been pointed out in these columns, 
examination of the gross androgenic activity of urine 
seems to throw no light on the level of activity of the 
testis (Parkes 1937) and more help has been expected 
from examination of the chemical nature of the 
excreted substances. Unfortunately however it. 
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cannot be said that the results so far secured are of 
obvious clinical promise. It is reasonably certain 
that administered testosterone may appear in the 
urine as an estrogen, as a different androgen, or as a 
biologically inactive substance, and it seems likely 
that the endogenous androgens—presumably mainly 
testosterone—will be similarly modified before excre- 
tion. Moreover, the excretion products so far identified 
are not specific to men, since normal women seem to 
excrete as much androsterone as normal men (Callow 
and Callow 1938), and ept-stiocholanolone also occurs 
in the urine of women, having first been prepared 
naturally from the urine of a case of adrenal hyper- 
plasia (Butler and Marrian 1938). 

This conclusion greatly complicates the problem 
of diagnosing the level of testicular activity by 
examination of the urine, whether by the biological 
or the chemical means so far elaborated. 
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MEDICINE AND THE LAW 


The Minority Judgment in Mahon v. Osborne 


Lord Justice Goddard’s dissenting judgment in 
Mahon v. Osborne brought out two aspects of possible 
liability for professional negligence. Mrs. Mahon’s 
son, it will be recalled, died as the result of a swab 
having been overlooked at the close of an operation 
for duodenal ulcer. She sued both the surgeon and 
the theatre sister. With the consent of the trial 
judge her counsel withdrew the action against the 
sister on the ground that there was no evidence of 
negligence against her. The jury awarded damages 
against Mr. R. P. Osborne, the surgeon, and the 
Court of Appeal (by a majority of two lords justices 
to one) upset the verdict and ordered a new trial. 
Although the proceedings have already been discussed 
at some length in these columns (Lancet, Jan. 28, 
p. 242, and Feb. 18, p. 399), the issues are so 
important that no apology is needed for referring 
to them once more. 

The first point which deserves special attention in 
the minority judgment is Lord Justice Goddard’s 
remark that he failed to see why the trial judge or 
the plaintiff’s counsel should have taken the view that 
there was no evidence against the nurse. It was 
admittedly her duty to check the swabs and there was 
admittedly a miscount. This being so, said the 
lord justice, ‘‘I should have thought that there was 
abundant, indeed overwhelming evidence against 
her.” It could perhaps be said that the sister who 
was asked if the check was correct was not the only 
one who counted, but that some swabs were (or might 
have been) counted by another nurse; it would 
follow that an assurance from one sister only that 
all was right would be of no value at all, The liability 
of the sister was not directly in issue on the appeal. 
These judicial observations therefore were obiter 
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dicta. We can hardly close our eyes to the known 
fact that tactical considerations lead a plaintiff to 
concentrate upon pressing the dlaim against the 
surgeon and to abandon any attack on the nurse. 
The second point which stands out in the dissenting 
judgment is the emphasis upon the surgeon’s duty to 
make some kind of manual search for swabs before 
closing the body. He has put in a number of swabs 
as found necessary; he knows where he placed 
them, and theoretically he knows where to find them 
when the time comes to take them out again. In 
so far as he is not entirely preoccupied with his 
exacting work, he may have some memory of the 
number of swabs inserted ; he cannot leave the matter 
entirely to the nurse. And even if he thinks that 
all the swabs he inserted are removed, even if he has 
the nurse’s assurance that the tally is correct, it 
seems to be suggested that he has still some duty to 
search before closing the wound. Plaintiff’s counsel 
will probably have pressed the question that it would 
scarcely take a moment to “run a finger round ” 
or to ‘‘ make sure ” by some kind of manual investiga- 
tion that no packs have been overlooked. On this 
part of the case the judges exhibited a curious 
difference of opinion in the Court of Appeal. Lord 


. Justice Scott, who presided, thought that the trial 


judge could not lay much emphasis on the duty 
of final search because the point had not been directly 
put to Mr. Osborne when he was in the witness- . 
box ; this was mentioned as one of the reasons why 
the original trial must be deemed unsatisfactory. 
On the other hand, Lord Justice Goddard was at 
pains to show that the point had been specifically 
put to Mr. Osborne and that there might be some 
ground for the jury’s possible impression that the 
witness inferentially admitted that he had made no 
final search; if so, there would be some evidence 
(not necessarily very strong) on which the jury could 
find the surgeon negligent, and consequently the 
Court of Appeal would not be justified in interfering 
with the jury’s decision. 

This supposed duty of the surgeon to search is a 
point which will need to be carefully watched in this 
type. of action based on professional negligence. 
Those who know the conditions of surgical operations 
may find it hard to understand the impressions which 
prevail in the lay minds of judges and juries. It is 
quite possible that the layman imagines that, as one 
pack after another is removed and the visible area 
diminishes, the geography of the human interior 
nevertheless reveals itself as distinctly as the details 
on a large-scale map. It may be that he has in mind 
the kind of dilemma which is faced by a man who, 
after packing a trunk for a long voyage, is confronted 


‘by an odd sock. He can either grope in the corners 


of the trunk until he fishes up the fellow to it and 
makes the pair complete, or he can turn out the whole 
contents of his luggage on to the floor and satisfy 
himself by a methodical examination. Though 
this analogy may be exaggerated and fanciful, in 
future litigation of this kind it may be necessary to 
emphasise that any such impression is mistaken. 
The human organs cannot be laid out for examination 
on a table and then replaced. The risks of surgical 
shock and the dangers of protracting the period of 
anesthesia (a particularly serious matter, it was 
proved, in the case of patient Mahon) do not encourage 
an elaborate technique of groping inside the abdomen. 

According to the majority judgments, the original 
trial at Manchester assizes went wrong because the 
trial judge entertained and passed on to the jury 
a false estimate of some observations by the Court 
of Appeal in the previous case of James v. Dunlop, 
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where the facts were different (the operation being 
of a different character and comparatively few packs 
being required) an@ the findings had special applica- 
tion to those facts. The trial judge had before him 
no authorised report of James v. Dunlop but merely 
an account of it as printed in a medical paper. Accord- 
ing to the majority opinion in the Court of Appeal 
in Mahon v. Osborne certain remarks by Lord Justice 
Scrutton were taken by the trial judge in the Mahon 
case to be of general application. Lord Justice 
MacKinnon (who joined Lord Justice Scott in the 
majority opinion in the Mahon appeal) thought it 
unfortunate that the observations in James v. Dunlop 
were put forward at Manchester assizes as though 
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they were a binding rule of law. It was a misfortune, 
he said, that the jury were not directed that ‘‘ they 
must take their standard of care and diligence of a 
surgeon from those who could alone, from their expert 
knowledge, inform them of it.” The jury had 
unfortunately been rather ‘“‘encouraged, if not 
directed,” to disregard the evidence of the technical 
experts ‘‘in the light of some remarks of eminent 
people as ignorant of the science of surgery as them- 
selves.” If this means, as we take it to mean, that 
the standard of professional care in surgery is a matter 
on which juries must accept the views of surgeons, 
it is a welcome re-statement of what we understand 
to be a well-established rule. 
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Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 
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IV 


In December, 1917, I won half a prize at school for 
a speech on the Menace of the Super-State. Surviving 
members of the audience will recall that I warned 
Europe against the totalitarianism dear to bees and 
German philosophers; and they may be sure I 
still stand by every word. Today I have a similar 
message ; for I want to warn the medical profession 
against entering the service of the state. 

Last week I wrote about the different ways in which 
individuals and groups act as “‘ father ” to a sick man. 
The state, which is the largest national group, has 
plausible qualifications for this rôle, since it is super- 
naturally powerful, is often well-disposed, and in a 
sense belongs to the citizen. The Russian goes 
happily to hospital, saying: ‘‘I am ill; the state is 
my father ; my father will help me.” And so indeed 
it will; but on its own terms. 

Latterly the civilised nations have mostly got 
rid of the idea that fathers own their children ; 
only, however, to fall into the worse error that states 
own their citizens, body and soul. If the citizen 
is the state’s property the state will deal with him 
according to its own convenience: one day it may 
put him to bed in a grand ward and give him a 
hundred-guinea operation; next day it may send 
him to the trenches. The state does not think in 
terms of what the individual would like: it may be 
convenient for it to give him the best possible service ; 
or it may not. 

I have already tried to demonstrate that shi 
a doctor is employed at a salary the relation between 
him and his patient is governed by the relation 
between the patient and the employer. In a state 
medical service, such as there is in Russia, the state 
is the employer, and the doctor is no more than a 
hired technician. This being so, the doctor-patient 
relationship disappears and is replaced by a state- 
patient relationship. Indeed the word “patient ” 
should disappear also, for a patient is a person standing 
in a particular relation to a doctor. Oddly enough 
it is a member of the United States government, 
Senator Lewis, that has most forcibly pointed this 
moral :— 


“ Hold up here, Mr. Doctor,” he said; 
not asking you to do anything about a patient 
We know nothing of patient, don’t recognize its 
existence. It is your creation. We recognize an 
instrument called citizen who is essential to the 


~ 


‘we are- 


welfare of government. He takes the form of man 
or woman. You have professed to be able to help 
him to carry on his life. We need his life for useful- 
ness in civil affairs . . . in military for the defense 
of his nation. And now... we are compelled to tell 
you that we have Ear to treat you as an officer of the 
federal government... taking care of the citizen.” 


If this process is ee to its conclusion the citizen 
will not be attended by a doctor but by a department 
of state, a medical service whose aims are those of 


the state itself, 
* * * 


Now these aims may be admirable. The state 
may be trying to set up a fine organisation for giving 
the best possible help to everybody: that is what 
has happened in Russia, and the people are pleased ; 
that is what would happen if we had a state medical 
service here. Any state medical service would 
start like that. 

Russia is trying to apply the benefits of science to 
daily life; so the Soviet medical regime appeals to 
scientists. The Russian idea of medical sociology 
seems for the moment generally favourable to the 
individual; so the medical regime appeals to 
humanitarians. Both scientists and humanitarians 
cheerfully see the old relations of personal trust 
between patient and doctor—with manifestations 
of them such as professional secrecy—sacrificed to 
secure these great gains, What scientist and humani- 
tarian do not always recognise is that the aims of 
the state may be different tomorrow—when the 
medical profession will still have to carry them out, 
regardless of its former traditions and functions. 
In the report of the Royal Commission on National 
Health Insurance Sir Andrew Duncan and Prof. 
Alexander Gray referred to ‘‘the possibility of 
conflict between the ultimate ideals of the medical 
profession, which regards every individual life as 
alike of supreme importance, and the remoter 
interests of the community, which in retrospect may 
not be able to take so impartial a view.” 

That is one possible objection to including medicine 
in the state machinery: another is that the state 
may come to be detested by its subjects; and the 
servant will come in for some of the dislike felt for 
the master. No government, even in Germany, 
can be permanently popular ; ‘‘ the unity of the state 
in history . . . so far from being a unity, is always 
breaking down ” ; and it is surely a bad thing that 
people should be compelled to get all their medical 
care from a body towards which they feel aggressive— 
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that anyone who is ill should have to be attended by 
persons whom he regards as representatives of a 
hated despotism. That can’t happen here, you say ? 
I grant that in Britain the state has been ingeniously 
separated in people’s minds from the government of 
the day; our constitution has made it possible to 
feel violent disapproval of the cabinet while venerating 
the Crown and admiring the judiciary, the civil 
service, the army and even the police. But it would 
be rash to presume on this dichotomy remaining 
always so clear. Even in this country, moreover, 
the state is not persona grata in every home: its 
name recalls unpleasant thoughts of income-tax, 
or the means test, or an inquisition by a regional 
medical officer. And associations of this kind may well 
become a stumbling-block, if only because, as the 
A.M.A. put it, “ the patient who suspects that interests 
hostile to him may be influencing the physician will 
consciously or unconsciously describe his symptoms 
with a view to meeting the supposed or real 
antagonism,” 

Those to the Left of me, and those to the Right, 
may both think this bosh ; for at both extremes the 
state is looked on as something noble and benevolent. 
I for my part have been strongly attracted by the 
Russian conception of a friendly governing organisa- 
tion that (in Marx’s phrase) will“ wither away ” as the 
people learn to be good neighbours. ‘‘ What is being 
built up in the U.S.S.R.,” say the Webbs, ‘is not 
a government apart from the mass of the people, 
exercising authority.over them. What they believe 
themselves to be constructing is a new type of social 
organisation in which the people themselves, in their 
threefold capacity of citizens, producers and con- 
sumers, unite to realise the good life. This is in fact 
not a state in the old sense of the word, but an 
organised plan of living which the people as a whole 
adopt.” In such a plan I would willingly see myself 
and all the medical profession merged ; but even for 
Russia the hope of this new dispensation is fading ; 
and the Soviet state, like all the others, fulfils H. J. 
Laski’s cold-blooded definition: ‘‘the state,” he 
declares, ‘‘is simply coercive power used to protect 
the system of rights and duties of one process of 
economic relationships from invasion by another 
class which seeks to change them in the interests 
of another process.” 

Coercive power—that is ‘the state in essence; 
its use is the function of government. But the function 
of medicine has hitherto been to befriend the 
individual, not to represent authority. True, the 
coercive government will always need medical agents 
and advisers, for there are points at which both sick 
and healthy must be coerced for the safety of the 
community. But the fact that there must be medical 
officials empowered to act for the government—to 
assist the police—does not mean that the whole 
medical profession should take government service, 
abandoning (quite gratuitously) the doctor-patient 
relationship of many centuries and substituting for 
it a state-citizen relationship far less favourable to the 
treatment of disease. On the contrary, today more 
than ever there is need for buffers between the 
individual and the coercive power of the state. 
Social institutions are intolerable if they are too 
rigid, and they should be constructed with a little 
‘* give.” It is the duty of the state to be just; but 
(even assuming its justice) men and women also 
require mercy. Hardly any disorder is commoner 
than minor maladjustments of the human animal 
to the complicated and “‘ unnatural” demands of 
society, and it is essential for mental as well as 
physical health that help should be available for those 
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in this kind of need. If it is one of the doctor’s 
functions to provide it he a should not be 


an official. 
+ * * 


The time has come, it seems to me, for a new 
conception of the function of the state in regard to 
medicine and the sick, The old idea was that the 
government should see to ‘“‘ public health ”?” and leave 
diagnosis and treatment to others. This situation, if 
it ever existed, has broken down; for governmental 
institutions are doing every kind of medical work— 
preventive, diagnostic and curative—and they do 
more every day. I want to suggest that the govern- 
ment’s part in medicine should be limited to the 
duties of government—i.e., the exercise of coercive 
power. It should dictate the measures to be taken 
against epidemics; it should, in the last resort, 
certify the insane; it should if need be decree 
sterilisation and other measures of eugenics. But 
it should leave the rest of medicine to medical men 
and medical services whose aim is to do the best 
for each individual patient under their care. Let 
the government govern for the sake of “the state,” 
and let the profession carry on its traditional work 
for the sake of human beings. 

Such a division of function is by no means 
impracticable (pace, again, Herr Hitler ; and, perhaps 
it would now be courteous to add, Signor Mussolini). 
But it is worth considering only if doctors at large 
still have a firm faith in the humanitarian ideas 
handed down to them. For otherwise they will have 
no fundamental objection to becoming officers of 


state, 
i * * * 


Medicine at first used science as an instrument, 
and still does so. But the medical student is increas- 
ingly trained to be a scientist before anything else, 
and many people of scientific training question the 
compatibility of biological and political science with 
humanitarianism. The extent to which the invasion 
of medicine by scientific—or perhaps pseudoscientific 
—ideas may weaken or even destroy the traditional 
attitude of doctor to patient is illustrated by a 
distinguished physician’s remark that ‘‘a large 
proportion of the population are not economically 
worth private doctoring. They are morally, physically 
and mentally inferior people, and their doctoring 
must be done by a cheaper method than that of 
providing each with a private doctor.” 

We shall all agree, I suppose, that it is a mistake 
to serve two masters. And if it is impossible to look 
after the interests of patients while looking after the 
divergent interests of an employer, it is also impossible 
to give whole-hearted help to patients if, on’ eugenic 
grounds, one considers them inferior objects not worth 
bothering about, or if one is ready to sacrifice them 
(by experiment or otherwise) to the pursuit of 
knowledge. 

But does science really enjoin us to sacrifice the 
individual? The humanitarian ethic, the Christian 
ethic, is an expression of the evolutionary principle 
of mutual aid within the species—a principle that 
has supervened on the struggle for existence and is 
alone capable of giving mankind a richer future. 
What are considered the “‘ higher virtues ” of charity 
and self-sacrifice are biologically means of progress; 
and so is our belief in the value of human life and our 
duty to preserve it. As scientists we may see that a 
particular person is of little value to the world and 
not worth attention ; but as scientists we must also 
recognise another and greater truth—namely, that a 
failure to help this “inferior ” person, as we should 
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wish to be helped ourselves, betrays the compact, 
of man with man, on which civilisation rests, 

It is, I submit, valuable to society that a body 
of men should be dedicated, like the medical pro- 
fession,. to this mutual aid. But they cannot be 
lukewarm. If they once begin to distinguish in 
principle between man and man their value sharply 
diminishes; for each exception to their rule— 
small as it may seem—reduces confidence. We 
are told that during epidemics of cholera in Soviet 
Russia the inhabitants of some of the badly infected 
villages were all shot so as to prevent their spreading 
the disease. Such an action may be good immunology 
or good government, but it is not good medicine ; 
for a doctor must not sacrifice, to other purposes, a 
life entrusted to him. In the same way it is not 
for doctors themselves to order the sterilisation of a 
patient or a group of patients, however useful this 
may be. Confidence in the profession rests on the 
idea that it exists to save, not to destroy. Destruction, 
detention, and punishment are acts of government : 
it is the duty of governments, not of medical practi- 
tioners, to balance the common good against individual 
happiness, 

There must be ‘specialisation of function in 
society. Different kinds of work appeal to different 
personalities, and I suggest that nobody should 
become a practising doctor unJess he believes that 
the doctor’s humanitarian function is really useful, 
and unless he is prepared to stick to the rules that 
follow from it. A few exceptions in principle— 
a few declarations that the poor do not matter— 
and the whole structure falls to the ground. Further- 
more, no doctor should attempt to practise if he 
thinks the interests of science must outweigh those 
of his patients. The work of an individual scientist 
is often far more useful to mankind than that of any 
individual practitioner. Few will dispute it. Yet 
the care of human beings is in the long run no less 
important than the pursuit of knowledge: the state 
of the civilised world today is evidence enough of the 
folly of preferring technical to ethical progress. 

In suggesting once more that kindness and personal 
service represent the highest biological wisdom I 
admit there must be reason in all things: I do not 
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want the doctor, in the name of kindness, to abet 
any kind of crime. But the people who are always 

explaining that the interests of the community © 
override those of the individual seem to forget that 
the community is composed of individuals—though 
some are dead and some not yet alive—and has no 
existence or meaning apart from them. The form 
of idealism that will sacrifice the rights and happiness 
of individuals to the well-being of the abstraction 
called the state can easily be carried too far, and 
we should also be cautious, I believe, in embracing 
the form of idealism that will sacrifice the rights and 
happiness of the living to those of.a hypothetical 
posterity. Since perfection can never be reached, 
such idealism might demand that every succeeding 
generation should be sacrificed to its successors ; 
“the Future ” is capable of becoming as insatiable 
an idol as “the State” has already become. The 
people of the future, like the people around us, 
demand our anxious thought ; but the world would 
certainly be a more hopeful place to live in if fewer 
of its rulers found it necessary to do evil for the sake 
of the remoter forms of good. 


xæ x * 


A time may come when all this will sound ante- 
diluvian ; and to some it will sound so today. A 
time may come when the medical scientist (I do not 
call him doctor any more) will be employed directly 
as an agent of government—as the ruthless gardener 
who throws out weeds and tends only valuable 
plants. As yet, however, neither the public nor the 
facts demand that our profession should cease from 
its traditional endeavour—an endeavour to help 
all comers to make the most of life. For the present 
at least the practitioner’s rôle as a eugenist is to 
concentrate on positive rather than negative eugenics, 
and where action has to be taken against the interests 
of errant and aberrant individuals the task is one for 
a government and not for a profession. 

Though the medical scientist can be, and ought to 
be, the adviser of governments, the practising doctor 
should not identify himself with them. His happy 
function is still to bring the blessings rather than the 
curses of science to the people under his care. 
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Salvation through Soil 


THE Cheshire local medical and panel committee, 
which has never lacked initiative, has prepared a 
“ medical testament on nutrition and its relation to 
agriculture.” Looking back on twenty-five years of 
medical benefit it concludes that though health 
insurance has done much to cure illness it has done 
almost nothing to prevent it; while mortality- 
rates fall the sickness-rates and the claims on approved 
societies rise. A large proportion of all this illness 
is caused by unsound nutrition. Dental disease and 
its consequences are preventable, for people of our 
own race living in Tristan da Cunha have perfect 
teeth ; rickets is preventable; nutritional ansmia 
is preventable; constipation and “the host of 
digestive disorders which result from it” are nearly 
always due to. ill choice or ill preparation of food. 
And these are only a few of the disorders attributable 
to wrong feeding. The committee does not want 
to advocate any particular diet. ‘‘ The esquimaux, 
on flesh, liver, blubber and fish; the Hunza or Sikh, 
on wheaten chappattis, fruit, milk, sprouted legumes 
and a little meat; the islander of Tristan on his 


potatoes, sea birds’ eggs, fish and cabbage, are equally 
healthy and free from disease.” But the food of all 
of them is for the most part fresh from its source, little 
altered by preparation, and complete. Reviewing 
McCarrison’s observations on diet in India, the com- 
mittee ruefully declares: ‘‘ Probably half our work 
is wasted, since our patients are so fed from the 
cradle, indeed before the cradle, that they are certain 
contributions to a C3 nation. Even our country 
people share the white bread, tinned salmon, dried 
milk régime, Against this the efforts of the doctor 
resemble those of Sisiphus.”’ 

Though it is not the province of the doctor to 
advise agriculturists, the Cheshire committee sees 
the remedy in “ better manuring of the home land 
so as to bring an ample succession of fresh food crops 
to the tables of our people ” ; the present exhaustion 
of the soil must be arrested and its fertility restored. 
The better manuring it has in mind is the revival 
of the plan by which all animal and vegetable waste 
is utilised for the land—a principle of ‘Eastern agri- 
culture for which Dr. G. T. Wrench pleads in a book 
reviewed on another page. Describing the system 
devised for this purpose by Sir Albert Howard, 
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the committee points to the value of this system in 


disposing of municipal and village waste, and describes 
the success it has given on the Iceni estate in Lincoln- 
shire where market gardening and farming will soon 
be conducted, it is hoped, with little or no importation 
of fertilisers or foodstuffs. 

A meeting was held on March 22, with the lord 
lieutenant of Cheshire in the chair, to put the 
‘ medical testament ” before the public. Sir Robert 
McCarrison, F.R.C.P., said that though most people 
in this country get enough of the fuel foods millions 
go short of the protective foods; yet millions of 
acres of land are deteriorating or overgrown with 
weeds, and thousands of workers stand idle in the 
market-places. Sir Albert Howard, formerly director 
of the Institute of Plant Industry at Indore, India, 
expressed his view that insects and fungi are not the 
cause of crop diseases but only come when agricul- 
tural methods are bad. The protection of crops by 
sprays and powders is unsound because it merely 
preserves the unfit and covers up the real problem— 
which is how to grow healthy crops. The birthright 
of every animal and every plant, he said, is health, 
and for plants and animals alike it can be secured 
‘by returning to ‘‘ the proper old methods of the mixed 
farm,” 

Dependants in War-time 


The Aberdeen insurance committee has been 
considering the question of the treatment of the 
dependants of men who may be called up for service 
in the event of war, and they have decided to bring 
the matter to the notice of the local branch of the 
B.M.A. and of the Department of Health for Scotland. 
Drugs would have to be paid for, and the doctors 
could hardly afford to do the work for nothing. 
In the late war the names of men who enlisted were 
removed from the lists of their insurance practitioners, 
whose remuneration was thus reduced. Would this 
happen again and would the doctors, in districts that 
are not evacuated, be expected to assume respon- 
sibility for the treatment of the wives and families 
of their former patients, and if so, under what terms ? 
Possibly, if the Department of Health decided to 
set up a scheme for the treatment of the dependants 
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of men joining the colours a practical method would 


be to issue vouchers to dependants, who, on the 
presentation of such vouchers, would be entitled to 
obtain treatment and prescriptions. The cost would 
be considerable, and could not be met from insurance 
funds ; probably it would have to be met from state 
funds. 

The Mixture—As Before 


The Sheffield insurance committee has had a curious 
case to investigate. A practitioner was said to have 
issued to an insured person on his list a prescription 
ordering medicine upon a form other than that 
provided by the committee and a firm of chemists 
to have presented for payment a script in the name 
of the insured person though they had not dispensed 
the medicine upon presentation of the script. This 
was not an isolated incident. The joint services 
subcommittee had found that by arrangement with 
the manageress of the branch of the firm of chemists 
some of the practitioner’s patients were able to obtain 
supplies of medicines and appliances without seeing, 
or obtaining an order from, the practitioner ; particu- 
lars of the supplies were subsequently entered upon 
signed forms supplied by the practitioner, which 
were then presented for payment. The subcommittee 
found that this practice had been carried on for some 
years without the knowledge of the directors of the 
firm, and expressed the view that the issue of a book 
of blank signed prescription forms by the practitioner 
was apt to lead to serious abuse. The doctor was 
censured and the Minister of Health is to be asked 
to withhold five guineas, to be deducted from his 
remuneration. The firm of chemists has been 
cautioned. 

Another practitioner issued a prescription to an 
insured person bearing directions for the substance 
to be used by all the persons in the house, some of 
whom were not his patients. He also will probably 
be the poorer by five guineas. Attention has often 
been drawn to the impossibility of securing that 
no-one other than the insured patient consumes 
medicines ordered, particularly cough mixtures, oil 
and malt, and the like, but broadcast prescribing is 
surely a novelty. 
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WILLIAM HALLOCK PARK 
M.D. NEW YORK 


Dr. W. H. Park, director emeritus of the bureau 
of laboratories of the New York city department of 
health, died in New York on April 6 at the age of 
76. From 1897 he had been professor of bacterio- 
logy in the University of New York, and for 43 
years he was director of the city laboratories. On 
his retirement from the latter post in 1935 the William 
Hallock Park laboratory was built to serve the city 
in his honour, and he continued to have his office 
there. 

From an early date public health appealed to Park 
and his interests came to embrace not only bacterio- 
logy and immunology but general preventive medicine 
and hygiene. With his able colleague Dr. Anna 
Williams he wrote ‘ Pathogenic Microorganisms,” 
which became a standard work in all English-speaking 
laboratories and went through ten editions ; he also 
edited and wrote many articles for a book on ‘ Public 
Health and Hygiene,” of which a second edition was 
later called for. His knowledge, judgment and 
energy gave sterling service in every branch of public 
health to the inhabitants of New York city. The 


list of his personal investigations would cover almost 
all sections of bacteriology and immunology, in many 
of which he was long recognised as an authority ; 
but most conspicuous perhaps was his work on diph- 
theria, poliomyelitis and tuberculosis. About forty 
years ago Park and Miss Williams isolated and trained 
their famous Park-8 strain of diphtheria to produce 
ever more potent toxin, and generously supplied 
subcultures to the whole world. It is probable 
that almost all the diphtheria antitoxin produced 
during the next quarter of a century was made 
with this strain, which in many laboratories is still 
producing excellent toxin for the manufacture of 
prophylactics and for the immunisation of horses. In 
1894 he produced the first diphtheria antitoxin made 
in America, but his name will be far more closely 
associated with prophylactic immunisation against 
the disease. He was attracted by Behring’s publica- 
tions in 1913 and thenceforward worked incessantly 
both in the laboratory and by energetic public 
advocacy—with the aid of newspapers, illuminated 
signs, films, and vans equipped for immediate 
immunisation circulating in parks and children’s 
playgrounds—to persuade the parents of New York 
to immunise their children. The success of this 
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remarkable campaign is well known; his card- 
index system for the children of the city justified 
the expectation that the names of Schick-negative 
children would appear rarely, if at all, amongst those 
certified as suffering from diphtheria. Though his 
first prophylactic toxin-antitoxin mixture has now 
given place to later and more satisfactory prepara- 
tions, it will long be remembered as the first diph- 
theria prophylactic used with continued success 
on a huge scale. To Park’s investigations into 
infantile diarrhoea was largely due the prohibition 
of the use of unpasteurised milk in New York city. 
His plan of combating cerebrospinal fever by having 
trained specialists always available to the practitioner 
—somewhat analogous to the English arrangements 
for smallpox—yielded a rich harvest of information. 
Dr. Park’s unaffected and generous disposition 
led him to put his wide experience and knowledge 
unreservedly at the disposal of anyone interested, 
and medical men in many countries will recall with 
gratitude how they received from him valuable 
hints, information, cultures and samples of serum— 
all the wealth of his experience in the great city 
whose health he guarded so long and so fruitfully. 


JAMES WILLIAM EDINGTON 
M.D. EDIN., D.P.H. 


As we recorded last week, Prof. J. W. Edington 
of Sheffield died on April 9, from injuries received 
in a motor-ear accident which also caused the death of 
his wife and another passenger. Two sons survive him. 

He was born in 1889 in Berwickshire, and after a dis- 
tinguished undergraduate career in Edinburgh he gradu- 
ated in medicine with honours in 1913, taking the D.P.H. 
a year later. Then came the war, and despite a stiff 
ankle, the result of an injury on the football field, he 
served in the Royal 
Army Medical 
Corps till 1919: 
after eighteen 
months as assistant 
pathologist to the 
37th General Hos- 
pital at Salonika 
in 1916-17 he was 
invalided home 
and thereafter he 
worked in the Can- 
terbury and then 
in the Shornclifie 
District Labora- 
tory, being in 
charge of the latter 
for some time. 
While in Salonika 
he was awarded the 
Croix de Guerre. 

On demobilisa- 

tion Edington 
became assistant bacteriologist in Bradford, but in 
the following year he was appointed lecturer in 
bacteriology to take charge of the University public 
health laboratory in Sheffield under the direction of 
the late Prof. J. S. C. Douglas. Meanwhile he had 
obtained the degree of M.D. with honours. Apart 
from the teaching duties of his new post, the rapidly 
increasing amount of routine investigation called for 
organising capacity of a high order, and this Edington 
showed himself to possess. He was quite happy in 
tackling either routine work or complicated problems, 
and one who has worked with him says that ‘it 
was always a pleasure and an education to be with 
_ him, for no method was too intricate for him to master 
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and no detail too trivial for him to notice.” When 
in 1932 a chair of bacteriology was created in 
Sheffield, Edington was the obvious choice for the 
appointment; in addition he became honorary 
bacteriologist to the Royal Infirmary and the Royal 
Hospital, the Jessop Hospital for Women and the 
Children’s Hospital. Shortly before his death he had 
drawn up plans for the building and a complete scheme 
of organisation of an elaborate new laboratory service 
for the city of Sheffield, of which he was to be director. 

His enthusiasm for hard work and his meticulous 
care for detail were reflected in his research, much of 
which related to problems in public health. His 
main interest, however, was in tuberculosis and this 
no doubt arose largely because he himself had 
developed a tuberculous lesion in his left ankle, 
which unfortunately somewhat limited. his physical 
activities. He spent many months as a patient at 
Leysin and it is typical of the man that during this 
time he interested himself in observing the effect of 
sunlight on skin and subcutaneous temperatures, 
inserting thermometers into his own tissues for the 
purpose. The small bulk of his published observa- 
tions on tuberculosis is explained by the fact that for 
ten years he had worked on the chemotherapy of this 
disease, making and laboriously testing many complex 
compounds; his results were not without promise, 
yet he was never satisfied with—and therefore did 
not publish—his partial successes, persisting in his 
attempts to find a substance which would satisfy the 
high standards he had set up. 

This account would be incomplete without mention 
of Edington’s kindliness and courtesy to all who 
came into contact with him, no matter in what 
capacity, and the enthusiasm and help he showed to 
student activities whether in the classroom or the 
playing fields. ‘‘Those privileged to count him 
among their friends will always remember his unselfish 
generosity, his extreme modesty and his kindly 
nature ; it was a joy to him to help others. No-one 
could wish for a finer or more loyal colleague.” 


WILLIAM EDWARD SARGANT 
M.R.C.S 


Dr. Sargant, who died on March 29 at Amersham, 
qualified in medicine in 1893 and then held an ortho- 
pedic appointment. But at St. Bartholomew's he 
will be remembered rather as the school registrar, 
a post which carried with it the arranging of clerk- 
ships and dresserships in the wards. Students of 
that period will recall the bluff, friendly reception 
in the registrar’s office where they made an acquaint- 
ance which outlasted hospital life, for Sargant ran 
a registry office for Bart’s men in practice which 
was a model (and one of the first) of its kind. Less 
familiar was another side of Sargant’s life. For 
fifteen years he was secretary for cases at the head. 
quarters of the Royal Medical Benevolent Fund, 
and it was only when this post encroached too much 
on his time and thought that he laid it down in 1913. 
To this work Sargant gave the same care and business- 
like attention that he did to his registrarship and it 
was combined with a thoughtful consideration which 
allowed him to move with equal freedom among the 
applicants and their friends, the subscribers, and the 
managing committee of the fund. He was also one 
of the trustees of the Charles Bailey Charity which 
at one time held a few houses to be used as rest- 
homes for aged members of the medical profession 
or their widows. Sargant was instrumental in 
transferring this trusteeship from individuals to the 
R.M.B.F. There are many who will hold him in 


grateful remembrance, 
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WESTMINSTER HOSPITAL 
OPENING OF NEW BUILDINGS 


On Thursday the new buildings of Westminster 
Hospital in Horseferry Road were formally opened 
by the King, though they will not be ready to receive 
patients until the end of May. The buildings will 
have cost £850,000, and it is remarkable evidence 
of the persistent flow of the substance of charity that 
with the aid of Mr. Bernard Docker’s financial acumen 
they will open almost free of debt. Apart from grants 
from the King’s Fund and London University, the 
hospital has received financial assistance from the 
Middlesex county council, which has a direct interest 
in the beds for early mental cases, and the Westminster 
City council. Much the largest proportion of the 
amount has, however, been subscribed by the public, 
mostly in small amounts. 


A NEW OUTPATIENT SYSTEM 


Of its many original features the most striking 
is the close connexion between inpatient and out- 
patient departments, based on the conception that 
every patient ought to be under the care of the same 
medical personnel throughout the whole of his illness. 
The familiar elongated outpatient departments have 
here been turned on end, and the corridor has given 
place to the lift. Each floor contains the inpatient 
unit of one department and the corresponding out- 
patient clinics (fig. 2). There is of course no direct 
intermingling of patients, so that there is no fear 
of introducing outside infections into the wards, 
but the same sister is in charge of the whole depart- 
ment, and the distinction between outpatient and 
inpatient physicians and surgeons has largely dis- 
appeared, Further (an idea originating from the 
new orthopedic hospital at Copenhagen), each floor 
has its distinctive colour for everything from paint- 
work and crockery to outpatients’ cards. Each 
floor also has its own almoner, record department, 
` and telephone operator, an arrangement that will 
facilitate easy and effective liaison between the 
hospital staff and outside doctors, When the system 
is in full working order the plan is for most of the out- 


patients to be seen by appointment, and it is hoped. 


that this will prove feasible without added trouble 
or expense, 
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Fic, 1—View from the west. 
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Fie. 2—Vertical section showing corresponding inpatient 
and outpatient departments on the same floors. 


RECEPTION 


A covered roadway, built on its own foundations 
so as to eliminate vibration, runs through the hospital 
from Horseferry Road to Page Street, and the 
entrances for patients open on to this. Casualties 
and emergencies are taken direct to the surgery ; 
other outpatients go to the main entrance and if they 
have a doctor’s letter addressed to a definite depart- 
ment they are taken there as soon as they have seen 
the almoner. Most outpatients, however, are first 
seen by the reception officer, who decides to what 
department they should go. There will be three of 
these officers, two being on duty in the morning and 
one in the afternoon, and one being on call at night. 
They will be qualified men who have done at least 
two house appointments and are candidates for 
chief assistantships. 


WARDS 


The units on each floor consist of a ward for male 
and one for female patients, usually with 11 beds 
in each, and three cubicles for 
cases requiring special nursing or 
for ‘‘contributory ”? patients who 
can afford to pay a flat rate of 
5 guineas a week. Of the total 
of 400 beds 48 will be reserved 
for paying patients who will be 
charged 6-12 guineas a week. 
In the children’s and maternity 
wards the beds are divided into 
two sections, so that in an epi- 
demic one part may be shut off. 
In the children’s ward the cots 
are either surrounded by glass 
panels or grouped in pairs separated 
by glass screens (fig. 3), and there 
is a treatment room where dress- 
ings can be done without dis- 
turbing the ward. A flat is 
provided for the nursing mothers 
of sick babies and there is an 
incubator-room for premature 
babies. 
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KITCHENS AND A.R.P, 


Most of the patients’ food will 
be prepared in the main kitchens 
at the top of the building and 
taken from there in thermos 
trolleys to the wards by lift. In 
this way it will be possible to 
serve a meal for the 400 patients 
in 12 minutes. As an annexe to 
the main kitchens is a small 
“teaching” kitchen, simply 
equipped with a gas range, where 
patients or parents can be 
instructed by the hospital dietitian 
in the preparation of special foods. 

Like other teaching hospitals 
the Westminer would be a casualty- 
clearing hospital in time of war. 
With this in view the covered 
roadway is fitted with air-locks at 
either end so that it will be possible 
to decontaminate gas cases before 
their admission. The roof is 
strengthened to withstand incendi- 
ary bombs and the lower ground, 
first, and second floors can be 
supplied with air under pressure 
during a gas attack. In an emer- 
gency, too, food can reach the 
lower floors from the kitchens in 
the basement of the nurses’ home, 


Fra. 3—Diagrammatic view of children’s ward. 
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ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 


THE floor of the House in Easter week, 1939, was 
occupied by one of the greatest dramas that have 
ever been played there. There were criticisms of 
the Government and of past and present policy, but 
there was behind it a unity of purpose more real 
than it has ever been before. Great Britain leading a 
peace front of Europe. Men with great names spoke, 
discussed, argued, denounced, pleaded—but it was 
a drama not of names but of the House of Commons 

speaking for the people of Great Britain, 


ale ae * 


There were no parliamentary meetings apart from 
the sittings of the House of Commons and the House 
of Lords, but even in these intervals of active duty 
the work of Parliament proceeds. Publications are 
produced and among them we have just had the 
report of the Select Committee on Parliamentary 
Elections (Mr. Speaker’s seat), This is a survey of 
parliamentary institutions with special reference to 
the powers and duties of the Speaker, and the Speaker 
is the guardian of parliamentary and democratic 
liberties. It is a report well worth reading and can 
be got from the Stationery Office for ls. 3d. 


x * x 


One of the activities that continues during the 
short Easter recess is the consideration of bills by 
members interested and the drafting of amendments. 
The Defence Bil, which was introduced and passed 
its second reading in a two days’ debate immediately 
before the adjournment, is a long measure bristling 
with technical and other difficulties and of especial 


interest to the medical profession. The adequacy or 
inadequacy of civil defence by means of shelter 
provision or by evacuation of civilian populations 
from dangerous areas will determine whether the 
doctors’ work in case of air attack in war is possible 
or impossible. One of the strongest arguments in 
favour of the evacuation of as many of the civilian 
population as are not required from dangerous areas 
is that to leave them there is to invite very numerous 
—perhaps overwhelmingly numerous—casualties 
which will overwork stretcher-bearers and first-aid 


‘posts and swamp the hospitals. The bill provides for 


compulsory shelter arrangements and training of 


. staffs of the employees of industrial concerns on the 


responsibility of the employers assisted by govern- 
ment grants in one form or another. But this 
compulsory provision of shelter and organisation does 
not apply if 50 or less persons are employed. This 
means, unless the bill is amended in committee—and 
the bill is to be taken ‘‘on the floor of the House,” 
which means in the chamber of Parliament itself 
instead of in a committee room upstairs—that in 
every semi-residential area where there are a number 
of small industrial establishments there will be no 


-provision in many cases and therefore very numerous 


casualties in case of attack. This is an obvious matter 
for amendment. Another feature of the bill is that 
while the provision for shelter accommodation and 
organisation is laid down for factories and places 
where large numbers of people are employed there 
is no shelter protection made compulsory for the 
large tenement dwellings or large blocks of “ luxury 
flats.” Any medical man practising in an area where 
there are large blocks of flat-dwellings, as in London, 
Edinburgh or Glasgow, will realise the necessity of 
such shelter provision. In the case of some premises 
this provision of shelters will be very difficult, if not 


an, 
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impossible, owing to lack of space. In others it is 
costly and cannot be done by individual flat-dwellers. 
To leave shelter provision to an agreement between 
tenant and landlord as is implicit in the absence of 
provisions of a special character in the bill is to invite 
wholesale casualties. 


Another aspect of A.R.P.—the care of women, 
children and other persons evacuated to rural areas— 
‘will impose severe duties on many medical practi- 
tioners. Little rural parishes will have their popula- 
tions doubled and probably more than doubled, and 
the problems of water-supply, sanitation and over- 
crowding will be many. ‘The school camps which 
are to be erected for use in peace-time as holiday 
centres may prove especially useful in war-time for 
the special purpose of isolating groups of infectious 
cases, Another section of the bill of particular medical 
interest is that dealing with compensation for injury 
during training and under peace-time conditions. 
This is likely to need considerable amendment, for 
in its present form it does not conform to the accepted 
practices and definitions of workmen’s compensation. 


Drafting of amendments in the Civil Defence Bill 
and on the Camps Bill is now proceeding. The 
Camps Bill will be considered on April 20, and the 
Defence Bill later, and next week we have the Budget 
‘with an especial interest for every taxpayer, whatever 
his employment, calling, trade or profession may be. 
The taxation pill will be coated with the sugar of 
loan money; but some time somebody has got to 
pay the loan and immediately everybody will have 
to pay the interest. 


FROM THE PRESS GALLERY 
The Shortage of Nurses 


IN the House of Commons on April 18, during 
debate on the civil estimates, Sir FRANCIS FREMANTLE 
moved the following resolution :— i 


That this house, taking note of the report of the Inter- 
Departmental Committee on Nursing Services, recognises 
the inadequate supply of nurses to meet the increasing 
demand for their services and the urgent need of reform in 
their training, registration, and conditions of service both 
for institutional and domiciliary nursing. 


The present shortage of nurses was, he said, 
obvious, and most hospitals were short of nursing 
staff. Factors in the increased demand included the 
greater accommodation in voluntary hospitals, the 
bigger demand for hospital treatment, and the 
development of medical technique and extension 
of services. Some 20,000 entrants to the profession 
were needed each year, or 8000 more than the present 
rate. The secondary schools were an ideal source 
of recruitment, but they could not supply anything 
like the numbers needed, and in recruiting from 
elementary schools the great difficulty was to fill the 
gap between the age of 15 and the time when the 
girls would enter the wargs. Many of the state- 
ments made about the conditions of service were 
exaggerated. Great improvements had taken place 
in recent years, but in many areas and institutions 
conditions needed remedying. Long hours of work 
were the chief factor. Reduction of hours was 
handicapped by shortage of recruits, but the shortage 
would continue while hours were not reduced. Some- 
how that vicious circle must be broken, It was 
mecessary to dangle financial inducements before the 
recruits. Nurses were badly underpaid, and the 

ions unsatisfactory. Recruitment should be 
considered on a national basis. Unreasonable rules 
and restrictions had a bad effect on recruiting, but 
the new rules of the L.C.C. hospitals were an example 
of enlightened reform, People had traded too long 
on the goodwill of a great profession. It was now 
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a duty to give nurses conditions essential for the 
service under the changed conditions of today. 


THE MINISTER’S REPLY 


Mr. ELLIOT prefaced his reply with the statement 
that the Government did not intend to defer all 
action until the final report was delivered. The 
Government accepted the general conclusions of the 
reports so far received relating to England, Wales, 
and Scotland. The shortage of nurses was not due 
to women shirking unpopular jobs but arose from the 
increased demand, Arrangements were under con- 
sideration for organising prelimi training of 
elementary and secondary schoolgirls, which would 
fit in with the proposed division of the preliminary 
examination into two parts. The rule proposed by 
the General Nursing Council to enable this “‘ splitting ” 
to be effective would be approved. In regard to 
conditions of service it was proposed to issue a 
circular to local authorities on the recommendations 
made in the reports, and to invite the British Hospitals 
Association to do the same in respect of the voluntary 
hospitals. On the subject of nursing services in 
war-time, Mr. Elliot said that the Government were 
asking for 100,000 women now to meet the need for 
expansion. Employers of large staffs were being asked 
to give facilities for training, and retired trained 
nurses were invited to register with the central 
emergency committees. It was proposed to place 
in existing hospitals 100,000 additional beds for 
which staff was not at present provided. The total 
of beds for which staff would have to be provided 
was about 120,000. For these 49,000 nurses and 
nursing auxiliaries would be needed in hospitals 
alone, ; 

Some of the recommendations in the Athlone 
and Alness reports, said Mr. Elliot, involved finance. 
The Government were giving careful consideration to 
the whole question of salaries, and he hoped to be 
able to make a fuller statement on this subject at a 
reasonably early date. ; 


See SE ED 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
APRIL 8, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0 : 
scarlet fever, 1568; diphtheria, 755; enteric fever, 
8 (27 “ expected”); pneumonia (primary or 
influenzal), 1161; puerperal pyrexia, 184; cerebro- 
spinal fever, 35; acute poliomyelitis, 3; acute 
polio-encephalitis, 3; encephalitis lethargica, 3; 
dysentery, 25; ophthalmia neonatorum, 96. No 
case of cholera, plague or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on April 14 was 3266, which included: Scarlet 
fever, 654; diphtheria, 647 (carriers, 33); measles, 10; 
whooping-cough, 985; puerperal fever, 21 mothers (plus 13 
babies); encephalitis lethargica, 302; poliomyelitis, 4. At 
St. Margarct’s Hospital there were 24 babies (plus 10 mothers) 
with ophthalmia neonatorum. ~ 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox or from enteric 
fever, 4 (0) from measles, 5 (1) from scarlet fever, 
24 (4) from whooping-cough, 18 (3) from diphtheria, 
41 (10) from diarrhcea and enteritis under two years, 
and 149 (26) from influenza. The figures in parentheses 
are those for London itself. 

Birmingham reported 9 deaths from influenza: Leyton, 
West Ham and Rhondda each 5; no other great town more 
than 4. Deaths from diphtheria were scattered over 13 great 
towns, Liverpool reporting 3. West Bromwich had 2 deaths 
from measles, Birmingham 3 from whooping-cough. 


The number of stillbirths notified during the week 
was 226 (corresponding to a rate of 41 per 1000 total 
births), including 38 in London. 
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© LETTERS TO THE EDITOR = 


MENTAL NURSING 


Smr,—Some of the suggestions in the letters by 
Drs. Kimber, Pilkington and Spencer, in your issues 
of March 11 and 25 and April 1 respectively, seem 
open to criticism. | 

The welfare of the patients in mental hospitals 
depends mainly on the fully trained staff and only 
to a lesser extent on the probationer nurses. The 
problem seems to be that of producing more efficient 
trained nurses, but the practical aspect must not 
be overlooked. It has been suggested that teaching 
of normal psychology from an earlier date in a 
probationer’s career would add to this efficiency. 
Personally I doubt very much whether anything 
beyond a few introductory lectures on broad principles 
would be of advantage in the early stages of a mental 
nurse’s training. Psychology is not an easy subject 
and is more easily grasped by those with some 
experience of patients in the wards. 

Dr. Spencer’s ideas for special training centres seem 
impracticable. Most mental hospitals have great 
difficulty in keeping their female staff up to quota. 
They have to attend some of the lectures during their 
hours on duty, and the difficulty is to spare them 
from the wards for the lectures being given already, 
let alone additional ones. Has Dr. Spencer considered 
how many probationer nurses, especially women, fail 
to qualify, or having qualified leave soon after? It 
is obviously impossible to afford the luxury of letting 
them spend the first six months of their all too short 
careers at the occupational centre and lectures, to 
the exclusion of all ward work. 

Practical points that seem to me of importance in 
mental nursing reform are :— 


1. A short general introductory: course at the 
beginning of each series of lectures for the prelimi 
examinations. 3 

2. Insistence that before qualifying each nurse 
shall produce a certificate to say that she has attended 
a fixed number of months in each type of ward—L.e., 
open, chronic, refractory, epileptic and infirmary 
wards—and at the occupational centre. 

3. Prohibition of the allocation of probationer 
nurses starting their careers to refractory wards. 

4, Concentration of nurses specially picked for their 
ability to establish contact with patients in the 
admission wards. . 

5. Opportunity for each qualified nurse to specialise 
in some useful sideline such as chiropody or physical- 
culture instruction. 


I am, Sir, yours faithfully, 


DONALD BLAIR, 
- Cane Hill Hospital, Coulsdon, Surrey, April 15. 


INTUSSUSCEPTION 


Sır, —Mr. Ian Fraser, in his account of a case of 
recurrent intussusception in a young child, published 
in your issue of April 15, remarks with much truth 
that “ the subject of enlarged glands in intussusception 
is of great interest” and questions whether the 
enlargement be primary or secondary and whether 
it may be tuberculous. Some light might be shed 
on this problem by removal and microscopical 
examination of these glands; but, failing such 
information, certain clinical impressions may be 
noted. 

In the first place, cases of intussusception usually 
come to operation within a few hours of the onset, 
and it is difficult to conceive that the degree of 
enlargement of the glands which is frequently seen 
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can have arisen in so short a time as a secondary 
effect of the intussusception. As regards Mr. Fraser’s 
query as to the possibility of the enlargement being 
due to tuberculosis, I have not observed any evidence 
of caseation in the affected glands, nor have I seen 
any other signs of intra-abdominal tuberculosis in 
any of these cases. . My own impression is that the 
glands are the site of a simple inflammatory enlarge- 
ment due to an acute enteritis, which causes colicky 
contractions of the bowel, which are the exciting 
cause of the intussusception. 

I have frequently observed the relaxed stools 
typical of infantile diarrhea during the days 
immediately following the reduction of an intussuscep- 
tion, and neither this nor the enlargement of the 
glands appears to be characteristic of ordinary 
intestinal strangulation with which intussusception 
is closely comparable in its mechanical effects on the 
bowel. If, as I believe, intussusception in infants 
is caused in many instances by an attack of enteritis, 
the recurrence of the condition in subsequent attacks 
of enteritis would be a reasonable expectation. 
The matter is one which is difficult to prove con- 
clusively, but the usual coincidence of the age- 
periods of enteritis and of intussusception seems to 
lend some support to my contentions. It would 
be interesting to know if Mr. Fraser or any of your 
readers has made any observations on this problem, 


I am, Sir, yours faithfully, 


FRANK FORTY, 
Redhill County Hospital, Edgware, April 17. 


LIFE-STORY OF SIMPLE HERPES 


Srr,—I was interested in the leading article on 
this subject in The Lancet of March 18 and also in 
Dr. Edwin Goodall’s letter in your last issue. The 
latter presents certain statements from a contribution 
by Naegeli (Miinchener Medizinische Wochenschrift 
of Feb. 28, 1936) which, if substantiated by adequate 
clinical and experimental investigation, might consti- 
tute an addition to the present treatment of neuro- 
syphilis. If the previous inoculation of herpes virus 
is proved to increase the efficacy of the malarial 
therapy of neurosyphilis an advance of some value 
would be achieved. 

The determination of the incidence of simple 
herpes in cases of neurosyphilis undergoing malarial 
therapy is an easy matter of clinical observation. 
After a considerable experience Dr. Goodall has the 
impression that the incidence is small and my own 
more limited experience is in agreement with this 
view. Through the kindness of Dr. L. Findlay, the 
medical superintendent, I have reviewed my own 
notes on forty-two cases of neurosyphilis treated by 
malaria in the V.D. wayds of Mill Road Infirmary, 
Liverpool. All cases weré inoculated with the benign 
tertian parasite except for one in which quartan 
malaria was used. Two cases developed simple 
herpes after the second and third rigors respectively 
and a third case developed herpes two days after the 
exhibition of quinine. The incidence in this small 
series is thus 7 per cent., and it is interesting to note 
that the herpes was confined to cases of taboparesis 
and was not met with in cases of pure general paralysis 
although the latter constituted half of the series. 
One case of asymptomatic general paralysis had an 
attack of simple herpes a week before inoculation 
with malaria, and although parasites were seen in 
blood films no fever developed. This group of patients 


THE LANCET] 


STERNAL PUNOTURE IN KALA-AZAR 


[APRIL 22, 1939 959 


belonged to the “hospital class’? and appears to 
have contained fewer carriers of herpes virus than 
the experience of Burnet and Lush (Lancet, March 18, 
p. 629) would lead one to expect. If the incidence 
of herpes carriers is really lower in this group of 
cases of neurosyphilis than in the general population, 
does not this support Naegeli’s reported contention 
that herpetics exhibit neurosyphilis more rarely than 
non- herpetics ? 

It is often difficult to judge the success or otherwise 
of malarial therapy in neurosyphilis, as the date and 
extent of recovery varies within such wide limits. 
It will therefore be equally difficult to assess any 
increased success which might be attributable to an 
intercurrent attack of herpes simplex, and my own 
series of cases can offer no evidence on this point. 
The whole problem, however, merits further study 
and may eventually lead to the estimation of herpes 
antibody proving of prognostic value in syphilis and 
the establishment of inoculation of herpes virus as 
a useful preliminary to the malarial therapy of 
neurosyphilis. 

I am, Sir, yours faithfully, 

Stoke-on-Trent, April 15. SYDNEY M. LAD. 


STERNAL PUNCTURE IN KALA-AZAR 


Srır,—In the annual report of the Calcutta School 
of Tropical Medicine for 1937 (issued early in 1938) 
I reported my experience with sternal puncture as a 
method of diagnosis in kala-azar. Leishmania were 
found in 18 out of 27 cases of kala-azar in the puncture 
material, but I pointed out that no particular search 
was made for leishmania in some of the earlier smears, 
and I added ‘It seems probable that one may 
expect to find leishmania in 80 to 90 per cent. of 
cases of kala-azar ; the procedure offers an alternative 
method of diagnosis for those who are prejudiced 
against spleen puncture.” 

This expresses my opinion exactly at the present 
day, after another year’s experience. [ find that 
I have now done 63 sternal punctures in kala-azar 
cases, in 44 of which leishmania were found. If 
we exclude the first 5 punctures in which no particular 
search was made for leishmania, as the cytology was 
the main interest, and 3 others in which some treat- 
ment had already been given, the negative findings 
are reduced to 11, or 20 per cent. In 9 of the 11 
negative cases parasites were found in the splenic 
puncture smears, and in the other 2 cases the smears 
were also negative but cultures were positive, 

The fact that in 9 cases splenic puncture showed 
parasites and sternal puncture none is, of course, 
no proof that the former is a superior method, but 
from many years’ experience I know that, in untreated 
kala-azar, splenic puncture gives a higher percentage 
of positives than 80, and I have estimated the pro- 
portion from time to time as about 95 per cent. 
Further, in the sternal puncture smears there are 
always far fewer parasites per field than in splenic 
punctures from the same case. A criticism of this 
might be that I always take between 1 and 2 c.cm. 
of fluid from the sternum ; this entails a considerable 
dilution of the pure marrow fluid. 

Of the writers you quote in your annotation of 
Jan. 7 (p. 37), Schretzenmayr and Lancaster only 
refer to 6 cases. Chung, on the other hand, diagnosed 
171 cases of kala-azar by this method, but does not 
give any figures for negative findings. You mention 
that Chung h as made 350 punctures altogether, but 
we must assume that these were not all cases of kala- 
azar. To avoid conveying a one-sided impression, 
your reference to Giraud and Gaubert, who seem 


to have been unfortunate in their experience with 
splenic puncture, might have been accompanied 
by some reference to my paper on this subject in 
THE LANCET (1936, 2, 126) in which I mentioned 
that I had myself done well over 5000 splenic punctures 
in 15 years without any serious effects. (I might 
add that these punctures were done at a large teaching 
institution where I should not be allowed to forget 
any deaths that could have been attributed directly 
or indirectly to splenic puncture.) 


I entirely agree that sternal puncture has given . 


us another fairly accurate means of making a diagnosis 
in kala-azar. It is one that in many circumstances 
may be the method of choice, but your annotation 
rather conveys the impression that it is as reliable a 
method as splenic puncture and might replace it. 
This has not yet been proven. 
I am, ea yours faithfully, 
L. EVERARD NAPIER, 


Calcutta School of Tropical Medicine, April 5. 


ILLNESS IN SMALLPOX CONTACTS 


Sir,—The events following the introduction of a 
case of variola major from India in 1938 described 
by Dr. E. T. Conybeare in your issue of April 8 
are of great interest and importance for they seem 
to indicate that a virulent strain of variola can do 
two things: (1) produce illness in vaccinated persons, 
and (2) spread without any evidence of direct contact. 
With regard to the first point, in 1927 an outbreak of 
mild smallpox occurred at Dundee and mixed crusts 
from the cases were sent by Prof. Tulloch through me 
to Prof. G. Sobernheim of Berne, who succeeded by 
rabbit passage in raising from them a very virulent 
strain of vaccinia, the M4 strain. It would have been 
interesting to know if the strain of variola concerned 
in the present case did the same thing, and should 
any further cases of variola major occur it would 
be worth while to preserve some of the crusts (readily 
collected by the nurse who makes the beds) and get 
them tested in the same way. It is conceivable that 
there may be different types among the more virulent 
strains of variola, and that the best protection against 
some of them is by a homologous strain of vaccinia. 
A further point with regard to anomalous cases of 
illness, possibly a modified form of variola, is that 
through the experimental work of recent years 
serological tests are now available for recognising 
smallpox infection, and in Scotland valuable 
information has been obtained by their application. 

With regard to the spread of virulent smallpox in 
the acute stage without evidence of direct contact, the 
supplement to the report of the Local Government 
Board for 1880-81 on the ‘‘ Use and Influence of 
Hospitals for Infectious Diseases’ contains a report 
by the late Sir William Power on the influence of 
Fulham smallpox hospital on the neighbourhood 
surrounding it, where the spread of smallpox without 
direct contact is fully described and illustrated by 
maps. This spread seems only to have occurred 
when the hospital contained cases in the acute stage. 
During 5 epidemic periods the incidence on the 
surrounding population varied inversely with the 
distance from the hospital, the aggregate incidence 
per 100 houses being within } mile 17-35, within 
4-4 mile 9-20, }—ł mile 6-16, and 3 #-1 mile 2-57. It 
would be interesting to know the distribution in 
this sense of the non-contact cases infected in the 
outbreak described by Mellows and Conybeare, 

I am Sir, yours faithfully, 


East Molesey, Surrey, April 16. M. H. GORDON. 


Yoü THE LANCET] 


- INFECTIVITY PERIOD OF CATARRHAL 
JAUNDICE 


Srz,—Many will have read with appreciation the 


review of epidemic catarrhal jaundice contributed | 


by Dr. W. N. Pickles on April 15 to your series, 
the Control of the Common Fevers. 

Dr. Pickles states that the period of infectivity of 
this disease is a short one, and mentions evidence 
which shows that it is infectious before appearance 
of the symptoms. But it is difficult, he says, to fix 
‘how long the infectious period persists after the 
development of symptoms, and he adds that he has 
been successful in acting on the assumption that 
isolation for a fortnight is sufficient. Most clinicians, 
however, proceed on a different assumption—namely, 
that after the appearance of the jaundice (usually 
about the fourth or fifth day) the patient is no longer 
infectious. This is supported by the observation 
that secondary cases do not occur in hospital wards. 
In considering this evidence allowance must be made 
for the long incubation period of about one month 
which would allow of many of the contacts being 
discharged before the end of the period. Yet it is a 
very usual practice to admit catarrhal jaundice 
patients into open hospital wards, and I have seen 
many of these patients admitted to children’s wards 
within 24-48 hours after the appearance of the 
jaundice ; I do not remember any secondary cases in 
the wards or reports of them having developed after 
a child’s discharge. If this is true, there is no need 
to arrange cubicle- or bed-isolation when such 
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A New Waterworks Code 


MODERNISATION of the law of water-supply is 
recommended in the second report of the Central 
Advisory Water Committee (Cmd. 5986. H.M. 
Stationery Office. 1s.). Parts of the existing law are 
nearly a century old, and it would be surprising if 
the statutes of 1847 and 1863 were nowadays 
incapable of improvement. The committee not only 
urges that legislation for this purpose should be 
introduced at the first practicable opportunity ; it 
also actually produces in a companion blue-book 
(Cmd. 5987. ls. 3d.) a draft Water Undertakings Bill 
to form the proposed new code. The bill is the work 
of a subcommittee which included two expert 
draftsmen, Sir Frederick Liddell and Mr. G. R. Hill. 
It is a further modest step in the excellent progress 
which, in the past six years, has given us new codes 
of local government, public health and food and drugs 
law. 

The proposed changes in the law of water-supply 
are devised to enable water undertakers to obtain 
reasonably uniform powers at less expense and by 
less cumbrous procedure than heretofore, Among 
specific proposals the bill contains clauses to prevent 
pollution to underground sources. Section 61 of the 
1847 act contained the old prohibitions on bathing 
in reservoirs, streams or waterworks, on allowing 
animals to be washed therein and on causing sinks, 
sewers or drains to foul the supply directly. There 
was no protection against the placing of polluting 
matter in the subsoil near springs or underground 
sources, As the subcommittee observes, modern 
transport facilities attract large numbers of persons 
to areas formerly remote and encourage building 
development, without adequate facilities for sewage 
disposal, in places hitherto agricultural in character, 
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patients are admitted to hospital or to isolate.a 
patient at home after the appearance of his jaundice. 
On the other hand secondary cases are not unusual 
among the staff of institutions and in schools, and 
these facts suggest that the infectious period of 
epidemic catarrhal jaundice is in the prodromal 
stage before the jaundice appears. 
I am, Sir, yours faithfully, 


REGINALD LIGHTWOOD, 
Brook Street, W.1, April 18. 


HISTAMINE AND URTICARIA 


S1r,—In view of the theory that urticarial rashes 
are caused by histamine the following case may be 
of interest. | 

On March 31 the patient was given ionisation of 
histamine to the right elbow. On April 5 some 
histamine ointment was accidentally rubbed into a cut 
and half an hour later an urticarial rash appeared on 
the elbow, corresponding to the area ionised. There 
was some malaise till April 8, when a generalised 
urticaria, similar to that on the elbow, developed ; 
and on the following day there was painful swelling 
of the ankles and wrists. On the 10th there was 
intense headache, but by the evening improvement 
commenced and it has since been steady though slow. 
The treatment used was the administration of salicy- 
lates. The highest temperature recorded was 101-5° F. 


I am, Sir, yours faithfully, 


. H. N. HORNIBROOK. 
Gerrards Cross. Bucks, April 16. 


HEALTH 


Another change suggested concerns the vexed 
question of ‘‘domestic supply.” Formerly it was 
common to allow additional charges for water-closets 
and baths as if these were exotic luxuries for which 
the rich should be taxed. Section 126 (3) of the 
Public Health Act of 1936 allowed no additional 
charge for any fixed bath of ordinary capacity. The 
new bill moves along the same lines, seeking to 
indicate what purposes may be considered domestic 
instead of excluding defined purposes from the scope 
of the domestic rate. Only a few weeks ago our 
columns recorded litigation over the use by a doctor 
of water supplied to a tap in his surgery. The bill, 
we observe, will end this difficulty by allowing no 
additional charge for water used in a private house 
where part of the house is used for professional 
purposes, 

One other proposal may be mentioned. The old 
law has allowed water companies to cut off water on 
all sorts of grounds—not only if the consumer has 
failed to pay his water-rate but also if an authorised 
officer is refused entry for the purpose of examining 
whether there is waste or misuse, and so on. These 
grounds were formulated before the significance of 
water-supply in relation to public health was fully 
appreciated, It is nowadays realised that to cut off 
water, and consequently to cause failure of sanitary 
arrangements, is a step which may well injure the 
health of persons in the house concerned who are in 
no way responsible for the technical offences com- 
mitted. The bill proposes that all such offences shall 
be dealt with by fine and that the only justification 
for cutting off water shall be the consumer’s failure 
to pay his rates and charges. 

These instances show that the proposals are part 
of an enlightened policy. If the bill goes forward, 
its operation may present certain difficulties at the 
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outset. The abolition of additional charges for water- 
closets and baths will place a heavy burden on water 
companies in some areas. It may be impracticable 
to revise water-rates without increasing the rates of 
small houses which will often not benefit by the 
remission of the additional charges. The bill con- 
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templates that the new waterworks code shall be 
brought into operation locally by order of the Minister 
of Health after the undertakings have had a reason- 
able chance to review the circumstances. Sympa- 
thetically administered, the new proposals should be 
of great service to the community. 


MEDICAL NEWS 


Royal College of Surgeons of England 

A meeting of the council was held on April 13 with 
Mr. Hugh Lett, the president, in the chair. Sir Arthur 
MacNalty and Mr. H. M. Evans were elected fellows under 
the charter which permits the council to elect annually 
to the fellowship, without examination, two members of 
the college of twenty years’ standing. 

Mr. E. S. J. King, of Melbourne, was awarded the 
Jacksonian prize for 1938 for his dissertation on surgery 
of the heart; this is the third occasion on which the 
prize has been awarded to Mr. King. Mr. Laurence 
©’Shaughnessy was awarded a certificate of honourable 
mention for his essay on the same subject. The subject 
for the prize for 1940 will be the surgical treatment of 
pain. Mr. H. A. Buck (Guy’s Hospital) was appointed 
Begley student for the next three years. 

It was decided that a primary examination for the 
fellowship should be held in India and Egypt in 1940. 
‘The following hospitals were recognised for the six months’ 
surgical training required of candidates for the final 
examination for the fellowship :— 

Royal Devon and Exeter Hospital, Exeter (resident surgical 
officer); Royal Victoria Hospital, Folkestone (senior house 
surgeon); County Hospital, Kingston (junior surgical officer). 

A diploma of fellowship was granted to Stanley Aubrey 
Jenkins (Cardiff). Diplomas in anesthetics were granted, 
jointly with the Royal College of Physicians, to C. G. 
Bryan, Geoffrey Kaye, and H. R. Youngman; and diplomas 
in child health to the candidates named in our issue of 
April 8 in the report of the meeting of the Royal College 
of Physicians. 

Pathological Research in its Relation to Medicine 

Our advertisement columns contain particulars of a 
course of lectures on this subject to be given in the 
institute of pathology and research at St. Mary’s Hospital 
at 5 P.M., on Tuesdays from April 25 to June 13. The 
first lecture was to have been given by Prof. Wilfred 
Trotter, F.R.S., but this has been postponed, and instead 
Sir Almroth Wright, F.R.S., will speak on fifty years of 
bacteriological work. Other speakers will be Dr. Wilson 
Smith, Dr. V. D. Allison, Mr. A. S. Parkes, F.R.S., 
Prof. Edgar Adrian, M.D., Mr. Joseph Needham, Sc.D., 
Prof. J. R. Marrack, M.D., and Sir John Orr, F.R.S. 
The lectures are open to all members of the medical 
profession. 


British Postgraduate Medical School 


Three lectures on cancer will be given in the department 
of pathology of the school by Prof. James McIntosh on 
April 26 and May 3 and 10 at 4.30 p.m. Three lectures 
on toxic goitre will be given in the department of surgery 
by Mr. Cecil Joll on May 5, 12, and 19 at 2.30 p.m. Applica- 
tions for tickets should be made to the dean of the school, 
Ducane Road, London, W.12. 


Francis Amory Septennial Prize 

Under the will of the late Francis Amory of Beverly, 
Massachusetts, the American Academy of Arts and 
Sciences administers a fund to provide a septennial prize 
for outstanding contributions to knowledge, ‘ through 
experiment, study or otherwise . . . in the diseases of the 
human sexual generative organs in general,” during the 
seven years preceding the award. If there is work of a 
quality to warrant it, the first award will be made in 
1940. The total amount of the prize will exceed 10,000 
dollars, and may be given in one or more awards. While 
there will be no formal nominations, and no formal essays 
or treatises will be required, the committee invites 
suggestions, which should be made to the Amory Fund 
Committee, care of the American Academy of Arts and 
Sciences, 28, Newbury Street, Boston, Massachusetts, 
U.S.A. l 


Frederick Price Lectureship 


Lord Horder will deliver the first Frederick Price lecture 
in the hall of the Royal College of Physicians of Edinburgh 
on Monday, May 15, at 5 p.m. The subject of the lecture ` 
is the control of disease. 


The Heberden Medal 


This medal has been awarded to Dr. Ernest Fletcher 
for his work on osteo-arthritis and its association with 
obesity and hypertension, and he will deliver the Heberden 
lecture on Tuesday, May 16, at 8.30 P.m., at 11, Chandos 
Street, London, W.1. All medical practitioners who are 
interested are invited to attend. 


Postgraduate Lectures at Edinburgh 

In conjunction with the course in clinical surgery, which 
is being held during the summer term, four Honyman- 
Gillespie lectures will be given at the Royal Infirmary 
on Thursdays at 4.40 p.m. On May 11 Mr. J. J. M. Shaw 
will speak on cancer of the mouth and jaws; on May 25, 
Mr. J. M. Graham on surgical aspects of the treatment of 
toxic goitre; on June 8, Miss Gertrude Herzfeld on the 
acute abdomen in childhood; on June 22, Mr. C. F. W. 
Illingworth on the surgical treatment of obstructive 
jaundice. The lectures will be open to all graduates, 


College of Nursing on Proposed Changes 

At a special meeting held on April 13 to discuss the 
interim report of the Interdepartmental Committee on the 
Nursing Services the council of the College of Nursing 
commended the general lines of the report, which is 
largely in accord with college policy. The report was 
criticised for paying too much attention to ways of 
attracting the elementary-school girl and not enough to 
recruiting the girl of higher education. The college 
supports the suggestions put forward for the recognition 
of the “ assistant nurse ” and the control of her activities, 
provided that legislation will prevent persons other than 
state-registered nurses or assistant nurses entered on the 
roll from nursing the sick habitually and for gain. The 
college objects to the legalisation of the title “‘ assistant 
nurse’? and urges the adoption of the title ‘‘ approved 
invalid attendant ° for those placed on the proposed 
roll. Instead of setting up a committee on the lines of 
a Burnham committee to deal with salaries alone the 
appointment of national and regional councils to devise 
the most suitable machinery for this purpose is advised. 
The college suggests that the principle of state grants for 
nursing education might be extended to include post- 
certificate education, especially in view of the present 
shortage of sister tutors who, if suitably qualified, should 
be included among possible instructors in anatomy, 
physiology, and hygiene in schools and polytechnics. 


THE LANCET 100 YEARS AGO 


April 20, 1839, p. 175. 
From the report of an inquest on a stoker. 


The House-surgeon stated that he thought the case was 
very mysterious, although there was no appearance of 
poison. The stomach was greatly swollen, and there were 
slight marks of inflammation. He gave it as his opinion 
that the death might have been occasioned by drinking 
the cold beer when in a state of perspiration. 

The Coroner remarked that it was a surprising thing 
that he himself had not fallen a victim to the drinking 
of cold beer, of which he was particularly fond. He had, 
on one occasion, eaten two red herrings previous to a row 
up to Battersea, against tide, for the purpose of giving him 


. a relish for cold beer. 


l 
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< Medical Diary 


April 24 to April 30- 
SOCIETIES 


ROTAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
ONDAY. 
Odontology. $8 P.M., Prof. Robert Bradlaw : The Histo- 
logy and Histopathology of the Dental Innervation. Dr. D. 
Stewart and Dr. Lewinsky : A Comparative Study of 
the Innervation of the Gums. 


TUESDAY. 
Medicine. 4 P.M., clinical meeting at Guy’s Hospital, 
S.B.1. 5.45 P.M., Sir Arthur Hurst: Regional lleitis 


with Fistula Formation. Radiograms illustrating disorders 
at the lower end of the cesophagus. 
WEDNESDAY. 

Clinical. 4.30 P.M., demonstration of cases. 

Pathology. 8.30P. M., Dr. H. E. Robertson (Mayo Clinic) : 
The Significance of Residual Lesions of the Stomach. 

THURSDAY. 

Neurology. .5 P.M., clinical meeting at the National 
Hospital, Queen Square, W.O.1. 

Urology. 8.30 P.M., clinico-pathological meeting. 

FRIDAY. 

Physical Medicine. 2.30 P.M. (London Hospital, E.1), 
annual meeting. Lantern demonstration of Calcifying Bur- 
sitis and Tendonitis. Demonstration of Hyperpyrexial 
Treatment with the Kettering Hypertherm. 

Disease in Children. 5 P.M. (cases at 4.15 P.M.), Dr. F. B. 
Parsons : Familial Hepatitis. 

Epidemiology and State Medicine. 8.15 P.M., Mr. G. L. 
Pepler: Town- and Country-planning. 


ST. JOHN’S HOSPITAL DERMATOLOGICAL SOCIETY, 
Lisle Street, W.C.2. 
WEDNESDAY.—4.30 P. M., clinical cases. 5 P.M., Dr. J. D. 
Rolleston : Dermatology and Folk-Lore. 
MEDICO-LEGAL OCT 
THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Sir Ambrose 
Woodall: The Britis Workmen’s Compensation Acts. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


NATIONAL CONFERENCE `ON NUTRITION; B.M.A. 
House, Tavistock Square, W.C.1 

THURSDAY.—10 A.M., Sir ‘Arthur Salter, M.P.: inaugural 
address. 11 A.M., Prof. ©. P. Cathcart, F.R.S.: Medical 
Aspects of N utrition. Major- Gone Sir Robert McCarrison, 
Dr. G. P. Crowden, and Dr. G. C. M. M‘Gonigle will also 
speak. 2.30 P.M., Lord Astor: Means of Stimulating 
Production (A), Home Agriculture. 

FRIDAY.—10 A.M., Mr. F. L. McDougall: Means of Stimula- 
ting Production (B), Overseas Producers. Noon, Mr. L.S. 
Amery, M.P.: Means of Stimulating Consumption (A), 
Family Allowances; Provision of Cheap or Free Milk 

or Meals. Mr. L. J. Cadbury, Sir Kenneth Lee, Mr. George 
Gibson, and Dr. Stella Churchill will also speak. 

SATURDAY.—10 a.M., Mr. W. O. Lester Smith: Means of 
Stimulating Consumption (B), Education. Prof. Mottram 
and Mrs. Henry Haldane will also speak. 


ae eg ae ia ASSOCIATION, B.M.A. House, Tavistock 

uare, W.O. 

FRIDAY. —8.15 P.M., Prof. V. H. Mottram: Nutrition and the 
Public Health. (Sir Charles Hastings lecture. ) 


UNIVERSITY OF LONDON. 

WEDNESDAY. a? P.M. (University noe Gower Street, 
W.C.1), Hrdlicka (Washin gton): The Present 
Status Si our Views on Human Evolution. ; 

FRIDAY.—5 P.M., Dr. Hrdlicka: The Racial Fallacies and 
Realities of European Peoples. 


UNIVERSITY OF GLASGOW. 
TUESDAY.—8.15 P.M. (Tennent Memorial Institute, Church 
Street), Prof. Emile de Grósz (Budapest): The Surgery of 
the Eye in Hungary. 


TAVISTOCK CLINIC, Malet Place, W.C.1 
MONDAY.—6 P.M., Dr. Emanuel Miller : ‘Neurotic Symptoms 
and Primitive Thoughts (II). 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw: The Allergic 
Diseases. 4.30 P.M., ' Dr. H. Crichton-Miller : Asthma. 
THURSDAY.—6 P.M., "Dr. Curt Boenheim ; Psychological 
Characteristics of the Pre-school Child. 


OAL USE OF PSYCHO-ANALYSIS, 96, Gloucester Place, 
TUESDAY.—8.30 P.M., Mr. Ernst Kris: Growth of Group 
Feeling. 


Be oad. POSTGRADUATE MEDICAL SCHOOL, Ducane 
oa 
TUESDAY .—4.30 P.M., Dr. O. M. Hinds Howell: Syphilis of 
the Nervous System. 
WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. T. C. Stamp: The Bacteriological 
Diagnosis of Tuberculosis. 3 P. M., clinical and pathological 


Coni rongo (surgical). 4.30 P.M., Prof. J. McIntosh: 

ancer 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3. 30° P.M., Mr. Victor Bonney: Genital 
Prolapse. 


FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gynecology). 2.30 P.M., H. A. T. 
Fairbank : Generalised Diseases of Bone. 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynæcological clinics and 
operations. 


MEDICAL DIARY.—APPOINTMENTS.—VACANCIES > 


ST. MARY’S HOSPITAL, W.2. 
TUESDAY.—5 P.M. (Institute of Pathology and Research), 
S ee Wright, F.R.S.: Fifty years of Bacteriological 
or 


HOSPITAL FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. R. T. Brain: Common Diseases of 
the Skin and their Treatment. 3P.M., Dr. Alan Moncrieff: 
Nephritis in Children. 

Outpatient clinics daily at 10 a.M. and ward visits at 2 P.M. 

WESTMINSTER HOSPITAL, Horseferry Road, 8.W.1. 

TUESDAY.—5 P.M., Dr. Hildred Carlill : Wernicke Encephalo- 

pathy. Dr. Donald Paterson : Pneumococcal Meningitis. 


MAIDA VALE HOSPITAL FOR NERVOUS DISEASES, 


THURSDAY.—-3 P.M., Dr. S. Nevin: clinical demonstration. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 


Monpay to SUNDAY. —MAUDSLEY HosPITAL, Denmark 
Hill, S.E.5, afternoon course in psychological "medicine.— 
PLASTIO SURGERY, Wed. and Thurs. at various hospitals.— 
BROMPTON HOSPITAL S.W.3, Tues. and Fri., 5.15 P.M., 


M.R.C.P. course in chest diseases.— MEDICAL SOCIETY OF 
LONDON, 11, Chandos Street, W.1., Mon., Wed., and 
Fri., 5. 15 P. M., primary F. RCS. phy siology course.— 


PRINCESS BEATRICE HospitaL, Richmond Road, S.W.5, 
Sat. and Sun. course in general surgery. 
MANCHESTER ROYAL INFIRMARY. 
FRIDAY.—4.15 P.M, Dr. E. W. Twining: radiological 


demonstration. 


Appointments 


DaviIpson, W. C., M.B. Glasg., hon. physician to the Torbay 
Hospital, Torquay. 

*Dick, T. B. S., M.B. Mano., resident assistant medical officer 
at Withi ington Hospital, Manchester. 

GRAY, CHARLES, M.B. Manc. , F.R.C.S., second orthopedic 
surgeon to the Victoria Hospital for Children, London. 

GREIG, M. T., M.B. N.Z., casualty medical officer at the West 
Middlesex County Hospital, Isleworth. 

HaGGaRr, N. J., M.R.CS., assistant medical officer at the Bucks 
Mental Hospital, Stone, near Aylesbury. 

HUNTER, T. M., M. D. Glasg., D.P.H., medical officer of health 
for Clydebank. 

KERSLAKE, DOROTHEA, M.R.C.S., assistant medical officer of 
health for York. 

LEDERMAN, MANUEL, M.B. Lond., D.M.R.E., radium therapist 
at the "Royal Cancer r Hospital (Ere), London. 

McELLIGOTT, G. L. A. Oxfd, M.R.C.S., assistant deputy 
to the coroner ior the ‘County of London (western district). 

Mackay, J. Ds M.B. Aberd., D.P.H., temporary assistant 
medical officer, air-raid precautions, for Rotherham. 

MACLAREN, KATHLEEN M., L.R.C.P., pathological registrar at 
the Royal Northern Hospital, London. 

Mason, F. C., M.S. Lond., visiting ear, nose, and 
throat surgeon at the’ Went EA County Hospital, 
slewo 

OOSTHUIZEN, S. F., M.B. Cape Town, M.R.C.P.E., D.M.R. 
assistant radiologist at the Royal Cancer Hospital (Free) 

ondon 

PINKERTON, M.C., M.B. Edin., casualty medical officer at the 
Redhill County Hospital, ’ Edgware. 

Scott, P. M., M.B. Edin., visional pouce gurgeon for Hull. 

SHEEHAN, BRENDAN, M.B. Manc., D.O.M.S., school medical 
inspector for Cornwall. 

WaAUCHOPE, GLADYS M., M.D. Lond., M.R.C.P., hon. medical 
registrar to the Royal Sussex County Hospital, Brighton. 


Royal Waterloo Hospital for Children and Women, London. —The 
following appointments are announced :— 


UNGLEY, H. G., M.D. Durh., F.R.C.S., hon. surgical registrar ; 

DEVILLE, P. M., M.R.O.P., hon. medical registrars E 

MURLESS, B. C., M.B. Camb., F.R.C.S.E., C.0.G., 
hon. gyneecological registrar. 


V acancies 


For further information refer to the advertisement columns 


Altrincham General Hosp.—Sen. and jun. H.S.’s, at rate of £150 
and #120 respectively. 

Birmingham, Royal Cripples’ Hosp —Res. H.S., at rate of £200. 

Birmingham, Selly Oak Hosp.—Jun. M.O.’s, each at rate of £200. 

Birmingham and Midland Eye Hosp. —Res. surg. O., i 

Rolton, Rorough Isolution Hosp.—Res. asst. M.O., £450. 

Boston General Hosp.—Res. M.O., at rate of £150. 

Bristol Eye Hosp.—Sen. res. H. S, at rate of £150. 

Buckinghamshire County Council.—Deputy county M.O.H. and 
school M.O., £750. 

Camherwell House Mental H osp., S.E.5.—Second asst. M.O., £350. 

Cambridge, Addenbrooke's Hosp. — Res. surg. 0., £225 

Cardiff, Welsh National School of Medicine. ey jun. assts. in 
medical unit, each £300. 

Central London Throat, Nose, and Ear Hosp., Gray’s Inn Road, 
W.C.1.—Two asst. surgeons. Also hon. assts. in out- 
patient department. 

Charterhouse Rheumatism Clinic, 56/60, Weymouth Street, W.1.— 
Hon. clin. assts. 

Chesterfield and North Derbyshire Royal Hosp.—H.S. to ophth. 
anor oane nose and throat dept., and H,P., each at rate of 


* Subject to confirmation. 
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Chichester, Graylingwell Hosp.—Deputy med. supt., £700. 


Coventry and Warwickshiré Hosp.— Three H.S.’s to special depts., 
each at rate of £150. 

Croydon General Hosp.—Hon. asst. to surgeon in charge of the 
urological and proctological dept. Also two hon. asst. 
surgeons. : 

Exeter, Wonford House Registered Hosp.—Asst. M.O., £350. 

Gloucester, Barnwood House Hosp. for Mental and Nervous 
Disorders.—Second asst. M.O., £450. 

Halifax Royal Infirmary.—First H.S., at rate of £200. 

fTastings, Royal Last Sussex Hosp.—Sen. H.S., at rate of £200. 

Hertford County Hosp.—Hon. asst. surgeon. 

Hosp. for Sick Children, Great Ormond Street, W.C.1.—Out- 

` patient med. reg., £150. 

Ipswich, East Suffolk and Ipswich Hosp.—Res. surg. O., £400 
single man, £550 married man. 

Kent County.—Two asst. county M.O.H.’s, cach £700. 

King Edward Memorial Hosp., Ealing, W.13.—Cas. O. and 

' H.S., at rate of £150. 

King’s College Hosp., Denmark Hill, S.E.5.—Asst. physician to 
diabetic dept. 

T.ancashire County Council.—Asst. county M.O., £800. Also 
r ie at Biddulph Grange Orthopmdic Hosp., at rate 
of £ : 

Lancaster, Royal Albert Institution for the Feeble-minded.—Res. 
jun. asst. M.O., £375. 

Leeds City.— Asst. to the M.O.H., £600. 

Leicester Royal Infirmary.—Res. radiologist, at rate of £200. 

Pena Joint Board forthe Mentally Defective.—Asst. M.O., 

Liverpool, Smithdown Road Hosp.—Res. asst. M.O., €200. 

London County Council.—Asst. M.O., Class I, £350. Also 
asst. M.O., Class II, £250. 

London Lock Hosp., 283, Harrow Road, W.9.—Res. M.O. to 
all depts., at rate of £175. 

LOM Deis UY OrIey chair of obstetrics and gynæco- 

ogy ; i 
Manchester, Monsall Hosp. for Infectious Diseases.—Jun. res. 
- asst. M.O., at rate of £250. ; 

Manchester, Withington Hosp.—Deputy med. supt., £600. 

Manchester City Education Commillee.—School M.O.. £1000. 

Manchester Ear Hosp., Grosvenor Square, All Saints’. —V isiting 
anæsthetist. i i 

M ance Royal Children’s Hosp., Pendlebury.—aAsst. surgeon, 


JU. > ‘ 
Middlesbrough, North Riding Infirmary. —H.P., at rate of £140. 
Middlesex County Council.—Asst. M.O. for public health and 
school medical department, £600. Also asst. M.O. for 
Redhill County Hosp., £400. 

National Dental Hosp., Great Portland Street, W.1.—Hon. 
dental surgeon. 

Newcastle-upon-Tyne, King’s College.—Asst. bacteriologist in 
public health laboratory, £400. 

Norwich, Norfolk and Norwich Hosp.—H.8. to spec. depts., 
£160. Also cas. O., £120. 

NOH Nana N Manpentey Hosp.—Locum tenens M.O., 7 guineas 
per week. 

Nottingham, The Coppice.—Locum, 7 guineas weekly. 

Paddington Green Children’s Hosp., W.2.—Hon. radiologist. 

Pontefract General Hosp., é:c.—Jun. res. M.O., at rate of £150. 

Prince of Wales's General Hosp., N.15.—Hon. officer to speech- 
therapy and lip-reading dept. Also hon. dental surgeon. 

Princess Beatrice Hosp., Earl’s Court, S.1V.5—Hon. asst. 
surgeon to ophth. dept. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
Hon. neurological surgeon. 

Public Schools Exploring Society.— Hon. surgeon for Newfound- 
land Expedition. 

Putney Hosp., Lower Common, S.1V.15.—Hon. physician. Also 
res. M.O., £150. 

Reading Royal Berkshire Hosp.—Snrg. reg. 

Redhill, Surrey, Royal Earlswood Institution.—Jun. asst. M.O., 
£350. 

Roatherham Hosp.—H.P., £180. 

Royal Naval Medical Service.—M.0.’s. 

Reoyal Northern Hosp., Holloway, N.7.—Consulting physicist. 

Royal Waterloo Hosp. for Children and Women, Waterioo Road, 
S.E.1.—Res. M.O., at rate of £150. Also H.P. and H.S., 
each at rate of £100. 

Salop County Council.—Deputy county M.O.H. &c., £700. 
Also asst. M.O.H., &c., £600. 

Samaritan Free Hosp. for Women, Marylebone Road, N.W.1.— 
H.S., at rate of £100. 

Sheffield Children’s Hosp.—H.S., at rate of £100, 

Shoreditch Metropolitan Borough.—Asst. M.O.H., £650. 

Slough Borough, &c.—Deputy M.O.H. and deputy M.O. of 


hosp., £500. 

Stafford, Staffordshire General Infirmary.—H.S. and H.P., 
at rate of £175 and ‘150 respectively 

Torquay, Torbay Hosp.—Hon. physician in charge of out patients. 

Virginia Water, Surrey, Holloway Sanatorium.—Jun. asst. 
M.O., £350. 

Wembley Borough.—Asst. M.O.H., £500. 

BV est London Hosp., Hammersmith, W.6.—Children’s outpatient 
M.O., at rate of £150. Also res. anwsthetist, at rate of £100. 

Westminster Hosp., Broad Sanctuary, S.W .1—Chicf asst. and 
registrar to electrical and irradiation unit, £250. Part-time 
chief asst. and registrar to radiological department, £150. 
Also additional ottices from £100 to £350. 

Test Sussex County Council.— Asst. county M.O.H. and district 
M.O.H., €800. , 

Wolrerhampton Royal Hosp.—H.S. to fracture and orthopedic 
department, at rate of £100. ; 

Woolwich and District War Memorial Hosp., Shooters Hill, S.E.18. 

H.P., at rate of £100. 


The Chief Inspector of Factories announces vacancies for 
Examining Factory Surgeons at Bothwell (Lanark) and 
Nelson (Glamorgan). 


Births, Marriages. and Deaths 


BIRTHS 


ASHKEN.—On April 11, at Stanmore, Middlesex, the wife of 
Dr. L. Handley Ashken—a daughter. 

MocKLER.—On April 14, at Welbeck Street, W.1, the wife of 
Surgeon Lieut.-Commander Edmond J. Mockler, R.N.— 
a daughter. 

MortTon.—On April 11, at Brentwood, the wife of Dr. Richard 
Bertram Morton—a daughter. © 

SINCLAIR.—On April 16, at Lewes, the wife of Mr. O. Gordon 
Sinclair, F.R.C.S.—a son. 


MARRIAGES 


BEOKETT—HAYNES.—On April 12, at St. Benet’s Church, 
Cambridge, Francis George Archer Beckett, M.B., to Lucy 


Daville Haynes. 
OAMPBELL—-ERWIN.—On April 12, at. Antrim, Robert Tait 
edical Service, to Lilian Winifred 


Campbell, M.B., Sudan 
Erwin. 

DUNCAN—HOLLMAY.—On April 12, at St. Andrew’s Parish 
Church, Penrith, Archibald Sutherland Duncan, M.B., to 


Barbara Holliday. 
DEATHS 


BaTes.—On April 17, at St. Albans, Henry Leslie Bates, 
M.R.C.S., aged 90. 

ScoTT.—On April 12, at Wentworth, Virginia Water, Joseph 
Scott, M.B. Glasg. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
. Births, Marriages, and Deathe. 


RUSSIAN WORK ON LYSOZYME 


LYSOZYME was discovered and named by A. 
Fleming, who described it as “ a ferment-like substance 
which has the power of killing and dissolving bacteria, 
and which is widely distributed throughout the 
body ” (Lancet, 1929, 1, 217). During the last six 
years it has been elaborately studied by Z. W. 
Yermoljeva and I. Bouianowskaja, who have found 
it in the tears, sputum, saliva, serum, plasma, 
leucocytes, ova, heart, liver, lungs, kidneys, and 
spleen of different animals (Acta med. U.R.S.S., 
1938, 1, 249). The tissues and body fluids of man, 
especially cartilage and tears, are, they say, very rich 
in it ; indeed almost the only part of the human body 
that has none is the cerebrospinal fluid. According 
to this work in Moscow lysozyme acts equally well 
whether oxygen is present or not, and it lyses dead 
and living bacteria, whether saprophytic or patho- 


genic. There is, however, some specificity of action 
according to the provenance of the lysozyme. This 
extends the specificity found by Fleming, who 


isolated a coccus (Micrococcus lysodeikticus) so 
sensitive to the action of lysozyme that he used it to 
detect the presence of the enzyme. As long ago as 
1931 Yermoljeva and Bouianowskaja used lysozyme 
in the treatment of various affections of the ear, 
nose, and throat, and in the laboratory it is said to 
have proved efficacious in the treatment of kerato- 
malacia in rats and of various diseases of skin, cornea, 
and conjunctiva in rabbits. It was found to stimulate 
cicatrisation and reabsorption, and Fradkin and 
Beketovsky are stated to have used it with success 
for serpiginous ulcer of the cornea. In surgical work 
Yermoljeva and Bouianowskaja have employed it 
instead of antiseptics. 


‘*. , . It is commonly said that the pace of life has 
increased, and that there is a greater strain upon the 
nervous system of the modern man and woman. If this 
be so, how can it be explained ? One important reason is 
probably the development of the internal combustion 
engine, which Philip Gibbs regards as ‘the most destruc- 
tive agent of ancient peace, present beauty and future 
safety.’ ‘Thirty vears ago,’ he says, ‘if the schoolboy 
were five minutes late for his tea, his mother did not 
turn pale and go to her cottage door with panic in her 
heart. If the husbandman came home even an hour late 
because he had stopped for a glass of ale in the Three 
Horseshoes, his wife did not expect his corpse to be brought 
to her on a stretcher. °” —K. B. Noap, Med. J. Aust., 
Feb. 25, p. 294. | 


964 THE LANCET] 


[APRIL 22, 1939 


NOTES, COMMENTS, AND ABSTRACTS 


DOCTOR AND DENTIST 
THE NEED FOR COOPERATION 


By LESLIE G. Rosrson, D.D.S. 


“THE next great step in preventive medicine 


must come from the dental profession.” So said 
a famous medical teacher a few years ago. Thus 
dentistry found a somewhat untidy and exceedingly 
troublesome infant on its doorstep. However, 
parentage was acknowledged and the challenge 
accepted by a profession then not too well equipped 
to handle the situation, Recent dental literature 
shows the tremendous amount of research work that 
has been and is being done along this line, and reveals 
that the dentist has advanced far beyond what the 
physician is accustomed to recognise as the dental 
field. In spite of this, medicine and dentistry are 
still not working together in that degree of harmony 
that would result in the greatest good to their often 
common patient. 

Most people, including doctors, think of dental 
treatment as having to do only with the extraction of 
teeth and the restoration of lost tooth tissue. It 
is true that the greater part of modern dental treat- 
ment is concerned with restorative work of a technical 
nature, but much of it has a very definite connexion 
with the general condition of the patient, and may 
have a profound effect upon the work of the physician 
or surgeon. Whether this effect be beneficial or 
harmful, can the doctor afford to give it as little 
consideration as he so often does ? 

With few exceptions, the attitude of the doctor 


toward dentistry is that of a person walking along 


the other side of a shoulder-high stone wall, broken 
only by gaps representing personal experiences in the 
dental chair, quickly forgotten. The wall begins 
to develop when the studies of the medical and dental 
student separate after their first two or three years, 
and except where broken down by the more discerning 
members of the professions it then remains a permanent 
structure. Perhaps the doctor has become too busy, too 
concerned with his own immediate problems, so that 
dentistry, in common with radiology and laboratory 
work, has come to be thought of as something purely 
mechanical which can be called on for quite definite 
results such as might be expected from a highly 
developed machine. His experience with the variable 
factor of the human constitution should teach the 
doctor that with dentistry, as with radiology and 
other allied branches of health service, there must 
be something more than a mechanical reference of the 
patient if the best results are to be achieved. An 
appreciation of the dental viewpoint, with a few 
minutes’ consultation with the dentist, would bring 
a higher degree of satisfaction to the doctor and 
prevent much confusion in the mind of the patient. 

Perhaps relations would be improved by the 
establishment of dentistry as a true specialty of 
medicine, involving a preliminary complete medical 
training. That is a debatable point. 


THE DENTAL VIEWPOINT 


Most doctors assume that the properly trained 
dentist can be trusted to do his work in such a manner 
as to endanger the patient’s general health as little 
as possible, and no doubt their trust is usually 
justified. The greater part of dental treatment 


performed today is designed to avoid general 
complications and at the same time to eliminate the 
injurious effects of worn-out or improperly con- 
structed restorations, and remove those pathological 
conditions from the investing tissues of the teeth 
which feed the system with infective material through 
both blood-stream and alimentary canal. Unhappily 
in dentistry, as in other professions, there are careless 
and unscrupulous operators to whom the temporary 
profit of rapidly done slipshod work is more attractive 
than the ultimate good of the patient. Sometimes 
too the demand of an uneducated public for less 
expensive treatment has resulted in dangerously 
cheap types of operations and restorations. Whatever 
the cause, the unfortunate fact remains that much 
dental treatment is still producing conditions of 
focal infection that may have a deep effect on general 
health. 

The situation is improving steadily, partly through 
better teaching in dental schools, but largely 
because dentists are learning by experience that the 
most important guiding thought behind all dental 
treatment must be the elimination and control of 
infection.’ We therefore find the conscientious dentist 
spending much time learning something of the 
physician’s problems—the pathological conditions 
resulting from inflammation and infection—blame 
for a considerable share of which, not without justifica- 
tion, has been laid on dentistry, 

With the same end in view the modern dentist is 
paying more attention to asepsis in his own operating- 
room, often not before it was needed. Medical men 
called on to administer anzsthetics for dental extrac- 
tions sometimes see forceps and other instruments 
used in contact with broken tissue after being taken 
straight from a bag or wrapping that obviously 
cannot be sterile. In condemning such slovenly 
technique doctors must remember that the older 
members of the dental profession have not had the 
grounding in aseptic methods that is given as a 
matter of course to medical students. As these 
older members retire or learn to mend their ways 
there is every chance that aseptic operating condi- 
tions will become universal. 


REFERRING PATIENTS TO THEIR DENTIST 


Medical science recognises the fact that indications 
and contra-indications for appendicectomies and 
tonsillectomies cannot be listed on paper and accepted 
as applicable to all types of patients, and it should 
be as clearly recognised that indications and contra- 
indications for the removal of teeth may be quite 
as indefinite. Except in the more advanced degenera- 
tive cases, the average doctor is not qualified to 
judge whether the teeth or their surrounding tissues 
can be restored to health. The dentist, too, often 
finds such a decision difficult or impossible without 
a doctor’s opinion on the patient’s general condition. 

With many desirable exceptions the attitude of 
the doctor in referring patients for dental treat- 
ment reveals the greatest lack of harmony between 
the professions. Often the medical man is dictatorial 
or thoughtless. The patient may be sent to the 
dentist with the demand, expressed only via the 
patient, that the teeth be removed. The average 
dentist is almost as well qualified to judge the condi- 
tion of the tonsils as is the physician or surgeon 
to judge dental conditions, yet imagine the reaction 
of the surgeon if a patient appeared with instructions 
from the dentist that the tonsils be removed ! 
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In the common case where there is a dirty greenish- 
black deposit of calculus on the teeth with obvious 
gingivitis, for example, the doctor’s hasty judgment 
may easily be wrong. The picture is not at all 
pleasant, and the doctor thinks of loose teeth, 
pyorrhea: probably a sewer of infection. The 
patient is packed off to the dentist with instructions— 
given, mark you, to the patient and not even to the 
dentist—to have the teeth out at once. The combined 
demands of the doctor and the patient, who has 
naturally inferred that once the teeth are out all will 
be well, are likely to be too much for the resistance 
of the dentist. The teeth are removed, and all that 
is attained may very well be indigestion due to the 
loss of proper mastication, and the misery of 
attempts to master the use of artificial dentures. 
Often in such cases the removal of the affected teeth 
28 indicated. Again, often such teeth may be saved 
‘without the slightest harm to the system, and the 
patient will avoid much unpleasantness and expense. 
A wiser decision could be reached by a few moments’ 
consultation between dentist and doctor. 

On the other hand, there are many doctors, judging 
from the appearance of their own teeth as well as 
those of their patients, who think that the treatment 
of dental infection is being overdone, and who take 
no action unless the tissues are highly suppurative. 

The doctor should be willing to leave the decision 
as to what is best done with suspected teeth to the 
dentist, confident that every effort will be made to 
eliminate any infection present. If the dentist 
finds obvious faulty areas, their elimination will 
usually suffice. If evidence of focal infection still 
remains, all teeth that could be even remotely 
suspected may have to be removed as a last resort. 

In referring a patient for dental treatment the 
doctor should ensure that the dentist is in possession 
of all the relevant facts. The dentist’s attention 
should be drawn to any conditions, such as gastritis, 
that suggest that septic material from the mouth 
is being swallowed, or others, such as rheumatism, 
that suggest the absorption of toxins from hidden 
foci into the blood-stream. Further, the dentist 
should be told of any abnormalities in the patient, 
such as faulty heart action, severe nervousness or 
heemophilia, that may affect his decision as to the 
best line of treatment. The conveying of this 
information, whether: by personal consultation, 
written report or telephone conversation, should be 
an invariable routine. 

One other important situation that demands the 
cooperation of doctor and dentist is that of the 
pregnant woman. How often, even in these 
enlightened days, do we have visits from the mother 
of a recently born baby, revealing the most atrocious 
condition of the teeth. The mother complains 
bitterly, ‘“ but I had my teeth checked over only 
seven or eight months ago, and they were perfectly 
all right!” Perhaps the cry may be, “then why 
didn’t my doctor warn me?” When will doctors 
recognise this particular obligation that rests on their 
shoulders when a pregnant woman pays her first visit 
to their consulting-room ? An explanation of what 
happens during pregnancy to the supply of tooth- 
and bone-building substance ; a warning that dental 
work will be difficult if not impossible in the later 
stages of pregnancy; and the emphatic advice that 
the dentist be told of the patient’s condition and 
asked to treat her with that in mind: this should be 
the routine and would save a tremendous amount 
of later trouble. The able dentist can do much both 
to alleviate suffering during pregnancy and avoid the 
loss of teeth afterwards. 
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Finally, I suggest that joint meetings of medical 
and dental societies, such as are already held in some 
of the larger centres, with open discussions of allied 
problems, would provide the most effective means 
of correlating the efforts of both groups for the 
ultimate good of their patients. 

SUMMARY l 

Patients will not receive the full benefit of modern 
advances in dental knowledge and technique until 
there is more effective coöperation between doctor 
and dentist. 

The wider education and outlook of the modern 
dentist make him fully capable of appreciating the 
relation between general and dental disease, but he 
is often handicapped by lack of information on the 
patient’s medical history. 

The doctor’s training does not fit him to advise on 
dental treatment except in general terms, and he 
only hampers the dentist by attempting implicit 
instructions. 

When referring a patient for dental treatment the 
doctor should supply the dentist with a complete 
account of the patient’s condition as far as it may be 
due to dental sepsis or may complicate treatment, 
and should leave the dentist to decide the details of 
treatment., 

New Westminster, British Columbia. 


POTTED ANTHROPOLOGY 


Mr. Graubard ?! is a worshipper of the gene—a gene 
“somewhat larger than a molecule,” a gene that 
“may now be seen under a microscope °—a very 
real gene indeed, and he gives a good account of the 
modern theories of genetics and of the implications 
that naturally arise out of them. In places his 
biological dicta are a little difficult to follow and we 
find a real stumbling-block in the statement that 
“ The chicken did not lose its power of flight because 
it was domesticated. On the contrary, it became 
domesticated because it could not fiy.” In dealing 
with psychology, the author will have nothing to do 
with Freudian teaching, of which he says, harshly : 
“it is neither an approximation to truth nor a 
stimulating guess, but mere gossip and folly ” ; but 
he gives high place to Watson’s work on conditioning 
of reflexes, and by the term reflexes is implied an arc 
created by ‘‘ breaking down resistances in some 
synapses and blocking others.” As for cultural 
anthropology, chap. 9 follows so closely upon the 
lines of chap. 8 of Kroeber’s ‘ Anthropology ” 
that one naturally looks for but fails to find some 
acknowledgment. 

The book leaves the reader a little breathless, as 
though he had been whirled at a great pace over an 
extensive tract of country in a high-powered car. 
He has the impression of scenery upon which he 
might care to gaze awhile flashing by so fast that in 
the end he sinks back, exhausted, realising that it 
is quite impossible to dwell upon or consider any 
feature so long as the driver keeps his foot on the 
accelerator. It may be that this feeling is due to 


‘ such sentences as ‘‘ Now that we are all secure and 


comfortable in evening dress and pyjamas, with 
toothbrushes, baths, submarines, codes of laws, 
tissue-paper, lipstick, poison gases, rules of etiquette, 
and what not.” This sentence is taken from page 6, 
but it is paralleled or even beaten by dozens of others 
scattered through the book. It would, perhaps, be 
gratuitous to criticise at all severely a book obviously 
intended for the section of the public that prefers 
high-pressure expositions of modern science, But in 
the historical scurry of chap. 1, we note that Servetus 


1. Man the Slave and Master. By Mark Graubard. London: 
J. M. Dent and Sons. 1938. Pp. 366. 10s. 6d. 
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is still served up as a scientific martyr and Sir 
Francis Bacon regarded as the redeemer of science 
despite the fact that the scientific ideas of the one 
had nothing whatever to do with his burning and 
that the other openly scoffed at the theories of 
Copernicus and treated with contempt the researches 
of Galileo Galilei and William Gilbert. We cannot 
honestly endorse the eulogies of Sir Arthur Keith or 
of Prof. Lancelot Hogben attractively set out on the 
dust-wrapper of this book, though amid a vast array 
of platitudes presented in epigrammatic form it 
undoubtedly contains much common sense. 


REDISCOVERY OF JENNER PORTRAIT 


THE earliest known portrait of Edward Jenner 
was painted in oils on wooden boards by John 
Raphael’ Smith in 1800 and exhibited in the same 
year at the Royal Academy. Smith was born in 
1752, son of Thomas Smith the landscape painter, 
and besides being a painter he was a mezzotint 
engraver ; in fact this portrait was used by Edward: 
Scriven. (1775-1841) for making the well-known 
mezzotint engraving of Jenner (illustrated in THE 
LANCET, 1923, 1, 139). Two other portraits of 
Edward Jenner are known, one by Sir Thomas 


Lawrence and another by James Northcote (now in 
the National Portrait Gallery). Smith’s portrait was 
lost for many years, but it has at last come to light 
again at an obscure country sale. It had been 
presented by Jenner to his oldest friend, Dr. Hicks, 
whose two children he had vaccinated on Oct. 27, 
1798. Later, Dr. Hicks’s sisters gave it to Dr. 
Theodore Davis, of Beachcroft, Clevedon, Somerset, 
who died there on Aug. 11, 1909, aged 75. On the 
back of the portrait are two labels. One, in the 
handwriting of one of the sisters, reads: ‘‘ We give 
and bequeath this picture to Dr. Theodore Davis.— 
Emma, Julia, and Mary Hicks.” The other reads: 
‘“ Presented to the late Dr. Theodore Davis, M.D., 
F.R.C.S., of Bart’s Hospital, and Clevedon, Somerset, 
husband of the present owner, by Emma, Julia, and 
Mary Hicks, personal friends of Dr. Jenner, who had 
presented it to them.” ‘The portrait, shown in the 
accompanying illustration, is now offered for sale a 
£150 by E. P. Goldschmidt and Co. l 


THE TREATMENT OF BURNS . 


THOUGH absorption of depressor substances. into 
the blood-stream is at present rather out of favour. 
as an agent in producing traumatic shock it is still 
seriously considered in relation to shock from burns 
and from intestinal obstruction. J. B. Devine, 
however, who has tried to deduce from experimental 
findings conclusions which will help him to diminish 
shock from burns, regards toxemia by absorption 
from the burnt area as an unnecessary conception.’ 
He finds it difficult to decide on the relative importance 
of fluid loss and nervous stimuli and therefore tries 
to eliminate both. He gives fluid to counteract the. 
increased viscosity of the blood, which is one of the 
best-established effects both of clinical and experi- 
mental shock, and 'morphia and an application 
designed to alleviate pain locally to combat any 
nervous factor. In spite of his disbelief in the toxic- 
absorption theory he uses for this purpose a coagu- 
lating agent and prefers gentian-violet to tannic acid 
mainly because it gives greater relief from immediate 
pain and is a better antiseptic; he attributes shock 


' delayed for more than a few days to sepsis. He does 


not find that much cleaning of the burn is neces- 
sary; all that need be done is to remove the dead 
skin before applying the coagulating agent. After 
separation of the scar vitamin A in the diet and the 
application of cod-liver oil hasten healing. 


MURDER ON THE CRUMBLES 


Irene Munro, a London typist on a solitary holiday 
at Eastbourne in August, 1920, left her lodgings one. 
Thursday afternoon and never returned. ‘Next day 
a schoolboy tripped over something on the shingle of 
the Crumbles beach between Eastbourne and Pevensey. 
It was a human foot in a black stocking. “Underneath 
the shingle was the typist’s body with terrible injuries 
to the head, probably inflicted by a lump of ironstone 
found six feet away and afterwards seen to bear 
bloodstains. Her handbag was missing; a bunch of 
keys which it contained was picked up in the vicinity. 
Here was murder—but by whom, when, and from 
what motive? Set to make bricks without straw, 
the police had to piece together as best they could 
the movements of this girl in the dark green coat 
with the fur trimmings and to discover her com- 
panions. Field and Gray, the two men eventually 
hanged for the murder, might perhaps have saved 
their necks if they had not made mistakes in covering 
their tracks and concocting false alibis. The case 
for the prosecution was in itself by no means over- 
whelmin 

The main contribution of the medical witnesses 
was the estimate of the probable time of the girl’s 
death on the Thursday. The police surgeon, looking 
at the body at 11 P.M. on the Friday by the light of 
an acetylene lamp, thought that death had occurred 
24 hours earlier. Blood had run from the nostrils as 
he moved the body; he would not have expected 
this, he said, if the girl had been dead for more than 
24 hours. But when 5 days later Dr. R. R. Elworthy, 
pathologist to the West London Hospital, made a 
post-mortem examination, blood again flowed from 
the nostrils on the moving of the body. The medical 
evidence at the trial was summed up by the judge as 


consistent with death having occurred on the 


Thursday afternoon. The point was important. 
Field and Gray were seen with Irene Munro going 
towards the beach in the afternoon; they were both 
back in the bar of the Albemarle Hotel at Eastbourne 
by 6.30 p.m. If the murder was committed late at 
night, their innocence was established. 

Miss Winifred Duke, who edits the case in the 
Notable British Trials series,? writes an admirable 
introduction. It is not the fault of so expert a 


1. Devine, J. B., Med. J. Aust. Jan. 7, 1939, p. 14. 

2. Trial of Ficld and Gray. Edited by Winifred Duke. 
Notable British Trials, Vol. 67. London: W. Hodge and 
Co. 1939. Pp. 302. 10s. 6d. 
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criminologist that the forensic aspect, like the medical, 
was devoid of sensation. Field gave evidence on his 
own behalf and faced the cross-examination of Sir 
Charles Gill. Gray was defended by Sir Edward 
Marshall Hall who decided not to put his client into 
the witness-box—a fact on which the judge (but not 
the prosecuting counsel) could comment. Mr. 
Justice Avory made a masterly summing-up. The 
evidence was entirely circumstantial, but none the 
worse for that. Field and Gray had admittedly been 
together all the afternoon and evening on the fatal 
Thursday. Both, it seemed, were innocent or both 
were guilty. The jury found them both guilty, but 
added a recommendation to mercy on the ground 
that the crime was unpremeditated. The case went 
to the court of criminal appeal, which took the most 
unusual step of allowing the two prisoners (and other 
witnesses for the defence) to give evidence, thus 
letting Gray go into the box on the appeal though 
he had not done so at the trial. Counsel for the 
Crown raised no objection; it was a fresh chance 
for a deadly cross-examiner. The wretched men 
now sought to exculpate themselves by throwing the 
sole blame on each other. The appeal was dismissed. 
Neither Field nor Gray made any confession; Miss 
Duke notes the influence of crime on a sensation- 
loving public in the fact that both left messages of 


gratitude for letters of sympathy sent them while 


they were awaiting execution. Chance, as she observes, 
plays a large part in the detection of murder. If 
Irene Munro’s attackers had stayed to bury: that 
betraying foot a little deeper, the victim might have 
lain in her shingly grave till all danger to them was 
past. 


ANGLO-YUGOSLAV CHILDREN’S HOSPITAL 


Soon after the late war Dr. Katherine Macphail 
started this hospital in an old disused military barrack 
with equipment and supplies begged from the British 
and other missions in Belgrade. Since then: the 
hospital has changed its name and its abode several 
times, but its purpose has always been to give the 
right kind of help at the time and place where it was 
most needed. As a general hospital for sick children 
it treated 170,000 patients and trained over 200 pupil 
nurses, As the Jugoslavian health services developed 
other general hospitals were opened. But the incidence 
of tuberculosis in the country is one of the highest 
in Europe, and in 1934 the Anglo-Yugoslav Children’s 
Hospital moved to its present home at Sremska 
Kamenica to work as a special hospital for the treat- 
ment of tuberculous diseases of the bones and joints. 
It has 50 beds and last year it treated 117 inpatients 
and 490 outpatients. The hospital costs £3000 a 
year to run and of this over £2000 is contributed 
by the country itself. The remainder, apart from 
a generous donation from the Save the Children 
Fund, has to be raised by private subscription. 
In her twentieth anniversary report Dr. Macphail, 
who is still medical superintendent of the hospital, 
appeals for help and points out that it is those who 
are most generous to their own children who are 
most generous to foreign children. 


EXERCISE UNDER WATER 


Mr. T. R. Togna, whose system of home gymnastics 
is described in a little book,! persuaded Dr. G. P. 
Crowden to carry out some experiments for him. 
These showed that during the exercise of arm- and 
leg-bending nearly twice as much oxygen was taken 
up in air as when the same exercise was carried out 
under water, and in the exercise of trunk-raising 
nearly three times as much oxygen was required in 
air as in water. This implies that exercises can be 
carried out in a bath with much smaller expenditure 
of energy on the part of the heart and blood-vessels 


1. Exercises in the Bath. By T. R. Togna. Londons G. P. 


Putnam’s Sons. 1938. Pp.125. 5s. 
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than in the ordinary air. The author has taken a 
lot of trouble in devising schemes of exercises to 
be carried out in the domestic bath, and gives 
abundant descriptions and photographic illustrations 
of these exercises. His system opens up a new field 
of treatment for patients with circulatory and 
respiratory disorders for whom exercise of muscles 
and.joints is desirable. The exercises could be per- 
formed with advantage by healthy people, particularly 
those doing sedentary work. The cover of the book 
is waterproof, to prevent damage from splashing. 


WITCH’S MILK 


Dr. Pierre Forsell (Acta padiatr. Stockh. 1988, 
23, suppl. 1) has written an interesting monograph 
on the so-called witch’s milk, the mammary secretion 
of essentially the same composition as adult milk 
commonly seen in infants in the first few weeks of 


- life and sometimes as late as the third month. He 


deals both with the clinical manifestations of this 
curious but harmless phenomenon and also with the 
histology of the mammary changes in children who 
have died. He finds that on the whole babies small 
at birth tend to secrete less milk than big babies, 
and he discusses various other influences such as the 
health of the mother on the appearance: of witch’s 
milk, There is a good list of references. 


NEW PREPARATIONS 


NICAMIDE.—Under this name Burroughs Wellcome 
and Co. (Snow Hill Buildings, London, E.C.1) prepare 
a 25 per cent. solution of nicotinic acid diethylamide. 
Given by mouth or by intravenous or intramuscular 
injection it is said to increase the depth and rate of 
respiration and the force of cardiac contraction; it 
acts wholly through the central nervous system and 
raises the blood-pressure probably through stimulation 
of the vasomotor centre via the carotid sinus. Its use 
is recommended in states of shock and circulatory 
or respiratory depression—including pneumonia, 
coronary thrombosis, narcotic poisoning and failure 
of breathing during anzsthesia—and also after 
surgical operations to prevent pulmonary or circu- 
latory complications, In asphyxia neonatorum it is 
considered especially valuable ‘‘on account of its 
therapeutic range of dosage and its relative lack of 
toxicity.” , 


 CAROVIT tablets are described as a combination 
of chlorophyll and beta/carotene (the precursor of 
vitamin A), The manufacturers (Continental Labora- 
tories Ltd., 30, Marsham Street, S.W.1) state that 
the action of these two substances is enhanced by 
their association and claim that chlorophyll “ raises 
the general tone of the body,” increases red blood- 
cells, lowers high blood-pressure, and is useful in 
arteriosclerosis, while vitamin A combats infection 
of mucous membranes. The formula of the tablets 
is given as: Carovit chlorophyll 0°01 g., ferri phosph. 
solub. 0°008 g., calc. phosph. 0°06 g., saccharose 
ad 0'125 g. 


VEGUVA Nos. 1 and 2 are two new foods for infants. 
No. 1 ‘‘ consists of a basis of cows’ milk to which is 
added a mixture of specially prepared carbohydrates, 
Additional protein is supplied in the form of readily 
soluble sodium caseinate, and lipoids and vitamins in 
the form of egg-yolk; yeast supplements the 
vitamin B complex. To this preparation is added 
the juices of carrot and tomato.” The resulting 
powder is to be mixed with water and used as the 
complete diet of the child until the age of three months. 
Veguva No. 2 Vegetable Adjuvant, which is given 
thereafter (together with milk and later with cereals), 
has a basis of spinach, carrot and tomato in finely 
divided form. It also contains added carbohydrates, 
egg-yolk, yeast, banana flour, and a small quantity of 
glycerophosphate. The makers are A, Wander Ltd. 
(184, Queen’s Gate, S.W.7). 
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MALAYAN MEDICINE 


A MEMBER of an Irish Huguenot family which for 
several generations has sent its sons into the medical 
profession, the late Dr. John Desmond Gimlette 
qualified in 1890 in England and also in Portugal. 
His original intention was to practise at Lisbon, 
but in 1896 he was appointed surgeon-magistrate at 
Selensing, Ulu Pahang, and became interested in 
tropical medicine. He wrote articles on latah, a 
psychopathological condition common in Malaya, and 
on other diseases prevalent there, and a book on 
Malay poisons and charm cures. Dr. Gimlette was 
well on towards completion of another work when he 
died in 1934, and Mr. H. W. Thomson undertook to 
finish it. This is the history of an unusual book 
which has now been published. It is a Malay- 
English dictionary of ailments, native simples and 
other remedies, and anatomical terms, together with 
an English-Malay index and two plates of the 


anterior and posterior aspects of the human skeleton. ` 


Sir Malcolm Watson, director of the Ross Institute of 
Tropical Hygiene, has contributed a foreword which 
contains an appreciation of Gimlette and his work. 


THE TECHNIQUE OF MASSAGE 


YEARS of teaching experience provide Miss E. M. 
Prosser with an excellent background for the produc- 
tion of a detailed manual? for the use of candidates 
for the examination of the Chartered Society for 
Massage and Medical Gymnastics. Others, including 


some medical men, will also profit from the descriptive 


details of the actual manual technique of massage, 
and of the exercises in common use. The numerous 
line drawings illustrating these are apt, and on the 
whole accurate, though it would be a technical fault 
to leave the lumbar region badly supported as in 
the figures on p. 82. From an examination stand- 
point Miss Prosser gives good advice and orthodox 
explanations of the effects of the manipulations and 
movements; from the broader educational aspect it 
is a pity that the student is not encouraged to use 
her brains and to relate the facts given so as to be 
able to apply them to a variety of cases. In the 
chapter on spinal deformities, for example, the 
exercises are clearly presented, but the reader is 
given no grasp of the subject as a whole, no analysis 
of the mechanics and causes of the deformity. She 
is likely to memorise and apply these exercises by 
rote instead of gaining an intelligent insight into the 
problem she has to tackle. A minor error is that of 
attributing the origin of the term ‘‘ semaphore 
exercises ” to Dr. Anna Broman. 

Though the student’s imagination is not stimu- 
lated, the straightforward description of practical 
methods in this book will certainly be appreciated. 


A POISON STORY 


So many doctors in modern fiction have a bad 
name that it is not surprising to read of one threatened 
with the gallows.* Dr. Radcot, a country practitioner 
lamentably lacking in discretion, was married to 
a chronic invalid but in love with the wife of the 
local squire. The invalid dies suddenly and is buried 
but later exhumed. Arsenic being found in considerable 
quantity in the stomach and lungs, suspicion falls 
not unnaturally upon the doctor, who meanwhile 
has married the second lady, after her divorce. The 
doctor has three enemies who might have encom- 
passed his downfall had they not been thwarted by 
the efforts of a friend retired from the C.I.D. There 


1. A Dictionary of Malayan Medicine. By John D. Gimlette, 
M.R.O.S., and H. W. Thomson, M.O.S. (retd.). London: 
Humphrey Milford, Oxford University Press. 1939. 


Pp. 259. 78. 6d. . 
2. Manual of Massage and Movements. By Edith M. Prosser, 


M.G., sister in charge of the massage department, 


T. e e 
Middlesex Dop London: Faber and Faber. 1938. 
s. 6d. 


. 318. 
3. Devt of the Doctor’s Wife. By Whyte Hall. London 
Quality Press. 1939. Pp. 320. 7s. 6d. 


. ig sound toxicology in this novel, the plot is ingenious, 


but the characters are wooden and incredible. In 
real life Dr. Radcot, in view of his gossip-provokin 
behaviour, would hardly have contrived to hol 
together any sort of practice. 


TOBACCO THERAPY 


WRITING in the Argentine journal Accion Médica 
for Feb. 10, N. Hughes mentions that Nicot used the 
leaves to cure his cook’s cut finger, and that later 
the prior of Lorena, who received a plant from Nicot, 
gave some to Catherine of Medici, whose hobby was 
medicinal herbs. It was not long before snuff was 
made in France for curing headaches and removing 
“ humours.” Smoking was used to cure asthma, 
and even infusions of tobacco were taken. 'Tobacco 
was regarded as an antidote to the poisonous arrows 
of the Indians, although tobacco was an ingredient 
in that very poison. Ferdinand II of Aragon, anxious 
to preserve the lives of his explorers in ica, 
instituted pharmacological tests. A dog was wounded 
with a poisoned arrow, and tobacco juice poured 
on the wound saved the dog’s life. Cataplasms were 
applied to relieve indigestion and torticollis. Powdered 
finely, tobacco was used as a disinfectant, and duri 
the plague of 1665 the scholars of Eton were thrashe 
if they did not smoke before coming into the class- 
rooms. Tobacco was used as both a stimulant and 
a sedative, until it was found to have a toxic action. 
Enemas of tobacco smoke were administered through 
special bellows, and tobacco was used as an adjuvant 
to mercury in the sweating baths for syphilis. 


THE ADOLESCENT GIRL 


A Roman Catholic ‚woman doctor, who obviously 
has a wide experience of and sympathy with the 
young, writes on ‘“‘ growing up ”’ mainly for girls of 
her own faith; her book has a strong religious back- 
ground.! The accounts of the development of body 
and mind during adolescence and of the procreation 
of children are simple and clear. Extramarital inter- 
course is condemned as ‘‘a mortal sin,” and to 
become a good wife and mother is extolled as being 
the highest aim of womanhood, The author lays 
down a sensible, if perhaps idealistic, code of 
behaviour for young women in their dealings with 
the opposite sex, i 


LOTHEISSEN’S OPERATION 


Prof. G. GREY TURNER writes: On my desk 
before me I have a reprint from the Zentralblatt für 
Chirurgie in which the name of this Viennese surgeon 
is spelt with a double ‘“‘s,’’ but better evidence still 
is a letter from him to me with the double ‘‘s” 
in the signature. As your readers may i 
Lotheissen is one of my friends and I much respect 
his numerous contributions to surgery. None the 
less I think we ought to bear in mind that the opera- 
tion for femoral hernia by the inguinal route was 
independently devised and described by R. H. 
Parry when surgeon to the Victoria Infirmary in 
Glasgow (see Brit. med. J. 1901, 2, 1136). 


PSYCHOLOGICAL FACTORS IN RHEUMATISM 


Dr. S. D. MITCHELL writes: Your issue of April 1 
(p. 802) contains an account of a meeting at the 
St. John Clinic at which I was a speaker. I should 
like to amend certain statements, which I am 
incorrectly reported to have made. The psychiatric 
study of the personalities of patients with rheumatoid 
arthritis showed an excess of schizoid features, 
especially morbid anxiety. I was impressed by the 
frequency of emotional disturbances within one 
month of the onset of rheumatoid arthritis, not of 
arthritic conditions generally. 


1. Growing up. A book for Girls by a Catholic Woman 
Pootor, i ondon : Burns Oates and Washbourne. 1939. 
p. . 8. 
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ADDRESSES AND ORIGINAL ARTICLES 


INFANTILE DIARRHEA * 
By J. M. Smettre, M.D. Edin., F.R.C.P. 


PHYSICIAN TO THE OHILDREN’S HOSPITAL AND THE 
UNITED HOSPITAL, BIRMINGHAM 


From earliest times infantile gastro-enteritis is 
known to have been a rampant disease with a high 
mortality. Garrison (1929) records that in England, 
in the hot summers of 1669-71, 2000 babies died of 
diarrhea in eight or ten weeks. Indeed, until recent 
times most of the deaths in the early years of life were 
caused by the diarrheal diseases. It is surprising, 
therefore, to find that the early writers in psdiatrics 
did not describe it more frequently and in greater 
detail than appears to be the case. Ruhrah (1925) 
has commented on this fact and stated that Benjamin 
Rush in 1789 was the first writer to give anything 
like a systematic account of cholera infantum. Rush 
noted the regularity of its appearance in the summer 
months and was the first to connect the disease with 
the hot weather. He gave a very accurate clinical 
description and refuted the suggestion, apparently 
current then and heard occasionally even today, 
that it was due to dentition. He aptly pointed out 
that it appeared only in one season of the year. 
Rush’s view was that it was a modification of adult 
cholera and remitting fever, although making its 
appearance earlier in the season than the adult cases. 
Apparently the disease was unknown in Europe at 
that time, and several years later it appeared in 
certain parts of central Europe and was called ‘‘ Rush’s 
disease ” (Arnold 1927). 

Infantile diarrhea has once previously formed 
the subject of the Ingleby lectures. This was in 1893, 
the lecturer being A. H. Carter, who was at that 
time professor of therapeutics to Mason College and 
senior physician to Queen’s Hospital. His were 
clinical lectures, emphasis being placed on prophy- 
laxis, particularly the encouragement- of breast- 
feeding. He was fully aware that unsuitable or 
impure milk was a common starting-point of trouble. 
Carter classified the diarrhceas into two main groups, 
the non-inflammatory and the inflammatory, the 
former variety being due to food errors and sometimes 
teething. The inflammatory diarrhoas he recognised 
to be due to bacterial infection, sometimes found in 
the food but usually unknown. The severe course, 
the high mortality, and the inadequacy of satisfactory 
methods of treatment received due consideration. It 
is interesting to note that about that time parenteral 
therapy was apparently just beginning to come into 
use, for Carter mentioned that subcutaneous saline 
might be beneficial, but he personally had not had 
any experience of its employment. 

There must have been a very severe epidemic of 
infantile diarrhea in Birmingham in 1893, for the 
medical officer of health for the city (Dr. Alfred Hill) 
recorded (1894) that the deaths in that year exceeded 
those in any previous year except 1875. The death’ 
were in the proportion of 1:7 per 1000 persons living, 
and the rate varied widely in different localities. The 
central, most densely populated, and slum subdistricts 
suffered most severely, in contrast to the better-class 
residential districts, where the mortality was low. 
Parsons (1924) also has drawn attention to the fact 
that in the years 1912-16 the total infant mortality- 


© Ingleby lectures delivered at the University of Birmingham 
on March 28 and April 4, 1939. 
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rate in this city was two and a half times greater in 
the central than in the outlying districts. In his 
report Hill pointed out that a high summer tempera- 
ture was the exciting cause of the epidemic prevalence 
of diarrhea but was not in itself the essential cause 
of the disease. He contended that the unequal 
incidence of the disease in the various districts of the 
city, which was noticeable throughout the country 
as it was in Birmingham, would of itself be sufficient 
to prove this, and he concluded that heat, although 
no doubt the chief exciting cause, was not the primary 
cause of summer diarrhea. 


During the last forty-four years there has been a 
notable reduction in the death-rate from infantile 
diarrhea, In 1893 the rate for the whole of England 
and Wales was 0-7 per 1000 of the population, and in 
1937 this rate had dropped to 0-08 ; the corresponding 
figures for the city of Birmingham are 1-2 in 1893 
and 0-08 in 1937. It will be noticed that, whereas 
in 1893 the Birmingham rate was nearly double 
that of the whole of England and Wales, in 1937 
this had dropped to the average for the whole of the 
country. Even today, however, acute gastro-enteritis 
is still a menace to infant welfare, particularly during 
the first twelve months of life. It shows its greatest 
incidence among the poor and the malnourished, and 
its mortality remains high. Improved sanitary 
conditions, a better and cleaner milk-supply, and 
the adequate cleansing of feeding utensils have 
contributed to a considerable decrease in the incidence 
of the diarrheal diseases. Nevertheless these still 
take a considerable toll of infant life. 

The setiology of the disease is complex and diverse, 
but its clinical manifestations are typical and charac- 
teristic. Moreover, owing to its well-known and 
frequently observed infectivity, the problem of the 
nursing and management of these patients in hospital 
causes considerable anxiety. In spite of all possible 
precautions this disease is liable from time to time 
to sweep through a ward, often with tragic results. 

For the last few years a small ward in the 
Birmingham Children’s Hospital has been set aside 
exclusively for the reception and treatment of infants 
suffering from gastro-enteritis. Thus, all such children 
have been segregated from the other patients in the 
hospital, and a more intensive study of the problem 
has been rendered possible, The nursing has been 
carried out on “barrier” principles, every nurse 
being both masked and gowned, every infant being 
regarded as suffering from an acutely infectious and 
contagious disease. The ratio of nurses to patients 
in the ward is 4 to 7. These lectures are based on a 
study and analysis of the first 500 infants who have 
been treated in this ward. 


‘FEEDING HISTORY AND NUTRITION 


The important part that breast-feeding plays in 
the prevention of all gastro-intestinal upsets and 
diseases has been recognised by practising pedia- 
tricians for many years. Ever since the artificial 
feeding of infants became prevalent, all writers have 
recognised the increased incidence of the diarrheal 
diseases among such babies. As has already been 
mentioned, Carter (1893), forty-six years ago, 
laid emphasis on the prophylactic value of breast- 
feeding, and recently Spence (1938) has declared 
that it is beyond all question that breast-fed infants 
show a greater freedom from disease and a greater 
power of recovery from disease than artificially fed 
infants. My figures very strongly support and confirm 
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the accuracy of these statements. Only 12 infants 
had been entirely breast-fed up to the time of 
admission with gastro-enteritis ; two died, one from 
bronchopneumonia, the other from bilateral mastoid- 
_itis, Furthermore, out of 375 infants under the age 
_of nine months only 154, or 41 per cent., had been 
. breast-fed for a month or more. The mortality-rate 


in this group was 25-9 per cent., which contrasts with. 


a mortality-rate of 76-6 per cent. in those who had 
never been breast-fed. Thus, although there was not 
a great deal of difference in the incidence of gastro- 
enteritis in partially breast-fed and in entirely artifici- 
ally fed infants, the mortality-rate in the latter group 
was more than three times greater than in the former. 

The influence of the state of nutrition on the 
prognosis was not as great as might perhaps have been 
anticipated. It is now generally agreed that an 
infant 14 per cent. or more under its expected weight 
for age should be considered to be suffering from 
marasmus, malnutrition, or infantile atrophy (Mait- 
land-Jones 1933). All infants suffering from gastro- 
enteritis are also suffering to a greater or lesser 
extent from dehydration. I have therefore allowed 
an additional 6 per cent. for this factor and only 
regarded as marasmic those infants whose weight on 
admission was 20 per cent. or more under the expected 
weight for age. Using this criterion I find that of 
my 500 cases 188 (37-4 per cent.) may be classified 
as marasmic ; 89 of these recovered and 99 died. 


DURATION OF SYMPTOMS 


The duration of symptoms before admission to 
hospital varied widely, but the patients can be 
grouped conveniently into two main divisions; those 
= whose symptoms had been present for only a few 
_ ‘days (the acute cases) and those who had had symp- 
toms for more than a week (the subacute or chronic 
cases). Thus, 377 (75-4 per cent.) were acute and the 
remaining 123 were subacute or chronic. 

Of the acute cases 82 were transferred from other 
é wards of the 
hospital, hav- 


their gastro- 
intestinal 
symptoms 
after admis- 
sion for other 
diseases ; 48 of 
these infants 
died. Some on 
admission were 
suffering from 
an acute infec- 
tion, such as 
bronchitis, 
pneumonia, 
otitis media, or 
cellulitis, and 
the gastro- 
enteritis was a 
complication 
of this initial 
infectiop ; but, 
: | ‘on tbe other 
hand, there were some who had been admitted to the 
‘surgical wards for a simple operation, and an analysis 
of these reveals a number of tragedies which unfortu- 
nately are common to all children’s hospitals and con- 
tinue to recur from time to time in spite of all possible 
precautions. Seven infants developed diarrhcea after 
radium treatment for hemangiomata, nevi, or moles, 
and it appears that the gastro-intestinal upset may 
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Fic. 1—Age-incidence of intantile diar- 
rhoea in 436 infants under 1 year. 


‘prisingly few 


ing developed — 


have been a direct consequence of such treatment— 
at any rate that is the impression I have received, 


Incidence and Mortality 


Infantile diarrhoea is essentially a disease of the early 
months of life (fig. 1). Of the cases that I have studied 
375 (75 per cent.) were under the age of nine months, 
and only 64 (12-8 per cent.) were more than one year 
of age. The highest incidence was in those between 
the ages of one and two months, and from the third 
month of life 
onwards there 
was a steady 
and progres- 
sive fall. Sur- 


were seen in 
the neonatal 
period. 


MORTALITY 


Of these 500 
infants 240 
died, giving a 
mortality - rate 
of 48 per cent., 
but included in 
this figure were 
some who were 
moribund on 
admission and 
died within a few hours. The mortality-rate in the 
Glasgow series recently published (Cooper 1937) was 47-2 
per cent., but other observers have recorded a much 
lower rate. In America a considerably lower mortality 
has been recorded, but it is difficult to assess the 
severity and toxicity of their cases—they probably 
included many mild ones. 

As has already been mentioned, of those infants 
under nine months who had never been breast-fed 
76-6 per cent. died, and moreover 41:3 per cent. of 
those who died were marasmic at the time of 
admission. There was but little difference in the 
mortality-rate between the acute and the subacute 
or chronic groups ; in the former the rate was 49 per 
cent, and in the latter 44-7 per cent, Another signi- 
ficant point, particularly with reference to the 
setiology of infantile diarrhea, is that the mortality- 
rate was practically the same in the winter months 
and in the summer months. 


Feb. Ape Ju. Aug Oct. Dee. 
Fia. 2—Seasonal incidence of infantile 


diarrhea in 500 infants. Dotted 
line represents fatal cases. 


SEASONAL INCIDENCE 


Until recently infantile diarrhea has been predomi- 
nantly a disease of the summer months (fig. 2), and 
in the past innumerable theories have been advanced 
to explain the reason, I believe that the notable 
improvements in the public-health ` services, the 
better and‘ cleaner milk-supply, the introduction of 
dried milks, and the all but complete abolition of 
horse transport from the industrial areas are the 
factors that have caused an almost complete dis- 
appearance of the “summer diarrhea’”’ of the last 
decade. In my experience this type of the disease with 
its characteristic seasonal incidence, explosive outburst, 
and great infectivity is nowadays a rarity. It is true 
that my figures show a slightly increased incidence 
from July to October, but this is not material, 

Today the problem of infantile diarrhwa is different 
from what it has been in the past. Then the severity, 
the acuteness, and the appalling mortality of the 
well-known and dreaded ‘cholera infantum” 
absorbed attention to such an extent that the 
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occurrence and incidence of other forms and varieties 
of diarrhea (except perhaps the dietetic) were almost 
completely overlooked. The “summer diarrhea ” 
of textbooks has to all intents and purposes been 
completely eradicated, and we are now called on to 
‘deal with a disease that is of mixed etiology and 
moreover is present with us the whole year through, 
summer and winter alike. In consequence, the views 
expressed in the past as to the ætiology of the infantile 
diarrhooas must be revised. 


Classification and Causation 


The classifications of the infantile diarrheas have 
passed through various phases and reflect to some 
degree the advances in medical knowledge. In the 
first instance the cases were divided into groups 
based entirely on the symptomatology, as shown, for 
example, in Carter’s use of such terms as simple, 
recurrent, or persistent diarrhoea and cholera infantum. 
Presently this was appreciated to be very inadequate, 
and then followed attempts at classification on the 
basis of the supposed anatomical] sites of the lesion. 
This led to the introduction of gastro-enteritis, 
enterocolitis, ileocolitis, and so on, but it came to 
be recognised that there was no correspondence 
between morbid anatomy and the different varieties 
of diarrhea. The rise in the knowledge of bacteriology 
seems to have been the reason for the next attempts 
at classification, and all infantile diarrhoas were 
considered to be due to infection by micro-organisms. 
The different varieties of dysentery infection were 
recognised, Morgan’s bacillus was isolated, and 
various types of streptococci, Bacillus coli, and 
Bacillus enteritidis were identified. Soon the subject 
became, and in fact remains, a difficult and compli- 
cated one which is still far from solution. Early in the 
present century the German workers Czerny, Keller, 
and Finkelstein published their investigations on 
metabolism. Thus the importance of the proper 
utilisation of the various food constituents was 
recognised and the disorders resulting from disturb- 
ance were appreciated. In consequence all digestive 
ailments, including diarrhea, were thought to be 
due to food errors and metabolic upsets, and so 
we find that Finkelstein’s ‘‘ decomposition ’’ and 
“ intoxication ’? were widely adopted. 

A satisfactory classification has not yet been 
evolved, and nowadays much attention is being 
focused on infection in parts of the body other than 
the alimentary tract. It almost seems that we have 
travelled round the globe and are returning to views 
of disease as expressed by Rush about a hundred 
and fifty years ago. He noted the cure of articular 
disease by removing diseased teeth. In these circum- 
stances I hesitate to advance any classification of 
the infantile diarrhceas, but I suggest that the 
following has the advantage of being simple yet 
adequate in the present state of knowledge 

Infective.—Due to known pathogenic organisms— 
e.g., dysentery and typhoid. 

Infectious.—Unknown enteral infection without 
demonstrable pathogenic organisms. 

Parenteral <infections.—Upper respiratory tract, 
bronchitis, pyelitis, and other infections. 

Dietetic.—Improper feeding—e.g., excess carbo- 
hydrate or fat, and other errors. 


INFECTIVE DIARRHGA 


I am not here concerned with the true infective 
diarrheas due to known pathogenic organisms. All 
the infants admitted to the ward had their stools 
examined bacteriologically, and those with dysentery 
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or typhoid were transferred immediately. In passing, 
however, it is interesting to record that the incidence 
of infective diarrhea was extremely low—in fact 
less than 1 per cent. of the total admission to the 
ward. Although I do not wish to infer that dysentery 
is a rare disease in infancy, it does appear that its 
recognition on clinical grounds alone can be made 
with a considerable degree of accuracy. If an infant 
with diarrhoea is found to be passing blood and mucus 
in its stools, there is a strong probability that it is 
suffering from dysentery and should be isolated. 
Conversely, the presence of blood and mucus in the 
stools of infants suffering from non-dysenteric 
diarrhoea is a rarity. 


DIETETIC DIARRHEA 


Dietetic diarrhea also has been of negligible 
incidence, and such cases as were encountered have 
been excluded from this series. In any event, they 
can be detected readily, and most of these infants 
are treated easily and satisfactorily without admission 
to hospital. The few that were admitted responded 
rapidly, and the duration of their stay was short. 


INFECTIOUS DIARRHEA 


There were 151 infants who never showed at any 
time any clinical evidences of parenteral infection, 
in spite of their being subjected to innumerable 
searching examinations and investigations. The 
resident medical staff of the hospita] have been taught 
to favour the view that infantile gastro-enteritis is 
due to parenteral infection until this possibility has 
been excluded, and this opinion I have deliberately 
encouraged so that no infection shall escape detection 
and treatment. 

Some observers state that urinary infection is an 
almost constant accompaniment of infantile diarrhea, 
but this has not been our experience. All severely 
dehydrated infants are more or less anuric on 
admission, and in the ordinary way a day may pass 
before a specimen can be obtained. for examination, 
Feeling that perhaps we were missing some cases, 
for a time a catheter specimen of urine was obtained 
from every infant as soon after admission as possible, 
These specimens were examined in the pathological 
department of the hospital, and the occurrence of 
demonstrable urinary infection was insignificant. 
Moreover, as will be noted later, the incidence of 
urinary infections in those fatal cases that came to 
autopsy was negligible; nor in fact was any such 
infection found post mortem that had not been 
diagnosed during life. My opinion, based on this 
experience, is that it is undesirable and unnecessary 
to submit every infant to catheterisation when they 
are so desperately ill, unless definite clinical evidence 
exists, 

With regard to infections in the upper respiratory 
tract, every infant on admission and daily thereafter 
was carefully -and thoroughly examined for such 
infection. Every case in which there was even the 
slightest doubt was immediately submitted to an 
examination by a member of the staff of the ear and 
throat department of the hospital. In fact, the 
registrar of this department conducted a routine 
search for possible infection in almost every infant 
at short intervals, and if necessary a diagnostic 
paracentesis was performed, Thus, I consider it can 
be claimed, with justification, that no infant with 
demonstrable parenteral infection escaped detection. 

Some may think that this group consisted largely 
of infants suffering from simple dietetic diarrhea. 


When, however, it is pointed out that pyrexia was 


\ 
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commonly present at some stage of the illness, that a 
few had been entirely breast-fed, and that the history 
of the others did not give any suggestion of dietetic 
errors, I feel that some infection must be the etiological 
factor. An enormous amount of research, bacterio- 
logical and other, has been carried out by different 
workers in the investigation of these cases, but the 
position remains confused. Much of the bacteriological 
work has been centred on the dysentery and strepto- 
coccal groups. -From time to time a particular 
organism has been identified and blamed, but the 
claims had not been supported by other observers, 
It is appreciated that the bacteriology of the gastro- 
intestinal tract is fraught with difficulty and perplex- 
ity, but for the present it must be admitted that the 
case against any particular organism is non-proven. 
Perchance the investigations regarding virus infections 
that are now being pursued will elucidate this problem. 
The death-rate in this group was low—l17 cases 
(11:3 per cent.). In 8 there was no autopsy but in the 
other 9 no pathological lesions outside the gastro- 
intestinal tract were found post mortem. 


PARENTERAL INFECTIONS 


A vast literature is growing up round the question 
of the association between parenteral infection—par- 
ticularly in the upper respiratory tract—and infantile 
diarrhoea, and very widely divergent opinions are 
expressed. That there is a very close connexion 
between these two diseases was first propounded 
many years ago, and this view has continued to 
receive a considerable volume of support ever since, 
A few references will serve to demonstrate the 
opposing schools of thought. 


Floyd (1925), Jeans and Floyd (1926), and Marriott 
(1928), after careful investigation of the problem, came 
to the opinion that toxicity arising from infection of 
the mastoid air-cells produced gastro-intestinal symp- 
toms in infants generally diagnosed as acute intestinal 
intoxication. 

During the last several years the incidence and 
significance of otitis media in early childhood has 
been carefully studied in the pathological department 
of the Birmingham Children’s Hospital, and Ebbs 
(1987) has published his results. He analysed the 
post-mortem findings in the middle-ear and mastoid 
regions in 880 children varying in age from birth 
to 14 years. He drew particular attention to the 
aeeaciated gastro-intestinal disturbances and expressed 
the opinion that the diarrhea and vomiting syndrome 
of infants (excluding the dysentery group) was due 
to or at least associated with parenteral infection 
somewhere in the body in all cases. He divided them 
into two groups: the larger consisting of those 
cases which were secondary to an upper respiratory 
infection, and the smaller beginning with one of a 
great variety of parenteral infections which sea ois 
the intestinal symptoms during the course of the 
illness and sometimes as a terminal event. He 
appreciated that he was quoting post-mortem figures 
but claimed that his impressions were supported from 
observations of a large number of clinical cases. 

Le Mée (1937) considered that pus found in the 
middle ear at autopsy was really a post-mortem 
empyema due to the penetration of the pharyngeal 
liquid into the middle ear. Ebbs combated this 
opinion by remarking that, if such were the case, 
one would expect to find milk and other fluids 
draining into the middle ear. None was found in 
any of the cases he examined. This reply, however, 
hardly meets the case, in that fluid is not likely 
‘to remain in the pharynx after death, whereas 
mucopurulent secretion would. 

Another of my colleagues at the Birmingham 
Children’s Hospital (Adams 1937) has also drawn 
attention to the diarrhosa and vomiting complex in 
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its association with otitis as seen in the practice of 
otology. his experience those patients in whom 
the diarrhoea and vomiting was a late manifestation 
of a primary otitis adequate surgical treatment was 
usually successful in arresting it. 

McConkey and Couper (1938) analysed their cases. 
of otitis media and mastoiditis in infancy and found 
confirmation for the theory that the diarrhœa and 
vomiting syndrome was frequently caused by the 
presence of otitis media and latent mastoiditis. The 
death-rate of such infants was 84:8 per cent., being 
highest in the age-group of 1-3 months. 

The other side of the picture has been presented 
by Johnston and his colleagues (1933), who found 
that 63 per cent. of their patients with diarrhea 
suffered from otitis media, but a control group showed 
over 60 per cent. of otitis without diarrhcea. Their 
conclusion was that masked mastoid infection was 
not a cause of infantile gastro-enteritis. 

Similar views were expressed by Yampolsky (1933) 
after a study of 500 cases. Findlay (1932) was 
extremely sceptical of any relation between the two 
diseases. His postoperative results were inconclusive, 
and his impression was that at times surgical treat- 
ment had been definitely harmful. He concluded that 
it had certainly not been demonstrated that focal 
sepsis, especially otitis media, was a serious responsible 
factor. 

In this country the incidence of otitis media and 
mastoiditis is much greater in the winter than in 
the summer, The chart published by Adams (1937) 
showed this very well. On the other hand, the 
opposite has been true for infantile diarrhea in the 
past, though my figures show that the curve is now 
flattening. Were upper respiratory-tract infections 
so frequently the cause of gastro-enteritis, these two 
curves should approximate much more closely. 
Another point of significance is that during 1937 
167 children (some of whom.were under two years of 
age) were admitted. to the Birmingham Children’s 
Hospital with otitis media or mastoiditis, and in these 
the disease ran its course without the development 
of any gastro-intestinal symptoms. 

For reasons already stated I cannot subscribe to 
the opinion that all cases of infantile diarrhea 
(excluding dysentery) are due to parenteral infection, 
either in the upper respiratory tract or elsewhere. 
To say, as some have, that the infection is so slight 
as to be unrecognisable merely begs the question. The 
association between the two has been admirably 
expressed by Mitchell and his co-workers (1929), 
who have pointed out that there are four possible 
explanations of the observed coexistence of these 
diseases: (1) the infection in the middle ear may 
cause the gastro-enteritis; (2) the gastro-enteritis 
may cause the condition in the middle ear; (3) the 
same cause may explain both; and (4) they may be 
independent diseases. These workers expressed the 
belief that no one cause could explain every case, 
and with this view I am in complete agreement. 

Of my 500 patients 231 (46-2 per cent.) showed 
unequivocal signs of parenteral infection on admission 


to the ward. This infection was distributed as 
follows: 

Otitis or mastoiditis .. 125 Nasopharyngitis wan 5 
Bronchitis or pneumonia 74 Cellulitis or dermatitis .. 5 
Stomatitis mr -- 1l Peritonitis is ee. 2 
Urinary infections 8 | Osteomyelitis .. . 1 


Of these patients 130 died, giving a mortality-rate 
of 56-3 per cent. | 

Besides these 231 infants 90 others developed 
clinical signs of parenteral infection after admission 
to hospital, and of these 65 died, giving a death-rate 
of 72:2 per cent. In the large majority the infection 
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that arose was in the upper respiratory tract and was 
usually an otitis or a mastoiditis, Yet a further group 
of 28 that died and came to autopsy werefound at that 
examination to have an infection that had not been 
detected clinically: in 17 the infection lay in the 
ear, and in the remaining 11 it was a broncho- 
Pneumonia, in many instances only a terminal event, 
a mode of dying rather than a cause of death. The 
setiological significance of the infection in those 
infants who only developed clinical signs some time 
after admission for their gastro-intestinal symptoms 
is a difficult but very important question. The 
adherents of the parenteral theory will claim that 
this infection, although only discovered subsequently, 
was undoubtedly the cause of the diarrhea. I cannot 
accept this as an established fact. It is well known 
that any nutritional disorder lowers the resistance of 
an infant to all infections, and this is particularly 
true of gastro-enteritis and its concomitant dehydra- 
tion. My experience has taught me that an acute 
otitis can cause an acute gastro-enteritis—that is 
to say, is the sole stiological factor—but I also 
maintain that an infant suffering from gastro-enteritis 
may very readily contract an acute otitis, but here 
the otitis is a complication and not the cause. I 
prefer to use the term ‘secondary otitis ” for the 
latter to differentiate it from the former. In this con- 
nexion Marriott et al. (1933) observed that parenteral 
infections complicated the picture in 66 per cent. of 
their cases of true dysentery ; the mortality was 28 per 
cent, in the group with secondary infections but only 
10 per cent. in those uncomplicated by such infection. 

Whatever opinion may be held concerning the part 
parenteral infection plays in the ætiology of infantile 
diarrhea, the treatment of such infection whenever 
it develops is of paramount importance. I cannot 
agree with Findlay (1932). It is true that an imme- 


diate response to surgical treatment was not often 


seen, but experience has convinced me that we were 
able to save the lives of some of the babies. The 
operative procedures must be conservative and 
cautious and the coöperation between the pediatrician 
and the otologist close and continuous. In any event 
any parenteral infection increases considerably the 
gravity of the illness, and this must be constantly 
borne in mind in assessing the results. Half of the 
children admitted with otitis or mastoiditis died, but 
of those who developed such an infection as a 
complication about three-quarters succumbed. The 
diarrhea in the latter group, not being caused by 
the infection, was less favourably influenced by 
surgical treatment. 
(To be concluded) 
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SPECIFIC IMMUNITY IN ACUTE 
STAPHYLOCOCCAL OSTEOMYELITIS 
WITH SOME OBSERVATIONS ON THE CAUSATION OF 

PYÆMIA 
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DIRECTOR OF THE INOOULATION DEPARTMENT, LONDON 
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ASSISTANT SURGEON AT THE HOSPITAL 


Durea the past eighteen months one of us 
(E. C. B. B.) has been reviewing 500 cases of acute 
osteomyelitis admitted to the London Hospital during 
the past twenty years. It seemed to us both that 
this work could be usefully expanded by a detailed 
bacteriological and serological examination of a 
series of fresh cases of staphylococcal infection. 

In previous papers (Panton and Valentine 1932 
and Valentine 1936) evidence was brought forward 
indicating that in cases of serious staphylococcal 
infection the invading strain of cocci usually produces 
a toxin in which the leucocidin is present in consider- 
able amount whereas the content of «-h»molysin 
is variable and bears no relationship to the severity 
of the infection ; in addition, the titration of a few 
samples of serum from such cases seemed to show that 
in response to the infection the production of* anti- 
leucocidin exceeded that of antihsmolysin. Since 
then Lyons (1937) has claimed that the cocci in 
3-hour cultures differ from those incubated longer 
in the possession of a capsule and has suggested 
that the development of antibodies capable of action 
on the young encapsulated cocci is an important 
factor in staphylococcal immunity. 

This paper is concerned only with the acute phase 
of staphylococcal osteomyelitis. An attempt has 
been made to follow the development of specific 
antibodies in the serum and to correlate the results 
with the clinical severity of the infection, the persist- 
ence of bacterzemia, and the outcome of the disease. 
Since there is no reason to suppose that B-hæmolysin 
is of importance in human infection, attention has 
been concentrated on the «-hemolysin, leucocidin, 
and their antitoxins, and on the agglutinin. The 
cases which will be described include 7 cases of acute 
osteomyelitis in which the patients survived, 2 of 
fatal pyæmia associated with bone infection, and 1 of 
pysmia with no bone involvement. 


TECHNIQUE 


The methods used in making toxin and in titrating 
toxin and serum have already been described 
(Valentine 1936). Slight improvements in these 
methods are given below, and the standards employed 
in quantitative estimations are defined. 

(1) a-hemolysin and its antiioxin were estimated 
in the usual way with a standard antiserum used 
as control and rabbit red cells as indicator, The 
strength of toxins will be expressed as the L.H. dose, 
the volume of toxin which is still feebly hemolytic 
after mixing with 1 international unit of antitoxin. 
Antihemolysin (x) in serum will be given in inter- 
national units. 

(2) Leucocidin and antileucocidin were titrated 
against and compared with the Burroughs Wellcome 
standard K serum, B 8760. Antileucocidin in serum 
will be given in terms of K. Leucocidin in toxin will 
be expressed in terms of L, which indicates a con- 
centration of leucocidin active after mixing with its 
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own volume of K serum diluted 1 in 200 but inactive 
in the same volume of K/100, For testing sera in the 
present work toxin dilutions have been used which 
were active when mixed with the same volume of 
K/125 but inactive against K/100. Three slight 
modifications have been made in the technique of 
the test as previously described. 

(a) As a routine 0-2 c.cm. of serum or diluted serum 
is mixed with 0-2 c.cm. of toxin and after five minutes 
two drops of washed concentrated human cells are 
added from a Pasteur pipette. This prevents 
contact between the cell suspension and the side of 
the tube. 

(b) It has been ‘found aneceeraty to add human 
serum before making the 

(c) The films are now tained with a watery solution 
of methylene-blue (about 1 per cent.) for two or 
more minutes, washed, and blotted. The red cells 
being hemolysed, intact polymorphonuclear cells 
can easily be recognised under the # in. objective and 
distinguished from lymphocytes and the ghosts of 
cells which have been destroyed. 

(3) Antibody for young cocci—Sera have also been 
examined for their ability to agglutinate homologous 
‘suspensions of young cocci. The technique which 
has been followed is similar to that described by 
Lyons (1937), except that ordinary nutrient broth 
has been used, without the addition of glucose, and 
a somewhat larger inoculum made, This procedure 
seems to give suitable suspensions of the typical 
large, cocci. In some cases daily subcultures had 
to be made for a few days before a stable suspension 
was obtained. The suspensions were controlled 
against saline and normalrabbit serum. The develop- 
ment of agglutinins in the serum appears to be very 
slight in cases of acute osteomyelitis during the first 
three weeks ; -hence positive reactions at this stage 
were only obtained with undiluted serum. The 
strength of the reaction will be indicated by the 
number of + signs, +++-+ denoting complete 
agglutination. 

(4) Blood-culiture.—Blood for culture and serum 
tests was taken into a 10 c.cm. syringe, and 1 c.cm. 
was at once mixed with a small volume of citrate, 
brought back to the laboratory, and incorporated 
in an agar-plate culture. The rest of the blood 
was allowed to clot in a sterile tube, and as soon as 
possible the serum was removed with aseptic pre- 
cautions. Broth was then added to the clot and 
incubated. 

(5) Preparation of toxin.—The technique for toxin 
production has been previously described. A mixture 
of 30 per cent. CO, and air has been used latterly. 
It does not seem to matter whether incubation is 
carried on for 24 or 48 hours, It must be remembered 
that the practice of filtering toxins through candles 
or Seitz filters removes some toxin, especially leuco- 
cidin, and thus often exaggerates differences in 
titre in toxins prepared from different strains. 
Throughout the present work toxins have been passed 
through Seitz E.K. disks before titration. 


CASE-RECORDS OF PATIENTS WHO SURVIVED 


Throughout this paper the day on which symptoms 
of bone infection appeared will be regarded as the 
first day of disease, and subsequent events will be 
dated accordingly, 


Case 1.—Male, aged 11, had fever and pain in 
an ankle after injury. He was admitted on the 
fifth day, delirious, with extreme tenderness over 
lower third of tibia and spleen palpable. Operation : 
the bone was drilled, and thin pus was found in the 
medulla. His general ` condition improved greatly 
after operation and reached quiescence after the 


‘shown in the table. 
is listed under the day of disease on which the sample 
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second week, In the third month a quietly spreading 
lesion was found in the ileum. Prima 

probably a small abscess in the roof of the mouth, 
but the history was indefinite. 

CasE 2,—Female, aged 9, admitted after four days’ 
pain in an ankle. She was ill but codperative. At 
operation on admission pus was found under the 
periosteum of the tibia, oozing from the medulla at the 
epiphysial line; the bone was drilled for 
The patient was much improved after operation, but 
some toxsemia remained till the end of the second 
week, Primary lesion: none found. 

CasE 3.—Male, aged 18, admitted after three days’ 
pain in a hip. Illness was severe, but there was no 
rigor or delirium. The original lesion in the ileum 
spread slowly to involve half the pelvis. No operation 
was done, but the hip-joint was immobilised. There 
was long-continued fever due to spread of the local 
lesion; there was no distinct crisis in the illness. 
Primary lesion: a large boil on the back, starting 
four days before the bone lesion. 

CASE 4.—Male, aged 9, admitted after three days’ 
pain in a hip. He was never seriously ill, but there 
were signs of arthritis of hip. No operation was 
done, but the hip-joint was immobilised. The course 
of the illness was mild. The diagnosis was uncertain 
till radiography in the sixth week showed a lesion in 
the neck of the femur. Primary lesion: a crop of 
shallow pustules round the mouth. 

CasE 6.—Male, aged 14, had a sudden pain in a 
knee with shivering and nausea, He was admitted 
on the second day, ill but not delirious, with signs 
over the upper part of the tibia, At operation pus 
was found in the tibia after drilling the bone; third 
day : delirious and incontinent for two days; seventh 
day : signs of infection of the lower third of the tibia ; 
eighth day: fluid was found in the knee ; tenth day : 
the patient being no better, 50 c.cm. ‘of antitoxin 
was administered intramuscularly ; twelfth day: 
the general condition for the first time definitely 
improved, and the knee was aspirated. The whole 
diaphysis of the tibia was ultimately involved, with 
greatest destruction in the upper third. Primary 
lesion : none found, 

Case 6,—Female, aged 18, had pain in the right 
thigh following one week after an attack of “ influenza” 
preceded by an infected corn. She was admitted 
on the fourth day with no delirium, but she was 
feverish and in great pain. At operation, pus was 
found stripping up the periosteum; the bone was 
drilled, but no pus was found in the medulla. There 
was subsequent steady improvement, Primary lesion: 
infected corn. 

CASE 7.—Male, aged 13, had pain in a knee after 

injury. He was admitted on the fourth day not 
olen ill, but with signs localised below the tibial 
tuberosity. Sixth day: at operation the periosteum 
was found stripped over a small area; the bone was 
not drilled. There was subsequently steady i improve- 
ment, but later radiography showed involvement of 
te upper third of the bone. Primary lesion: none 
ound, 


BACTERIOLOGICAL AND SEROLOGICAL FINDINGS | 


The results in these seven surviving patients are 
Each examination of the blood 


‘was taken, and at the end of the table is given 
the titre of the toxin produced by the infecting 
strain. In fig. 1 are shown the antihsmolysin curves 
in the seven cases, and in fig. 2 the antileucocidin 
curves. (Since the highest titres of antihzsmolysin 
and antileucocidin likely to be found in human serum 
are respectively about 30 units and 3K, these levels 
have. been made comparable in the figures.) 

The level of antihzemolysin in normal human serum 
averages.about 0°5 unit and seldom rises above 1 unit. 
Antileucocidin usually lies between 0-01K and 0°08K. 
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SPECIFIC ANTIBODIES IN SERUM IN ACUTE STAPHYLOCOCCAL OSTEOMYELITIS 
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Titre of LH 0:2 0.cm., | LH 0-5 o.cm., | LH more than | LH 0:05 c.cm. | LH 0-5 c. cm., LH 0:2 c.cm., | LH more than 
toxic filtrate 8L 4L lo.cm., 10L less than L 8L 4L lc.cm., 1L 
No examination of blood took place on the 1st, 3rd, 11th, 17th, and 19th days of disease. 
* Quantitative blood-oulture not done. 
(3 denotes titre of antiheemolysin ‘3 denotes titre of agglutinin 
(b 5 »  » antileucocidin (d) i blood-culture with number of colonies per o.cm. 


Homologous agglutinins, with one exception (case 9), 
have not been found in the first sample of serum 
taken. 

In the seven surviving cases the clinical illness 
was severe in cases 1, 3, and 5, moderately severe in 
cases 2 and 6, and relatively mild in cases 4 and 7. 
If the serological findings are now examined in this 
connexion, it will be seen that in the three most 
serious cases the response in antihwmolysin to the 
infection was slight or negligible, whereas that in 
antileucocidin was striking. In the milder cases 
there was sometimes a considerable rise in anti- 
hsmolysin, whereas that of antileucocidin, though 
constantly present, was limited. The moderate 
severity in cases 2 and 6 was probably due to the 
fact that in the former the tension within the bone 
was partially relieved by the escape of pus at the 


epiphysial line, whereas in the latter the infection 
was subperiosteal. Cases 4 and 7 will be considered 
later in relation to the toxigenicity of the infecting 
strains. 

If cases 1, 3, and 5 are now compared with ‘each 
other, there can be no doubt that the condition of 


case & was more critical than that of the two others. 


This cannot be correlated with the degree of bacter- 
æmia, which was obviously heavier in cases 1 and 3, 
but it is in accordance with the original titre of 
antileucocidin in the three cases, and, further, the 
general condition of case 5 improved at once when 
a high titre was established. This patient received 
50 c.cm. of horse antitoxin (titre about 250 units and 
2°5K) on the tenth day intramuscularly, because 
his condition remained critical and the blood-culture 
was again positive. Between the eighth and the 
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Fie, 1—Antihæmolysin curves in seven cases of acute 
staphylococcal osteomyelitis. 


twelfth days the serum antihemolysin rose from 
0°2 to 1 unit, thereafter falling back to 0°4 unit. This 


rise was presumably entirely due to the injected serum. . 


During the same period the antileucocidin rose from 
0°04K to 1K, a rise of which not more than 0°1K 
(at most) could-have been directly due to the injected 
antitoxin. After the twelfth day the curve flattened 
out but ultimately reached the record figure of 4K. 
It seems possible that the rapid rise was due to the 
relief afforded to the antibody-forming mechanism 
by the injected antileucocidin. The clinical improve- 
ment coincident with this rise was striking. 


TOXIGENICITY OF STRAINS 


It will be seen that, with the exception of those from 
cases 4 and 7, in which the general symptoms were 
least severe, the infecting strains produced a potent 
Ieucocidin. On the other hand, the production of 
hemolysin varied considerably and was highest in 
case 4, The lesion in this case was in the neck of 
the femur, usually a dangerous site, and the mildness 
of the infection cannot be related to the original titre 
of the serum (0-4 unit and 0°02K) but only to the 
feebleness of the leucocidin produced by the infecting 
strain. 

When. cultures were obtained from more than one 
source in the same patient—e.g., from blood, pus, and 
primary lesion—toxins were prepared from each 
strain and in all cases were found to be reasonably 
comparable, Thus in case 6 four strains were obtained : 
from the infected corn, blood-culture, femoral pus, 
and the throat, where they were present in large 
numbers. The titres of the toxins produced were 
LH 0-2 c.cm. (four strains), 4L (throat strain), and 
2-4L (three other strains). 


AGGLUTININ FOR YOUNG COCCI 


As has already been stated, only traces of agglutinin 
for young cocci were found in the serum in the early 
stages of osteomyelitis, None the less, in cases 1 and 
3, the only patients to show a considerable bacter- 
æmia, it is noteworthy that the development of 
antileucocidin did not directly affect the bacteremia, 
the cessation of which seemed to be more closely 
related to the appearance of agglutinins. A similar 
tendency may be seen in cases 2 and 7, Case 5 
was interesting in that the slight and transient 
bactersemia bore no relationship to the severity 
of the infection. It was constantly observed that 
the strain of cocci in this case, whether derived 
from blood or pus, had a tendency towards auto- 
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agglutination. It is conceivable that the low degree 
of bacteremia was due to the “rough” character 
of the organism, 


CASE-RECORDS OF FATAL CASES 


CasE 8.—Male, aged 9. First day: acute pain 
in a hip; second day: patient admitted in delirium ; 
third day: thin pus aspirated from rhe meen: ; 
fifth day: death. 

Primary lesion : none found. 

Serum.—Second day: less than 0-4 unit, 0-005K, 
agglutination negative. Blood-culture showed Staphy- 
lococcus aureus. Fourth day: less than 0-4 unit, 
0-0025K, agglutination negative. Blood -culture 
showed 900 colonies per c.cm. 

Toxin.—LH 0-2 c.cm., 4L. 

Post mortem. —Pyæmia and acute osteomyelitis of 
the neck of the femur. 


CasE 9.—Female, aged 12. First day: vomited 
after tea and during the night ; second day: sent to 
the local hospital with a temperature of 102° F. and a 
pulse-rate of 132, and complaining of vomiting and 
of pain in the right upper arm ; third day : pain severe 
in the right shoulder ; fourth "day : epistaxis ; sixth 
day : pain more general and discrete red spots on the 
limbs ; ; Seventh day: pericardial friction: eighth 
day : admitted to the London Hospital in delirium’; 
ninth day : hyperpyrexia and death. 

Primary lesion: an untreated whitlow opposite 
the base of the left thumb-nail, with little surrounding 
reaction and quite unlike the pyzemic spots on the 
skin elsewhere. From its appearance it was not of 
very recent origin, but no definite history was 
obtainable. 

Serum.—LHighth day: 3 units, 0-16K, agglutination : 
S/l+++4+, S/6+. Blood-culture showed about 
1000 colonies of Staph. aureus per c.cm. 

Toxin.—LH 1-0 c.cm., less than L. 

Post mortem.—General ems, osteomyelitis ‘of 
the upper end of the sh of the right humerus, 


-and a whitlow on the left thumb beside the base of 


the nail. 
Microscopical report by Dr. J. R. Gilmour on a 
section across the terminal phalanx of the left thumb 
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Fia, 2—Antileucocidin curves in the same cases. 
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and slightly proximal to the whitlow: ‘‘ Section 
shows two small veins containing purulent thrombus 
and numerous cocci.” 


Case 10.—Male, aged 60. After ten days’ indefinite 
malaise, he felt as if a cold were coming and had 
pains in the joints; second day: worse, two rigors 
with vomiting; third day : becoming semiconscious 
and incontinent; fourth day: admitted, with red 

purpuric spots becoming pustular, and an untreated 
blister on the left heel; sixth day: death. 

Serum.—Fourth day: 0-4 unit, 0-12K, agglutina- 
tion negative. Blood-culture showed about 1000 
colonies of Staph. aureus per c.cm. 

Toxin.—LH 0-2 c.cm., 4L 

Post mortem.—General pyæmia, with acute inflamma- 
tion of the skin of the left heel, there being red 
discoloration of the heel with a ‘cavity, containing 
reddish purulent-looking material between a thick 
layer of hard skin and the indurated area of the 
subcutis. A blister in the skin and a thrombosed 
vessel in the subcutis lay on the posterior aspect of 
the heel just above the cavity. No purulent cellulitis 
or thrombosis was found in the posterior tibial veins. 
Elsewhere there was no osteomyelitis, but pyzmic 
abscesses were found in many organs. Many pyæmic 
abscesses and petechial hemorrhages were present 
in the skin. 

M icroscopical report by Dr. Gilmour on a section 
from the heel: “Section shows in the subcutis a 
small artery with subacute inflammation and necrosis 
of its wall and thrombosis obliterating its lumen, and 
many small veins containing thrombus infiltrated 
with cocci or cocci alone.” 


In such cases as these bacteræmia and pyæmia 
result from the formation of infected thrombus in 
veins. Many bacteria, with or without fragments 
of clot, are thrown into the blood-stream and, if the 
process is sufficiently extensive and prolonged, it 
must end in the death of the patient. The relative 
frequency of cases of general pyæmia due to staphylo- 
coccal infection is probably to be associated with the 
ability of the organism to form coagulase. 

In case 8 no primary lesion was found, and septic 
thrombosis presumably occurred in the veins leading 
from the osteomyelitic focus. By analogy with the 
surviving patients the almost complete absence of 
specific immunity in this patient would make such 
an event probable. 

In case 10 there was an infected blister which 
by itself constituted only a minor lesion, as is shown 
by the fact that it had received no treatment. It 
may be assumed that in consequence of this neglect 
the infected material, being unable to burst through 
the tough skin of the heel, tracked inwards and 
ultimately caused septic thrombosis in the underlying 
vessels leading to general pyemia. It is probable 
that no degree of ‘specific immunity could protect 
against the results of such an accident, and this case 
is quoted here as an example of death occurring 
through the neglect of a minor superficial focus 
of infection. 


In case 9 there was a focus of osteomyelitis in the © 


humerus, the toxicity of the infecting strain was low, 
and on the eighth day the levels of all three antibodies 
in the serum were distinctly high. Comparison with 
the findings in the surviving patients makes it surpris- 
ing that general pyæmia should have supervened if 
this were a case of straightforward osteomyelitis ; 
but the presence of septic ‘thrombosis in the veins of 
the thumb, similar to that present in the heel in 
case 10, is sufficient to account for the development 
of pyxmia, of which the focus in the humerus was 
one of the earliest results. 

In cases 9 and 10 the primary lesions showed 
relatively little surrounding reaction and had not 
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caused enough pain to ensure their treatment. In 
each case the affected site was one where the skin 
tends to be hard in consequence of friction or exposure ; 
hence without assistance the pus could not escape. 
In such conditions, which might well result from the 
neglect of a minor injury, it is more likely that the 
infection would be allowed to spread until veins of 
significant size were affected than in the case of a more 
acute and painful lesion which demands rest and other 
treatment. Even in the latter case, however, it 
seems possible that small venules may become 
infected and may be responsible for the development - 
in susceptible patients of foci elsewhere in the body. 
It is obvious that the degree of septic thrombosis and 
of the resulting blood infection might vary greatly 
both in intensity and duration in different patients, 
and it is possible that the bacteremia commonly 
met with in the acute stage of osteomyelitis may 
sometimes depend for its maintenance more on a 
persisting primary lesion than on the secondary 
focus in the bone. This suggestion is, of course, 
only conjectural, but it may be noted that, among 
the surviving patients, cases 1 and 3 had a relatively 
heavy and persistent bacteremia, and that in each 
of these cases the apparent primary lesion persisted 
for some days after admission to hospital with osteo- 
myelitis, In any case the fatal results of neglect 
in cases 9 and 10 indicate the importance of giving 
immediate and careful attention to any detectable 
primary focus, whether important secondary lesions 
are present or not. 


CONCLUSIONS 


Antileucocidin.—The short series of cases which 
has been described shows that in response to deep- 
seated staphylococcal infection in man the spontaneous 
production of antileucocidin bears a close relationship 
to the severity of the clinical condition. It is intended 
to treat a further series of cases with serum rich in 
this antitoxin as early as possible in the course of 
the disease and to compare the results with those 
obtained in the present series. 

Antihemolysin.—No evidence has come to light 
suggesting that antihemolysin (a) is likely to be 
of much value in treatment during the acute stage 
of the infection. 

Agglutinin.—There is some indication that the 
disappearance of staphylococci from the blood- 
stream in acute osteomyelitis may often coincide 
with the appearance of agglutinins in the serum. 
The low titres obtained during the acute stage and 
the small number of cases (two) with considerable 
bacteremia make any definite conclusion on this 
point impossible. 

The local lesion.—In at least two cases, those with 
pelvic lesions—cases 1l (secondary) and 3—there was 
evidence of continued spread of local infection after 
the establishment of an apparently satisfactory 
level of general immunity. But it is hoped that, by 
improving the general condition of the patient in the 
first week by the use of antitoxin, the resistance of 
the tissues at the site of infection may be increased. 

Fatal pyemia.—Pyemia is the result of septic 
venous thrombosis which may occur either in associa- 
tion with the bony lesion of osteomyelitis or with a 
superficial, apparently minor, focus. It is suggested 
that, when such a minor focus is found preceding 
the onset of osteomyelitis, it may in some cases be 
the main source of bacteremia and of any further 
lesions which may develop in the course of the illness. 


Our thanks are due to Dr. P. N. Panton and Prof. 
S. P. Bedson for their advice ane to the house-surgeons 
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and sisters in charge of the cases for their interest 
and coöperation. Special thanks are due to Dr. 
Gilmour for his help and description of sections. 


REFERENCES 


Lyons, C. (1937) Brit. J. exp. Path. 18, 411. 
Panton, P. N., and Valentine, F. O. O. (1932) Lancet, 1, 506. 
Valentine, F. C. O. (1936) Ibid, 1, 526. 


FIXATION OF THE OSTEO-ARTHRITIC 
HIP BY NAILING 


By B. H. Burns, B.Chir. Camb., F.R.C.S. 


ORTHOPÆDIO SURGEON TO ST. GEORGE’S HOSPITAL, LONDON 


Ir would be generally agreed that patients with severe 
osteo-arthritis of the hip derive very little permanent 
benefit from physiotherapy and are relieved only by 
operative measures. Many different operations are 
used for this condition, notably capsulotomy, recon- 
struction operations, arthroplasty, extra-articular 
and intra-articular arthrodesis, and MacMurray’s 
osteotomy. The fact that all these are operations of 
considerable severity restricts their use to the com- 
paratively young and healthy. Of all the operations 
arthrodesis by bony fusion is the most certain method 
of relieving the pain; but this is a formidable 
procedure, and the operation described below is 
intended to take its place as a method of fixing the 
hip in the aged. The operation is a slight one and 
entails fixation of the hip by a pin only, thus avoiding 
the trauma and shock of the open operation of 
arthrodesis. 

The operation of arthrodesis often failed to effect 
bony fusion owing to the difficulty of obtaining 
complete immobilisation by the plaster-of-paris cast. 
In 1935 Watson Jones (1938) overcame this by insert- 
ing, at the time of the operation, a short nail through the 
anterior part of the neck, backwards and inwards, 
into the acetabulum. This ensured complete immobi- 
lisation of the rawed bony surfaces, and union was 
obtained in a considerably larger proportion of cases, 


In 1935’°it seemed to me that it would be a con- - 


siderable advantage if, in some cases, particularly 
the aged, fixation could be achieved with the pin 
only, without the open operation of arthrodesis. 
Therefore an extra large Smith-Petersen type of nail 
was inserted, under X-ray guidance, through a small 
incision below the great trochanter. This simple 
operation has been done in twelve subsequent cases 
which are briefly analysed here. Although the series 
is small, it seems to indicate that the operation is the 
method of choice in a certain type of case—i.e., those 
in which bony fusion would be indicated if the patient 
were younger or in better health. The operation of 
inserting the pin alone avoids both shock and the 
incarceration of the patient in a plaster cast and is 
consequently safer. 
hip is obtained with relief of pain, and the patient 
can be up and walking within a few days. The 
operation may be used (1) when the patient is over 55, 
(2) when there is gross limitation of movement of the 
hip, and (3) when pain is excessive—i.e., severe 
enough to interfere with sleep. When there is gross 
deformity of the hip this can be first corrected by a 
subtrochanteric osteotomy. This may, in itself, 
relieve symptoms, If not, a pin can be inserted 
subsequently, 
TECHNIQUE 


The technique of the operation is simple, especially 
to those who have experience of the Smith-Petersen 


Complete immobilisation of the - 


pin in fracture of the neck of the femur. It is 
desirable to fix the hip in a neutral position, where 
the thigh is neither adducted nor abducted, with 
some external rotation and with a flexion of 25°, 
to make the sitting position comfortable. As the 
patient lies on the operating table, there is always 
lumbar lordosis sufficient to produce from 25° to 30° 
of fixed flexion. If the hip is flexed more than this, 
the patient walks badly and is liable to suffer from 
low back strain subsequently. Also it seems that the 
patient walks better when the hip is fixed with a 
slight degree of external rotation than when it is 
fixed with no rotation. Gas-and-oxygen anssthesia 
is sufficient. Correct position of the pin is best 
obtained if the patient is on a Hawley table with 
two cassettes arranged so that anteroposterior and 
oblique radiograms can be taken. A 2 in. incision is 
made over the lateral aspect of the upper end of the 
femur with its uppermost limit at the base of the 
great trochanter. Two guide wires are then drilled from 
the base of the great trochanter upwards and medially 
so as to pass through the upper part of the neck of 
the femur into the thickened portion of the ilium 
above the acetabulum. Owing to the great strain 
thrown upon the pin, it is most important that it 
should have a firm purchase in this specially thick 
area of bone. 

Although a fair indication of the position of the 
tip of the pin is obtained from the anteroposterior view 
only (fig. 1), its position can be seen with much more 
accuracy if a special oblique view is taken. In this 
the X rays are directed so that the part of the ilium 
above the acetabulum into which the pin penetrates 
is seen in profile (fig. 2). From an anteroposterior view 
alone it is easy to get an exaggerated impression of 
the width of the buttress of bone passing from the 
acetabulum to the sacro-iliac joint, and if the pin has 
been inserted behind this buttress in error it may 
escape notice, Thus, in an anteroposterior view alone 
it is possible to have an apparently satisfactory 
picture, even though the tip of the nail‘is not firmly 
engaged in the ilium, | 
_ When radioscopy has shown that one guide wire is 
in a satisfactory position, the other is withdrawn and 
the special Smith-Petersen nail hammered into 
position. Owing to the acute angle between ‘the wire 
and the femur, its insertion will be facilitated \if some 
cortex at the site of the insertion of the wire is 
removed by chisel. This will also allow the pin to be 
slightly countersunk so that new bone can fornì over 
it to prevent it slipping out. \ 

Sometimes the pin tends to be extruded, andi this 
has been obviated by the insertion of a small ‘nail 
into the shaft of the femur, at right angles to ‘the 
pin, through a hole in its head, as recommended \by 
B. H. Pidcock. The skin is closed by two or thee 
interrupted silkworm-gut stitches, and a dressing ‘is 
placed over it. There is practically no shock, an 
the patient is up and walking in a few days. 

There is one serious drawback which has been\ 
noted in two of the cases, and that is the liability to 
a subtrochanteric fracture of the shaft of the femur 
through the site of the insertion of the pin. Owing 
to complete fixation at the hip-joint it appears that 
any extra strain on the leg is concentrated in the 
region where the pin is inserted, and that in elderly 
patients with thin and rather densely ossified femurs; 
there is a tendency to fracture in that region. This, 
entails immobilisation in plaster for ten weeks, which: 
is a serious drawback but possibly not so great as at: 
first seems, when it is realised that patients with 
these symptoms were formerly often immobilised in 


\ 


a plaster cast with the object of relieving the paio zam, 
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Occasionally the relief of pain is not immediate and 
only comes gradually, and there has been one case 
in which there was no relief, This was not accounted 
for. In two of the earliest cases pain recurred after 
a few weeks 
owing to 
partial 
extrusion 
of the 
nail, The 
manner in 
which this 
complica- 
tion is now 
avoided 
has been 
mentioned. 


There 
seems to be 
no danger 
of the pin 
causing 
sufficient 
absorption 
of bone in 
the ilium 
for the 
fixation 
to become 
insecure. 
The first 
operation 
was performed three years ago, and the fixation still 
seems as firm as ever and radiograms show no 
evidence of absorption of bone. 


In the early cases of this series a specially long, 
heavy canalised tri-fin pin with a diameter of 20 mm, 
was used. Owing to having split a great trochanter 
in the insertion of one of these large pins, it was 
decided to use a pin of smaller cross-section, and the 
later cases have been done with the type of pin used 
by Watson Jones. This has the diameter of 15 mm. 
and is thus stouter than the ordinary canalised 
Smith-Petersen pin used in fractures of the neck of 
the femur. The latter is 13 mm. in diameter. 

The pins are made by Down Bros., who have done 
a great deal of experimental work on them, They 
have had no instance of a stout pin breaking when used 
for arthrodesis. However, there has been one instance 
of fracture of the pin when a long pin of the calibre 
of an ordinary fracture pin was used, 


Fig. 1—Radiogram of osteo-arthritic hip 
fixed with pin (anteroposterior view). 


CASE-RECORDS 


CASE 1.—A female, aged 55, had pain in a hip for 
six years, with gross limitation of range. 

June 27, 1935: pin was inserted; June 30: 
patient was up and walking without pain; Oct. 15: 
pin, having slipped a little, was driven in by open 
operation about 1 cm. and fixed with a nail through 
a hole in the head of the pin; Oct. 29: patient was 
up and walking without pain; Oct. 19, 1938: 
fixation was complete and the patient had no pain 
and led a normal life. 


CasE 2.—A female, aged 39, with chronic arthritis 
of hip, had pain in the right hip for three years, 
Oct. 15, 1935: pin was inserted; Jan. 2, 1936: 
patient had no pain and fixation was complete; 
January, 1939: patient had no pain and fixation 
was complete. ° 
CasE 3.—A female, aged 69, had pain in the left 
for two years, with gross limitation of range. 
-July 7, 1936: pin was inserted; July 25? the 
upper end of the femur was fractured while the 
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patient was walking, and a plaster spica was applied ; 
May 5, 1937: the fracture had united, the patient 
was walking well, and the pin had slipped out a 
little; May 7: the pin was driven in further and 
fixed by a nail through a hole in the head of the pin ; 
May 17: the patient had no pain on walking; 
May 21: she was discharged with no pain and no 
her symptoms, 


CasE 4.—A male, aged 65, had an intracapsular 
fracture of the neck of a femur in December, 1936, 
and was treated by Smith-Petersen pin operation, 
later followed by osteo-arthritis of the hip. 

July 5, 1938: there was pain in the hip and 
limitation of movement; the Smith-Petersen pin 
was removed, but there was no improvement in pain 
in the hip; and radiography showed much osteo- 
arthritis; Nov. 18: pain continued in the left hip ; 
Nov. 25: pin was inserted; Dec. 21: the patient 
was up and walking; Jan. 6, 1939: there was 
complete fixation, and the patient had no pain and 
was walking well. 


CASE 5.—A female, aged 65, had a painful hip for 
two years, which now kept her awake at night. 
There was flexion-extension movement from 100° 
to 150°, no free movements, 5° fixed adduction, and 
some fixed external rotation. | 

Jan. 7, 1937: pin was inserted; Jan. 21: the 
patient was up and walking, with no pain ; November, 
1938: she wrote that she had no pain and walked 
short distances in comfort. 


Casu 6.—A female, aged 67, had pain in a hip for 
three years, which was severe lately. There was some’ 
low back pain. There was gross limitation of move- 
ment, the hip being almost ankylosed, with about 
10° of abduction and some external rotation. 

June 2, 1937: 
pin was inserted ; 
June 9: the 
patient was up 
and walking 
without pain; 
February, 1939: 
she had had no 
pain since, and 
no low back pain 
now. She led a 
normal life. 
Radiography 
suggested some 
absorption of 
bone, but fixa- 
tion was com- 
plete. 


CASE 7,.—A 
male, aged 55, 
pain for a 
year, with gross 
limitation of 
movement, 

June 9, 1937:. 
in was inserted ; 
une 18: the 

patient was up 
and walking 
without pain; 
June 29: while 
walking he heard 
a loud report in 
the region of his 


Fic. 2—Special oblique view to 
show true width of ilium above 
acetabulum. The patient was 
on a Hawley table with a pelvic 
rest and a post of aluminium 


hip : radiography permeableto Xrays. The central 
showed a sub- ray was directed from below the 
trochanteric sound side towards the posterior 
fracture of the superior spine of the ilium on the 
femur, and a affected side. The direction was 


30° upwards to the horizontal 
and 30° cranially to the trans- 
verse plane. The cassette was 
held over the anterolateral aspect 
of the affected hip at an angle 
of 60° to the horizontal, 


plaster spica 
was applied. 
Sept. 24: the 
plaster was 
taken of and 
the patient got 


— 
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up; Nov. 26: there was pain in the left hip, 
and the Smith-Petersen pin was removed; Jan. 12, 
1938: the hip was still painful, with limited range. 
An open operation and bone-graft arthrodesis were 
performed. In this case the nail completely failed to 
relieve pain. That, this cannot be due to incomplete 
fixation is indicated by the fact that the patient 
Uta a fracture at the point of insertion of 
e pin. 


CASE 8.—A male, aged 58, had pain in a hip for 
three years, which had disturbed his sleep lately. 
He had only a small range of movement. There 
was no deformity. 

July 8, 1937: pin was inserted; July 15: there 
was no pain, and the patient was up and walking ; 
Feb. 9, 1939: there was complete fixation and no 
pain. The patient had walked ten miles during the 
day with no discomfort. He had worked as a navvy, 
for a period, for A.R.P. last September. 


Cash 9.—A female, aged 65, had pain in the left 
hip for a year, with only 5° of free flexion. 

Sept. 22, 1937: pin was inserted; Sept. 27: the 
patient was up and had no pain; Dec. 1: her 
general condition was poor; Dec. 2: the patient, 
while being washed, suddenly collapsed and died. 
Pulmonary embolism was found post mortem. 


CASE 10.—A male, aged 70, had pain in a hip for 
many years, which had become worse lately and 
disturbed his sleep. There was a small range of 
movement with a few degrees of flexion-extension 
and 5° of fixed adduction. 

Dec. 9, 1937: pin was inserted; Dec. 23: the 
patient was up and walking, with some pain; Jan. 27, 
1938 : there was no pain now, fixation was complete, 
and patient walked well; Aug. 4: a day or two 
previously he had a bad fall, hurt his hip, and went 
to another hospital, where the pin was removed, no 
fracture being found; Dec. 1: he came to hospital 
and asked to “have the pin put back in again,” 
which was done; January, 1939: he walks very well 
and dances with agility. 


. CASE 11.—A female, aged 55, had pain in the left 
hip for fourteen years, with only 5° of free move- 


ment. 

June 8, 1938: pin was inserted; June 18: the 
patient was up and walking without pain; January, 
1939: no pain either at rest or while walking. 


CASE 12.—A male, aged 58, had pain in the right 
hip for three years, which disturbed his sleep. 

Jan. 12, 1939: pin was inserted; Jan. 23: the 
patient was up and walking without pain. 


Thus, it is seen that one died from pulmonary 
embolism 3 months after the operation; in one 
there was no relief of pain; in two there was a 
subtrochanteric fracture ; and in two the pin slipped 
and the pain recurred, but in these the symptoms 
were immediately relieved by a small secondary 
operation entailing hammering of the pin with 
secondary fixation. Although the operation is not 
free from complications, yet the plight of patients 
with severe osteo-arthritis of the hip is such as to 
justify a procedure which has given relief in a 
considerable proportion of cases with little risk, 


SUMMARY 


Twelve cases are reported of osteo-arthritis of the 
hip treated by fixation with a Smith-Petersen pin. 
The operation is simple and relatively slight and 
seems to be useful in osteo-arthritis in the aged and 
infirm, 
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THE severe disability of a painful osteo-artbritis of 
the hip which has failed to respond to physiotherapy 
is a frequent indication for operative treatment. 
This usually involves exposure of the hip-joint or 
prolonged plaster immobilisation, or both. Either 
may be precluded by the age or general condition of 
the patient, and in these circumstances fixation of 
the hip-joint by a modified Smith-Petersen nail 
without open exposure has been carried out by 
various workers, notably Watson Jones (1938). 
There is no doubt that the procedure gives relief, but 
only time can show whether the results are as lasting 
as those of open arthrodesis. 

The purpose of this paper is to describe a technique 
for nail fixation without exposure of the joint, 
ensuring the least disturbance of frail patients and 
relatively quick restoration to activity. 


SPECIAL PROBLEMS 


The chief problems that present themselves are: 
(1) inserting accurately a guide over which the 
nail can be threaded; (2) estimating the length of 
nail required ; and (3) embedding the head of the 
nail without risk of splitting the femur. For the 
solution of each of these problems we have devised 
a special instrument. 

(1) Insertion of the guide.—In fixation of the hip 
the guide must be placed much more obliquely than 
for fracture of the femoral neck. It must enter the 
femur lower down the shaft and pass up through the 
mid-plane of the neck so as to leave the head in its 
upper half. Thence it penetrates the acetabulum 
into the thick bar of bone which extends behind the 
pelvic brim as far as the sacro-iliac joint. We have 
found by experiment that this can be achieved by 
introducing a guide 1°25 cm. (0°65 in.) behind the anterior 
surface of the femoral neck with the joint placed in 
the best position for ankylosis—namely, about 30° 
of flexion with little, if any, abduction or rotation. 
Entry of cortical bone at an oblique angle is difficult 
or impossible without the use of some form of director 
to check the tendency of the guide to ride upwards 
over the surface instead of penetrating it. 

It occurred to us that the accurate introduction of 
the guide would be facilitated by adapting an intro- 
ducer previously described by one of us (Bailey 
1937) for nailing the fractured femoral neck. An 


additional reversible “‘ arthrodesis ” block was designed 


to fit the original blade and handle of the instrument 
(fig. 1). The blade (A) rests on the anterior surface 
of the neck of the femur, and the arthrodesis block (B) 
lies flush with the shaft (fig. 2 a ands). The block is 
traversed by five converging guide holes, each 3 cm. 
long, which lie 1-25 cm. ($ in.) behind the blade and 
so automatically direct each guide through the mid- 
plane of theneck. Fig. 3 shows the angles which may be 


obtained and fig. 4 (A and B) a suitably directed guide. | 


(2) Estimation of length of nail—Skiagrams provide 
a magnified image, and the extent of magnification 
cannot be standardised because the distance between 
object and film varies in patients of different build. 
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One of us (H. J. B.) has devised a simple expanding 
scale which can be calibrated from the first film in 
a matter of seconds so that measurements on the 
films are read directly in units equivalent to centi- 
metres in the body; mental arithmetic is wholly 
eliminated. The instrument is shown in fig. 5. The 
scale itself consists of a strip of rubber (A) about 


2-5 cm. (1 in.) broad, graduated in centimetres; it is - 


fixed in a telescopic frame (B) which can be extended 
by the milled screw (c). The method is as follows, 
The guides are graduated so that the actual depth 
to which any is buried is known. Let it be supposed 
that one is intro- 
duced for 12 cm. 
and that an antero- 


posterior film is 
taken to check its 
position. The ex- 


panding scale is 
applied to the film 
along the magnified 
image of the 
embedded part of 
the guide, and is 
extended until the 
12 cm. reading on 
the scale corre- 
sponds with the 
image. The whole 
length of the 
graduated part: of the rubber strip is almost 
uniformly extensible, and distances on the films can 
now be measured in units which correspond with 
centimetres in the body. This statement is strictly 
correct only if the guide has been introduced in a 


with 
block: 


1—Introducer 
“arthrodesis” 
(A) blade, (B) block. 


Fic. 


plane parallel with that of the film; in practice this. 


is approximately the case. 

(3) Embedding the head of the nail.—We consider 
that, for permanent fixation, the head of the nail 
should be embedded in bone. To facilitate this 
one of us (E. T. B.) has designed a canalised trephine 
(fig. 6). The cutting head is hollow and cylindrical, 
2 cm. long and of the same diameter as the head of 
the nail. The shaft is canalised to take a 2:5 mm. 
guide and has been made to fit the chuck of the 
“ Holborn ” electric motor. The trephine is threaded 


Fic. 3 


over the se- 
lected guide 
and removes 
a disk of bone 
leaving an 
aperture 
through which 
the nail is 
driven into 
soft cancellous 
bone without 
risk of split- 
ting the femur. > 
The head of 
the nail is 
buried beneath 
the surface 
leaving the 
aperture to fill 
in subse- 
quently with 
new bone. 


Fie. 2a 


Fic. 2B 
PROCE- 


DURE 

The posi- 
tion for 
fixation 
is secured 
preferably 
before the 
time of 
operation, 
a period 
of weight 
traction 
being used 
if neces- 
sary. A 
spinal 
an #8 - 
thetic (Decicain) is given after premedication with 
Omnopon and scopolamine. If an orthopedic table is 
not used, the buttocks, protected by gamgee, rest on a 
tunnel of Atkinson type, consisting of a shallow wooden 
box with a sliding panel for passing cassettes beneath 


Fic. 2—Tho introducer applied to the 
femur with the blade resting on the 
anterior surface of the neck and the 
block in apposition to the shaft: 
(aA) anteroposterior view, (B) lateral 
view. 


Fic. 4B 


Fie. 3—Anteroposterior radiogram of guides to show the directions obtainable. 


Fic. 4—Suitably directed guide: (a) anteroposterior view, (B) lateral view. 
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the patient without disturbance. The hip is held in 
the position of election throughout the operation. 


-An incision 6 in. long is made in the line of the 
femur beginning just above the lower border of the 
great trochanter. The deep fascia, vastus and 
periosteum are divided in the same line and the 
subtrochanteric region of the femur is cleared on its 
outer aspect with a rugine. The blade of the intro- 

ducer is 

woe rs) passed 
s along the 

anterior 
surface 
of the 
femoral 
neck until 
the block 
comes in- 
to apposi- 
tion with 
the shaft. 
A finger is 
inserted 
by the 
side of the 


2, h E. 
ay 4c 6 BF. we Bt 
D 5. El a. R? ~ 
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Fie. 5—Expanding scale for making cor- 
rected measurements from X-ray films : blad d 
(A) scale proper, made of rubber; (B) h s T d 
telescopic frame; (o) milled screw for F, 1° “thi 
extending the frame. ] ain g fi >i 


on the 
neck one fingers-breadth above the lower margin. The 
introducer is held firmly in this position and a 23 cm, 
(9 in.) guide is passed through the middle hole of the 
block and drilled into the bone by an electric motor 
until the 15 cm. mark is flush with the outer surface 
of the instrument. The guide hole being 3 cm. long, 
there will now be 12 cm, embedded in bone provided 
the block fits the femur accurately. The introducer 
is withdrawn, and, if necessary, the guide is further 
adjusted to the 12 cm. mark. An anteroposterior 
film is taken for direction and the expanding scale is 
then calibrated from this in the manner described. 
Often the first guide is satisfactory, but if the direction 
is wrong the introducer is re-threaded and a second 
guide is inserted through one of the alternative guide 
holes. If a parallel, rather than a converging, guide 
is required, the “fracture” block of the original 
introducer can be used. The first guide is with- 
drawn and another film taken. From the film showing 
the selected guide (fig. 7), estima- . 
tion is made with the scale of the 
length of nail required—usually 
about 14 cm.—due allowance being 
made for counter-sinking the head. 
The canalised trephine is now used 


Fic. 6—Canalised trephine 
threaded over guide-wire. 


Fic. 7—Guide selected at operation. 


to cut through the cortex; a few taps from a gouge 
are required to free the separated disk of bone. The 
appropriate nail is threaded over the guide and 
driven home in the usual manner until the head is 
fully countersunk (fig. 8). The guide is withdrawn. 
Anteroposterior and lateral films may be taken now 
or after the patient has returned to bed. The wound 
is closed, with or without subfascial drainage as 


- preferred, and firm dressings are applied. 


Including radiography, the operation takes about 
45 min. With the use of a portable developing box 
and rapid developer each film is available within 
3 min. After operation suspension of the limb in a 
Thomas splint may assist nursing. We have allowed 
our patients to sit out of bed in three weeks and to 
stand in four. 


COMMENTS 


Broad Smith-Petersen nails of 15 mm, diameter 
are favoured by some as less likely to break, but this 
should be a diminishing danger with improving 
methods of manufacture. We have adhered to the 
standard diameter to minimise the danger of subse- 
quent fracture of the femur at the level of insertion 
before consolidation has occurred. Even so, one of 
our patients who went upstairs without permission 
sustained such a fracture on the 44th day after 
operation. We think that this risk, which pre- 


sumably is confined to the first three or four months. 


after operation, might be overcome by the application 
of a firm, well-moulded walking plaster extending to 
the femoral condyles but leaving the patella free. 

In addition to inserting the nail we have attempted 
to encourage bony ankylosis by drilling across the 
joint at various points. The original “ fracture ” block 
of the introducer is threaded over the selected guide, 
and a second guide can thus be drilled parallel with 
the first and withdrawn. The block is then slightly 
rotated and the drilling repeated. This procedure is 
continued until a ring of drill holes has been made 
round the original guide. 

Often other distances besides the proposed length 
of nail-track require estimation on the films, and the 
expanding scale has a correspondingly wider sphere 
of usefulness. It can be used also in the operation 
for nailing the femoral neck for fracture. 


Fia. 8—14 cm. nail in position, 
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SUMMARY 


A technique is described for arthrodesis of the hip 
by means of a canalised Smith-Petersen nail intro- 
duced without exposing the joint. 

The operation is suitable for patients with unilateral 
osteo-arthritis of the hip who are unfit for more 
extensive procedures. 

Three technical difficulties have been overcome by 
the use of special instruments: (a) Accurate insertion 
of a guide by an adaptation of an introducer originally 
used in nailing the femoral neck for fracture, (6) Esti- 
mation of the length of nail required from skiagrams 
by means of an expanding scale. (c) Embedding the 
head of the nail permanently with the aid of a 
canalised trephine. 


The work was carried out at St. Leonard’s Hospital, 
London County Council, to the medical superintendent 
of which, Dr. A. D. Morris, we are indebted for helpful 
coöperation. We wish to thank also other members 
of the staff, especially Dr. T. P. Crankshaw for 
photography and Mr. T. H. McDowell for technical 
assistance. The special instruments of correct pattern 
are obtainable from the Genito-Urinary Manufacturing 
Co., Devonshire Street, London, W.1, whose assist- 
ance, particularly that of Mr. Schranz, we gladly 
acknowledge. . 
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PRIMARY PERITONITIS IN SCARLET 
FEVER 


TREATED WITH SODIUM SALT OF M. & B. 693 


By H. STANLEY Banks, M.D. Glasg., D.P.H. 


MEDIOAL SUPERINTENDENT OF THE PARK HOSPITAL, 
LONDON COUNTY COUNCIL 


ACUTE hemolytic streptococcal peritonitis in which 
no focus in the abdominal cavity is demonstrable 
is a rare and very fatal condition. The term “primary” 
rules out (1) cases arising from appendicitis, (2) exten- 
sions from a local process—e.g., uterine sepsis, 
abscess, and osteomyelitis of the hip—and (3) infec- 
tions from without, as, for example, in the case 
described by Taylor (1926), in which the infection 
(a green-producing streptococcus) was probably 
secondary to an injection of antitoxin into the 
abdominal wall. 

The disease is essentially the same whether 
associated with scarlet fever or not, being probably 
always preceded by hemolytic streptococcal septi- 
cæmia. In several published cases described as 
complicating scarlet fever the abdominal symptoms 
preceded the rash (Kojis and McCabe 1933, Sabadini 
1935). In these cases the scarlatinal syndrome may 
well have been a mere secondary toxic manifestation 
of the streptococcal septicemia. Both forms are a 
disease of children and young adults. In the form 
not associated with scarlet fever, for example, 
Rabinowitz (1919) describes 8 cases in which the 
patients were aged from ten months to twenty-one 
years. In the form associated with scarlet fever the 
ages in the published cases range from seven months 
to thirty-two years. 

In 2500 cases of scarlet fever at the Willard Parker 
Hospital, from 1893 to 1899, Somerset (1900) did 
not see a case; nor did Weaver (1925) in 2595 cases 
of scarlet fever in Chicago between 1913 and 1922. 
McCollum and Blake (1903), however, saw 2 cases 
in Boston among S000 cases of scarlet fever. Kojis 
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and McCabe (1933) describe 3 cases out of 5500 of 
scarlet fever at the Willard Parker Hospital between 
1928 and 1932; in the same series no less than 42 
cases were shown to have hemolytic streptococcsemia, 
only one of which developed general peritonitis, 
Dunham (1921) reviews 10 published cases and 
reports 1 case. Platou (1924) reports 1 case and 
shows that 4 of the 11 published cases at that time 
occurred in the eruptive period and 7, so far as could 
be ascertained, in the desquamative period. By 1933 
Kojis and McCabe, in an excellent review, were able 
to collect 19 cases, and since then single cases have 
been reported by Sabadini (1935), Vucetié (1935), 
Bartone (1935), Erskine (1936), Frew (1936), and 
Gavrila (1936). 

Of these 25 cases occurring up to 1936 7 recovered, 
the fatality-rate thus being about 70 per cent. 


TREATMENT 


The chief interest of treatment has hitherto been 
focused on the question whether laparotomy should 
be performed. When the symptoms suggest any 
possibility of the condition being due to appendicitis 
or other primary lesion, the desirability of laparotomy, 
even in an extremely ill patient, will hardly be in 
doubt. On the other hand, when there is no indication 
of a primary lesion, the surgeon may be deterred 
from operation by the grave condition of the patient, 
the absence of free fluid in the early stages, and the 
limitations of operation as a means of adequate 
drainage of the peritoneal cavity. Kojis and McCabe 
(1933), however, point out that of the 6 recovered 
patients up to 1933 5 had external drainage of the 
‘abdominal cavity, and they accordingly recommend 


early laparotomy, even although a large number of 


patients that were operated on died. 


Vicetic (1935) describes a case in a girl of eight 
who, on the 21st day of scarlet fever, developed sudden 
acute abdominal symptoms, pain, vomiting, and 
board-like rigidity. | Conservative treatment was 
adopted, and four weeks later pus burst through the 
umbilicus. Complete recovery eventually took place. 
This patient was subsequently observed for many 
years, during which she grew up and became the 
mother of two children. Nevertheless, Vucetié 
Eel i laparotomy and thinks it should be done 
early. 

The whole question of treatment of acute primary 
peritonitis has been revolutionised by the introduction 
of chemotherapy. Both sulphanilamide and 
M. & B. 693 have such a potent action on hemolytic 
streptococci in the blood-stream, in the meninges, 
and, as the following case-record suggests, for 
M. & B. 693 at least, in the peritoneum, that it may be 
considered justifiable and even desirable now to 
refrain from laparotomy in view of the risks in 
desperately ill patients. This consideration applies 
only to those cases in which there is no evidence of 
a primary focus in the abdomen. 


The case recorded below is of interest not only 
from this point of view but also because of the new 
form of the drug employed in the treatment—namely, 
the soluble sodium salt of M. & B. 693, which can be 
given by intramuscular injection. This preparation 
was supplied by the makers in 2 ¢.cm. ampoules 
representing a 25 per cent. solution of the sodium 
salt—i.e., each 2 c.cm. ampoule represented the 
equivalent of 0-5 gramme of the drug. It is a clear 
solution, is very rapidly absorbed, and hence must 
be given in smaller doses than those appropriate for 
the drug given in tablet form by mouth. The makers 
have suggested, on the basis of animal experiments, 
that the solution might be considered to be biologically 
four times as potent as the drug in tablet form— 
that is, each 2 c.cm. ampoule containing 0-5 g. of the 


 M&B 693 


URINE 
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drug was biologically equivalent, when injected 
intramuscularly, to 2 g. Clinical experience in the 
following case, as well as in cases of meningococcal 
meningitis not yet published, suggest so far that the 
solution has a biological potency about twice that 
of the drug in tablet form.* The solution has its 
greatest value in cases such as the following, in which 
continued vomiting renders oral administration 
impossible. It may also be of value for initial 
administration of the drug to obtain a rapid effect. 
Otherwise it has no advantage over the tablet form 
given by mouth. A disadvantage is its irritant effect 
on the skin at the site of injection. Some of the 
injections are followed by small superficial necrotic 
lesions of the dermis. This is understood to be due to 
the high alkalinity of the solution (pH 11°5). For 
this reason continuously repeated injections of the 
sodium salt are undesirable. As soon as possible the 
drug should be given by mouth. The injections 
themselves are apparently painless, 


CASE-RECORD 


™ A male, aged 8, was admitted to the Park Hospital 
on Dec. 1, 1938, on the third day of a sharp attack 
of scarlet fever and with a septic abrasion of his 
right knee. His temperature was 102° F., his pulse-rate 
130, and his respiration-rate 24. He had a well- 
marked panc ate erythematous rash, congested 
fauces with exudate on both tonsils, and bilateral 
cervical adenitis. 

Since he was admitted to a ward in which chemo- 
therapy was being tried out, he had no antitoxin 
treatment but received sulphanilamide in six-hourly 
doses, a total of 8 g. being given during three days 
from admission. This drug was tolerated badly ; 
cyanosis appeared on Dec. 2 accompanied by a 
greyish pallor, and there were mental confusion, 
rambling talk, and disorientation of ideas on the 
3rd. , Administration of the drug was stopped at this 
point. ; 

The temperature did not fall to normal till the 7th, 

and it rose 

again to 101° F. 

19. on the 10th, 

025g. apparently 


039.03759. 0.25g. 


D associated 
& 12 with a left 
Yq 10 secondary cer- 
IL 8 vical adenitis 
ra 6 and cellulitis of 
AS 4 the left infra- 
SS 2 orbital region. 
& 0 The tempera - 


ture was nor- 
mal again on 
the 18th. On 
the 19th albu- 
minuria was 


21st he had 
definite signs of 
acute nephritis, 
with pyrexia 
and vomiting 
and much de- 
creased urinary 
output. 


*The sodium 
solution is now is- 
sued in a strength 
of 33} per cent. in 
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A E Chart ofa case of perito ig 
BO complicating scarlet fe e 3 ccm. ampoules 
cu in a boy aged 8 yea, each containing 1 

Arrowsindicateperitong gramme of the so- 


; F dium salt of the 
fluid aspirated. A = intramusculé, drug. The makers 


injection of 20 per cent, suspensio now suggest that 
of M. & B. 693. B = intramuscula) RR, a 
injection of sodium solution Oi. fable preparation 


M. & B. 693. C = tabletsofM. & B’ is twiceas activeas _ 


when the drug is 
693 by mouth. f given by mouth. 
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On the 22nd he complained of abdominal tenderness, 
most marked on the left side; there was no real 
rigidity. On the 23rd the abdominal tenderness had 
increased in the left upper abdomen, and there was 
tenderness in both loins, especially the left. Rigidity 
was not pronounced. His temperature was 101-2° F. 
and his pulse-rate 120. Examination per rectum 
showed nothing abnormal. He was vomiting every- 
thing on this day. A surgeon was consulted an 
temporising was advised. 

On the 24th he was exceedingly ill when seen by 
the surgeon, Mr. N. Eckhoff, at 11 A.M. There was now 
much abdominal distension, general tenderness most 
pronounced on the left side, and board-like rigidity, 
with signs of fluid in the peritoneal cavity. The tongue 
was dry; the temperature was 101° F. and the 
pulse-rate 140; there was nausea and a tendency 
to vomit bile. Peritoneal exploration with a needle 
yielded a thin turbid fluid containing hemolytic 
streptococcus of Griffith type IV. Blood-culture on 
this day yielded the same streptococcus (type IV). 
In view of his desperate condition and for other 
reasons it was decided not to operate. He was 
treated with intramuscular injections of 1:5 c.cm. 
of the 20 per cent. suspension of M. & B. 693 in oil 
four-hourly from 11 A.M., for he was unable to take 
any drug by mouth. 7 

On the 25th at 10 a.m. the temperature had fallen 
to normal, although it rose in the evening to 99° F. 
The pulse-rate was still 130. He had vomited only 
once in the preceding twenty-four hours and had 
taken 46 oz. of fluids by mouth. The tongue was 
more moist ; he was rather less pinched and anxious 
in appearance ; and stools were frequent and green. 
From 11 A.M. on the 25th intramuscular injections of 
1-5 c.cm. of the 25 per cent. sodium solution of the 
drug were given four-hourly. 

On the 26th the temperature was normal all day, 
with a definite general improvement and a decrease 
of pulse-rate. The abdomen was still tense, tumid, 
and tender, and there was a local tender swellin 
over the left tunica vaginalis. The urine containe 
much blood and albuminuria, and the output was 


low. On the 27th the improvement was maintained, - 


and the injections of sodium solution of M. & B. 693 
were reduced to 1 c.cm. four-hourly, and during the 
next three days to 1 c.cm. six-hourly. 

Dec. 29: improvement maintained; fluid in 
peritoneal cavity increased; bilateral cedema of 
scrotum ; slight cyanosis of finger nails; Dec. 30: 
500 c.cm. of thin purulent fluid was aspirated from 
the peritoneal cavity; no organisms were seen in 
smears, and the cells were largely disintegrated ; 
the fluid grew one colony of hemolytic streptococcus 
from 4c.cm.; Dec. 31: 750 c.cm. of peritoneal fluid 
was aspirated ; this proved to be sterile. M. & B. 693 
was now given in tablet form orally, 6 g. daily (1 g. 
four-hourly). 

Jan. 1, 1939: some pleural effusion was discovered 
at both bases ; 330 c.cm. of greenish peritoneal fluid 
was aspirated; this was sterile; Jan. 2: patient 
vomited twice after tablets; slight cyanosis; drug 
discontinued for twenty-four hours, then tablets 
recommenced 1 g. four-hourly, with substitution of 
1 c.cm. of the sodium solution injected intramuscularly 
on two occasions when he was vomiting. Abdomen 
not now tender; swelling much reduced. 

Jan. 4: abdominal fluid increased again and some 
pyrexia; cedema of scrotum and of feet; urine 
contained much albumin; output 27 oz. in twenty- 
four hours ; some anæmia (hemoglobin 67 per cent.) ; 
the sodium solution of the drug was given, 1 c.cm. 
four-hourly, owing to a tendency to vomit; Jan. 6: 
aspiration was attempted in the left hypochondrium, 
but no fluid was obtained; 250 c.cm. was aspirated 
from the right hypochondrium (sterile); Jan.6: drug dis- 
continued; Jan. 7: improved; radiogram shows pleural 
thickening and fluid in left lower and middle zones. 

Jan. 11: 180 c.cm. of sterile peritoneal fluid 
aspirated; Jan. 17: 75 c.cm. of clear amber fluid 
(sterile) aspirated from left pleural base. Child 
greatly improved but has tachycardia and is very 
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ansemic ; hæmoglobin 48 per cent. . Iron tonic given 
for some days; liver extract now added; Jan. 28: 
child still very pale; hæmoglobin now only 47 per 
cent., red blood corpuscles 2,430,000. Blood-trans- 
fusion 200 c.cm. 

Jan. 31: right pleura and abdominal cavity 
explored; no fluid obtained from either; trace of 
albuminuria; no cedema; general condition much 


improved; hæmoglobin now 54 per cent.; Feb. 2: 
blood-transfusion 300 c.cm. 
Feb. 15: general condition now good; weight 


rising steadily ; abdomen slightly full but otherwise 
normal; no cedema ; very faint trace of albuminuria ; 
hemoglobin now 79 ‘per cent. and red cells 3,900,000 ; 
Feb. 24: steady improvement maintained ; ‘child 
beginning to be out of bed; March 1: urine clear ; 
child getting up; March 22: up and well; red cells 
4,200,000 ; hemoglobin 92 per cent.; faint trace of 
albuminuria still present ; abdomen slightly full but 
otherwise normal on palpation ; body-weight 4st. 8 Ib. 

The chart shows the varying concentration of 
M. & B. 693 in the blood during the period of 
administration. The 20 per cent. suspension in oil 
given intramuscularly during the first twenty-four 
hours produced mere traces in the blood. The sodium 
solution given intramuscularly, on the other hand, 
produced a rapid rise to 4 mg. per 100 c.cm. in 
twenty-four hours and 9°8 mg. in seventy-two hours, 
and there was a rapid fall in blood level when the 
dosage was decreased. When, after this, the tablets 
were given by mouth, the blood level again increased 
rapidly and as rapidly fell away when the drug was 
discontinued for twenty-four hours and subsequently 
when the dosage was reduced. The blood level 
produced by intramuscular injection of the sodium 
salt was about twice as high as would have been 
expected if a similar amount of the drug had been 
given by mouth, 

SUMMARY 

A case is described of hemolytic streptococcal 
septicemia and general peritonitis occurring on the 
twenty-sixth day of scarlet fever and associated 
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with other complications of the disease—namely, infra- 
orbital cellulitis, cervical adenitis, and nephritis, The 
patient had not had the benefit of antitoxin treatment 
in the initial stage of his scarlet fever but had been 
treated by sulphanilamide, which was badly tolerated. 
For the peritonitis, since there was no evidence of 
an abdominal focus, operative treatment was not 
adopted. Chemotherapy, at first with M. & B. 693 
by injection of the 20 per cent. suspension of the 
drug, later by injection of the sodium salt, and 
ultimately by oral administration, apparently brought 
about a rapid sterilisation of the pus in the abdominal 
cavity. There was subsequently a considerable 
accumulation of peritoneal fluid, which was removed 
by repeated aspirations. There was also an associated 
bilateral pleural effusion. The patient suffered in 
convalescence from a profound secondary anæmia, 
which did not improve under iron and liver therapy 
but rapidly improved after two blood-transfusions. 
He made a good recovery. The advantage of injections 
of the sodium salt of M. & B. 693 in the early treatment 
of this type of case is emphasised. 


I have to thank Dr. J. E. McCartney, of the Southern 
Group Bole, for the pathological reports and 
Dr. BE. of Lewisham Hospital Group 
Laboratory, for the biochemical reports. I have also 
to acknowledge the kindness of Messrs. May and 
Baker Ltd. in supplying me with the sodium solution 
and tablets of M. & B. 693. 
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CLINICAL AND 


LABORATORY NOTES 


LYMPHOPATHIA VENEREUM TREATED 
WITH M. & B. 693 


By K. Vicors EARLE, M.D. Lond., B.Chir. Camb, 


MEDICAL OFFICER, UNITED BRITISH OILFIELDS, TRINIDAD, 
BRITISH WEST INDIES 


I am recording the following two cases of lympho- 
pathia venereum (lymphogranuloma inguinale) success- 
fully treated with M. & B. 693 (2-sulphanilyl-amino- 
pyridine) in the hope that others, who have the 
opportunity of seeing and treating large numbers of 
cases of this disease, may be prompted to give this 
drug an extensive trial. Both cases were in West 
Indians, of the negro race, and in both the disease 
was in the bubo or secondary stage without fistula 
formation. 

CASE-RECORDS 

CASE 1.—Male, aged 22, labourer. The patient 
first noticed stiffness and pain in both groins on 
Dec. 28, 1938. He had previously had frequent 
coitus with various partners. Next the inguinal 
lymphatic-glands of both sides began to swell and 
continued to increase in size until the time he 
consulted me on Jan. 6. He was a well-built man, 
but looked definitely ill. Temperature 992° F., 
pulse-rate 84. The skin was dry and dull and the 
tongue furred. Nothing abnormal was noted in the 
gastro-intestinal, pulmonary, cardiovascular or central 
nervous systems. The genitalia were large and well- 


formed, and on retraction of the prepuce two shallow 
ulcers about 3 mm. in diameter were seen on the left 
side of its inner surface. In each groin was a bubo 
consisting of enlarged inguinal lymphatic glands of the 
upper internal group; these were painful on palpation, 
especially on the left side. The Frei test was positive ; 
the Reenstierna test and Wassermann reaction were 
negative. Scrapings from the preputial sores showed 
no Treponema pallidum, While awaiting the results 
of these tests, potassium iodide, gr. 10, thrice daily, 
was given as a placebo. 

Treatment and progress.—On Jan. 16 the patient 
complained of severe pain in each bubo., Both 
buboes had now enlarged to about 3 cm. in diameter. 
That on the right was soft, fluctuant and adherent 
to the overlying skin, which was sodden and dis- 
coloured from applications of rachat (split leaves of 
a prickly pear, used in Trinidad as a poultice). The 
bubo on the left was aspirated, 4 c.cm. of pus being 
withdrawn. This showed no organisms in a film or 
on subsequent culture. The patient was given 
six 0°5 g. tablets of M. & B. 693 daily. Further 
poulticing of the buboes was forbidden. On the 
18th the buboes were smaller and less painful and the 
patient said he felt better. On the 24th the patient 
complained of epigastric pain and discomfort. Both 
buboes were much smaller, non-fluctuant and painless 
on palpation. He had now had M. & B. 693 for 
eight days, and the dosage was reduced to four 
tablets daily. On the 30th the patient reported 
fit for work, appearing and feeling well. Both buboes 
were reduced to about 1 cm. in diameter, were pain- 
less and non-adherent to skin and deep structures, 
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The M. & B. 693 was omitted. On Feb. 7 there 
was no sign of the former condition. 

CASE 2.—Male, aged 23, labourer. Frequent coitus 
had been indulged in up to Jan. 26, 1939, when he 
noticed a painful swelling in each groin and felt ill. 
The patient was a well-built muscular subject but when 
examined on Jan. 31 he looked unwell. Temperature 
100° F.,.pulse-rate 92. The skin was dry and the 
tongue furred. Nothing abnormal was found in the 
gastro-intestinal, pulmonary, cardiovascular or central 
nervous systems. On the dorsum penis at the inner 
surface of the prepuce, close to the corona, were two 
small sores 2 mm. in diameter. In the right groin 
was a bubo measuring 9°4 cm. in its long axis, which 

-was parallel to the inguinal ligament; in the left 
groin was a similar bubo, the long axis of which 
measured 6°4 cm. Both buboes were hard, non- 
fluctuant, painful on palpation, and unattached to the 
skin. The Frei test was positive; the Reenstiema 
test and Wassermann reaction were negative. Serum 
obtained from the sores contained no Tr. pallidum. 

Progress and treatment.—The patient was given 
M. & B. 693 six tablets daily. On Feb. 3 he felt and 
looked much better but complained of epigastric pain 
and discomfort since taking M. & B. 693. The bubo 
on the right now measured 4°6 cm. in its long axis; 
that on the left 3'8 cm. Pain was entirely absent. 
On the 7th the buboes were each the size of a filbert. 
He had then taken six tablets of M. & B. 693 for 
six days. Four tablets were given daily for a further 
three days. On the 11th the buboes had disappeared 
and the man returned to work. `. 

DISCUSSION 


The most popular forms of present-day treatment 
of lymphopathia venereum all have very definite 
disadvantages when applied to uneducated com- 
munities with limited hospital accommodation. 
Protein-shock therapy requires hospitalisation for its 
adininistration, and injections of salts of antimony 
or gold or the specific vaccine are often painful and 
are heartily disliked by patients, who, moreover, 
may be unable to attend regularly because of distance 
from the clinic, tropical rains and the like. If, then, 
a satisfactory method of oral treatment can be devised 
the practitioner in the tropics has a valuable weapon 
in his hands. 

The two cases described here were admittedly seen 
at the optimum therapeutic stage, for in neither had 
fistula-formation or late complications set in. I 
regard the epigastric discomfort and pain as a mild 
toxic effect of M. & B. 693, since I have seen it pro- 
duced by the drug in other conditions (gonorrhea, 
staphylococcal infections and pneumonia). It passes 
off when the drug is withdrawn or even perhaps when 
the dosage is reduced. : 

SUMMARY 

Two cases of lymphopathia venereum (lympho- 
granuloma inguinale) were successfully treated with 
M. & B. 693. This treatment has the advantage of 
requiring no hospitalisation and no painful injections, 


INTESTINAL ATRESIA WITH TORSION OF 
MECKEL’S DIVERTICULUM 
By FRANK Forty, M.B. Lond., F.R.C.S. 


SURGEON TO REDHILL COUNTY HOSPITAL, EDGWARE 


INTESTINAL obstruction occurring in the newborn 
from congenital stenosis and atresia of the intestine 
has given rise to various conjectures as to the precise 
origin, of these anomalies, From the stiological 
standpoint. two main varieties need to be distin- 
guished. ..In the first the continuity of the lumen is 
interrupted at one or more points by septa ‘covered 
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on both sides by mucous membrane—the so-called 
septate ileum. In the second the bowel comes to an 
abrupt end and begins again at a lower level, the two 
portions being joined by an impervious fibrous cord 
of varying length, as in the case reported here. 

The illuminating observation made by Bland. 
Sutton in 1891 
that obstruc- 
tions of this 
type are 
limited to 
regions of the — 
intestine 
which are the 
site of “ em- 
bryological 
events ” — i.e., 
the places of 
origin of the 
liver bud and 
of the vitello- 
intestinal duct 
respectively— 
clearly points 
to a disturb- 
ance of the 
normal process 
of involution 
as being the 
true explana- 
tion of their 
occurrence. 
Other sug- 
gested causes 
of ileal atresia, 
such as ante- 
natal strangu- 
lation by the 
umbilical ring 
and volvulus 
of the ileum, 
could not 
operate in the 
case of the 
duodenum where similar interruption of the lumen 
by a fibrous cord is seen. 

In the case here described the persistence of 
Meckel’s diverticulum, together with atresia of the 
ileum in the same child, acquires a special significance 
as corroborative evidence that the normal embryo- 
logical processes associated with the closing of the 
vitello-intestinal duct were at fault and were respon- 
sible for the obliteration of the intestinal lumen at 
this point. A similar case was reported by Carwardine 
in 1897, but the association seems to be very rare. 


Post-mortem specimen, showing diverti- 
culum restored to its original position. 
A= Lower end of ileum, showing some 
dilatation. B= Meckel’s diverticulum. 
Torsion had taken place at its attach- 
ment to the ileum. C=Thin fibrous 
cord representing the ileum between 
the origin of Meckel’s diverticulum 
and the cecum, D=Cæcum, appen- 
dix and colon, normally formed but 
small and atrophic. 


CASE-RECORD 


A male child, weighing 6 lb., was born at Redhill 
County Hospital, Edgware, on Sept. 5, 1938, after a 
normal delivery. No external abnormalities were 
present, and meconium was passed normally. 
Vomiting started soon after birth and became 
persistent. The vomited fluid was at first green and 
later yellow. Gastric and rectal lavage were given 
without any improvement. On the 8th radiography 
of the stomach after a barium feed showed the 
position and outline of the stomach to be normal 
but no barium was seen to pass into the intestine. 
I saw the child on the same day and found him 
somewhat dehydrated. The abdomen was very 
distended and tympanitic. No mass was felt. The 
rectum admitted a finger without difficulty and 
nothing abnormal could be felt there. 


On the evening of the 8th I performed a laparotomy | 


under ether anssthesia. The abdomen was opened 
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by a right paramedian incision and was found to be 
nearly filled by a dark plum-coloured loop of bowel. 
This proved to be tightly twisted on itself several times. 
After undoing the volvulus the affected bowel was 
recognised as a Meckel’s diverticulum with a blind 
and free distal end. The small intestine proximal 
to the point of origin of the diverticulum was much 
distended while beyond this it was represented by 
only a thin fibrous cord. The diverticulum was 
excised and the divided end of the small intestine 
was implanted into the abdominal wall as an 
enterostomy. The child stood the immediate effects 
of the operation well but died about 24 hours later. 

On post-mortem examination the body was that of 
a@ normally formed infant except for the terminal 
portion of the ileum, which was represented by a 
thin fibrous cord joining the site of origin of the 
large Meckel’s diverticulum to the cæcum (see figure). 
The appendix and large intestine were normally 
formed but small and contracted. 


The results of the treatment of intestinal atresias 
have hitherto been extremely discouraging. Accord- 
ing to Morley’s (1921) survey of the literature there 
‘were no recorded cases of an infant surviving opera- 
tion for this condition for more than a few days. 
Nevertheless, two considerations seem to justify an 
exploratory laparotomy in all cases of intestinal 
obstruction in the newborn where the general con- 
dition of the infant permits it. First, the inevitably 
fatal outcome of intestinal atresia in the absence of 
surgical intervention, and secondly, the impossibility 
of making an exact preoperative diagnosis of the 
precise cause of the obstruction, with the consequent 
possibility of finding a condition more easily amenable 
to surgical treatment. 


I am indebted to Dr. J. N. Deacon, medical 
superintendent of Redhill County Hospital, for 
ermission to publish this case, and to Dr. Hamilton 
Patterson for his careful post-mortem examination. 
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“ HYPO-HC1” TREATMENT OF SCABIES 


By W. S. Parker, M.B. Manc. 
BURGEON LIEUTENANT, ROYAL NAVY 


THE usual treatment of scabies by means of sulphur 
ointment and baths has other disadvantages besides 
that of inconvenience, especially when a number of 
cases have to be treated simultaneously. In March 
of last year 8 cases of scabies were detected in a naval 
mess where spread of infection was inevitable under 
the conditions of close contact found in a small 
warship. The patients were isolated and their kit 
fumigated and it was decided to try the “ Hypo-HCl ” 
method of treatment. According to Fitch (1938) this 
method .was employed in at least one British field 
ambulance during the late war, but it was later 
rediscovered in Germany and is being used satis- 
factorily by Huber (1938) in Budapest. 

It consists of painting the whole of the patient’s 
skin with a 25 per cent. aqueous solution of sodium 
thiosulphate (the photographer’s ‘‘ hypo ’’), allowing 
this to dry and then painting with 5 per cent. hydro- 
chloric acid. This is repeated, so that a single treat- 
ment consists of two alternate applications of hypo 
and acid. The result is a very fine deposit of sulphur 
on the skin without a tedious and somewhat unpleasant 
inunction. A full course consists of two treatments 
on each of three successive days. All the cases 
cleared up on one course without incident. One 
further case occurred some months later and responded 
to the same treatment. 

This method does not seem to be so widely known 
as it deserves. It is entirely free from discomfort or 
risk; it can be carried out anywhere and requires 
no special skill; its cost is low; and finally it is 
particularly convenient in cases where bath facilities 
are conspicuous by their absence, 
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MEDICAL SOCIETIES 


OPHTHALMOLOGICAL CONGRESSES IN 
| LONDON 


OPHTHALMOLOGISTS assembled in London for 3 
congresses last week, all held at the house of the 
Royal Society of Medicine at 1, Wimpole Street, W.1. 
The annual congress of the 


Ophthalmological Society of the United Kingdom 


took place on April 20, 21 and 22, The president, 
Mr. T. Harrison BUTLER (Birmingham), gave an 
address on the anterior capsule. He showed that 
clearly defined zones can be recognised and that the 
zonular lamella, which is probably of different origin 
from that of the hyaline capsule, has characteristic 
lesions of its own. The epithelial cells were probably 
the oldest part of the lens and have a purely nutritional 
function. The address was profusely illustrated with 
drawings from clinical cases. 


SOME COMMUNICATIONS 


Dr. W. J. B. RIDDELL (Glasgow), speaking on 
multiple factors in hereditary eye diseases, pointed out 
that the association otherwise than accidental of 
two inherited conditions gave identifiable syndromes 
and opened the theoretical possibility of constructing 


human chromosome maps. He discussed in detail 
the association of colour-blindness and hemophilia 
and described a pedigree containing colour-blindness, 
blue sclerotics, deafness and fragilitas ossium. 

In a paper by Dr. M. KLEIN (Budapest), read in 
his absence by Mr. F. RIDLEY (London), a survey of 
different methods of wound closure after cataract 
extraction was given on the basis of 600 cases. 
Conjunctival flaps, Kuhnt’s conjunctival apron and 
the Liegard corneal suture were employed. 

Mr. F. A. JULER (London), in a paper on hypotony 
after sclero-corneal trephining, suggested a readjustment 
of the conjunctiva for the hole or a fresh flap rotated 
from the temporal side as suitable measures for this 
unpleasant complication which showed itself by 
choroidal detachment, pupillary exudate and lens 
opacity. J 

Prof. H. LAUBER (Warsaw), discussing pallor of the 
disk, observed that three different factors may be 
involved: anemia, lipæmia and ischemia, the latter 
being the most important and the most often met. 
The disappearance of nerve-fibres and their substitu- 
tion by glial tissue, as also the disappearance. of 
capularies, were not insignificant. In tabes pallor 
was largely due to ischemia and the normal pink 
colour of the disk might be restored when the 
disproportion between the normal intra-ocular tension 
and the diminished arterial pressure in the vessels is 
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overcome. It was, therefore, important to recognise 
that pallor of the disk is not synonymous with atrophy 
of nerve-fibres, 

Prof. Lauber also contributed a paper on combined 
operations for glaucoma, saying that in refractory 
cases cyclodialysis combined with iridectomy had 
definite advantages, the cyclodialysis being done 
from the iridectomy incision or independently. 
Posterior sclerotomy was also a useful procedure in 
some cases prior to iridectomy. 

Dr. HARALD GJESSING (Oslo) in a paper on Holth’s 
tridencleisis antiglaucomatosa gave an analysis of the 
results of 198 operations followed up from 6 to 280 
‘months. In 72 per cent. the intra-ocular tension was 
normalised without pilocarpine and in a further 
18 per cent. with pilocarpine. Central vision had not 
declined in 80 per cent. of the cases and the field had 
not been reduced in 86 per cent. He held that if after 
36 months no deterioration had occurred a permanent 
cure could be assumed. Technically it was essential 
to combine the operation with meridional iridotomy. 

In a paper on bipolar electrolysis in the treatment of 
detachment of the retina, Dr. W. J. W. FERGUSON 
(Sheffield) described the method elaborated by 
von Szily. Ease of access, absence of adhesions, 
accurate estimation of dosage, relative absence of 
postoperative reaction and pain and mildness of 
scarring were some of the features which recommended 
this procedure. 

The treatment of increased ocular tension with 
diathermy in glaucoma was the subject of a paper 
by Mr. J. P. F. Lloyd (Cheltenham), who pointed out 
that this treatment was not new, but was none the 
less most effective. In cases of acute and subacute 
glaucoma it was often successful as the sole measure 
and at least made it possible to defer operation till 
a more quiescent stage had been reached. 

Dr. T. J. PHILLIPS (London) stressed the value of 
short-wave diathermy in ophthalmology and indicated 
a series of conditions in which it could be used. 

Mr. J. MInTon (London), in a paper on the one-eyed 
worker in industry, pointed out that those who had 
had amblyopic eyes from childhood were sometimes 
but little handicapped and those who lost an eye in 
adult life often adjusted themselves and obtained 
reasonable perception of depth. The standards 
adopted by many factories required too high a 
binocular visual acuity and standards on the vocational 
need of good vision were desirable, 

Mr. G. T. W. CASHELL (Reading) and Dr. S. K. Kon, 
in a paper describing studies in lactose and galactose 
cataracts in rats, drew attention to the work of Mitchell, 
who had obtained nutritional cataract in the rat by 
high concentrations of lactose and galactose in the 
diet, In extending these experiments they found that 
when the lactose and galactose were administered in 
different vehicles the results were rather different. 
Diets containing less protein were more toxic, Fresh 
liquid skim milk was more toxic than the dried 
product, and a greater liquid intake with a dried 
milk powder was also more toxic. Regression of the 
cataract occurred with the discontinuation of the 
toxic agent and high proportions of protein tended 
to act as a protective. 

Mr. E. Woirr (London) discussed some aspects of 
the blood-supply of the optic nerve and retina, He 
showed that the papillo-macular bundle is relatively 
poorly supplied with blood. The arteria centralis 
itself until its bifurcation had probably nothing to 
do with the nutrition of the nerve. 

Mr. LinpsaAy Rea (London), speaking on the 
further uses of the curved retrobulbar needle, described 
the technique of injecting analgesic agents into 
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Tenon’s capsule, and thus obtaining a direct effect 
on ciliary nerves. The anesthesia was complete 
and therefore general anesthesia could be avoided 
more often than when other methods were used. 

Mr. J. ADAMSON and Mr. E. F. Fincuam (London), 
in describing the effect of lenses and convergence wpon 
the state of accommodation of the eye, showed that by 
the use of transparent plane mirror and the “ coinci- 
dence optometer” it could be determined that 
accommodation remained unaltered within certain 
limits, with the maintenance of the best vision, whilst 
the vergence of the light entering the eye was modified 
by positive and negative lenses, Changes in converg- 
ence also influenced the state of accommodation ; 
the accommodation in binocular vision differed from 
the monocular state by amounts dependent on the 
presence and magnitude of horizontal muscle 
imbalance. 

Mr. W. O. Gisson TAYLOR (Glasgow), speaking 
on the effect of enucleation of one eye on the growth of 
the face, gave an analysis of 50 cases investigated at 
intervals of from two to ten years following removal 
of an eye in childhood. External measurements, 
confirmed by X-ray examination, showed that 
enucleation before the age of 7 years resulted in an 
aberration of development in both size and shape of 
the orbit. This abnormal development affected in 
some part the surrounding air sinuses, 

Mr. L. P. Jameson Evans (Birmingham), in a 
paper on tobacco amblyopia, reviewed the clinical 
aspects and pathology of the affection and discussed 
the significance of the water content of the different 
types of tobacco in relation to their toxicity, and the 
rôle of the liver in the elimination of the toxic agent. 
Stressing the importance of vasoconstriction in this 
affection he brought forward evidence of the value 
of the use of antispasmodics, | 

The Bowman lecture was delivered by Prof. H. 
Weve (Utrecht) on 


DIATHERMY IN OPHTHALMIC PRACTICE 


After indicating the historical and physical basis of 
the use of diathermy he stressed its value in facilitating 
accurate dosage and strict localisation of effects. It 
had the further advantages of leaving soft and 
flexible scars, stopping hæmorrhage, having . an 
antiseptic action, and, above all, enabling an approach 
to the interior of the eye to be made without opening 
the globe. He illustrated clinical applications of 


diathermy in ophthalmology by case reports with - 


drawings showing the effect of diathermy in a wide 
range of affections including epibulbar sarcomata 
and carcinomata, contracted sockets, conjunctivitis, 
glaucoma and intra-ocular tumours, including hæman- 
giomata. Another field where it found application was 
the letting-out of fluid in cases of vitreous opacities 
in chronic inflammation and intra-ocular hemorrhages; 
in intra-ocular tuberculosis too it had found its uses. 
The greatest success was, however, the treatment of 
detachment of the retina; in 1938 he obtained 
81 per cent. of successful results in 141 cases. The 
technique employed at Utrecht was illustrated by a 
colour film. 

The main discussion of the congress was devoted 
to the | 

PROBLEMS OF REFRACTION 

Mr. C. B. GOULDEN (London) opened with a restate- 
ment of general principles, emphasising that the 
taking of visual acuity involves the determination 
of the light sense, the form sense for grating, contour 
and letters, and the colour sense. In the discussion 
on the criteria necessary for distant types and near 
types he recalled the principles underlying Snellen’s 
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test types, which were a direct development of Hooke’s 
observations in 1645 of the minimum angle of 
visual acuity, In speaking of retinoscopy he pointed 
out the advantages of the diaphragm lamp of 
Gullstrand on the slit-lamp plan and of a plane 
transparent mirror. Other aspects discussed were 
the use of test lenses, trial frames, the measurement 
of the near point and of muscle balance. 

Mr. A. H. Levy (London) followed with an 
exposition of methods of estimation—refinements 
additional to the minimum laid down by Mr. Goulden. 
He spoke of the principles underlying the use of the 
keratometer for the measurement of the refractive 
power of the anterior surface of the cornea, of 
retractionometers for the estimation of the total 
refraction of the eye, of the duochrome test and 
astigmatic fans. The clinical aspects were discussed 
by Mr. R. AFFLECK GREEVES (London), who indicated 
various pitfalls, stressing in particular the difficulties 
in the correction of presbyopia. The general discussion 
was opened by the PRESIDENT who laid stress on the 
problem of spasm of accommodation. Mr. W. H 
MoMULLEN (London) emphasised the importance of 
precise fitting of lenses. Dr. R. ONFRAY (Paris), speak- 
ing for Prof. Terrien and himself, strongly commended 
the use of the diploscope as a routine procedure, 
whilst Dr. Victor Purvis (London) and Mr. J. P. F. 
LLoyD (Cheltenham) spoke of the value of crossed 
cylinders. Wing-Commander P. C. LIVINGSTON 
(London) drew attention to the importance of leaving 
alone high errors of muscle balance when the patients 
did not experience any discomfort and discussed the 
difficulties and advantages of correcting troublesome 
lower errors. He showed a test type adapted for 
determining visual acuity in children. Dr. BasiL 
GRAVES (London) deprecated excessive activity 
in correcting errors of refraction, particularly of the 
low variety. Mr. THomson HENDERSON (Nottingham), 
in supporting this view, emphasised the constitutional 
factor in discomfort which is generally ascribed to 
refractive errors. 

During the congress Dr. A. J. BEDELL (Albany, 
N.Y.) demonstrated colour photographs of fundus 
lesions, dealing in particular with the fundus in 
diabetes, and Mr. H. B. STALLARD (London) showed 
a cinematograph film of ophthalmic operations, 


International Association for Prevention of 
l Blindness 


This association met on April 19, the session being 
devoted to a discussion on 


OPHTHALMIA NEONATORUM 


With the president, Dr. P. BarLLrarRT (Paris), in the 
chair, Dr. A. H. H. SıncLarr (Edinburgh) spoke of 
the disease in Great Britain. The incidence per 
thousand live births in Scotland ranged between 
15-5 per cent. and 19-2 per cent. in the years 1933 to 
1937, while in England and Wales the incidence was 
between 7:0 per cent. and 8-3 per cent. He described 
the administrative measures for its prevention in 
different parts of Scotland and held that 1 per cent. 
silver nitrate was still the most effective prophylactic, 
though much might be hoped in the future from 
sulphanilamide and its derivatives, Prof. A. von SziLy 
(Munster) discussed the position in Germany, 
emphasising the great changes that had taken place 
since Credé first introduced his prophylactic method. 
The Credé method was, however, not an absolute 
guarantee of safety, which could only be obtained by 
eliminating the source of infection. The treatment 
of maternal gonorrhea was, therefore, the first line 
of defence, the second line being insistence that 
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midwives carried out the Credé method scrupulously. 
Compulsory notification of gonococcal ophthalmia 
was essential to ensure early treatment. Dr. R. P. 
WILson (Cairo) discussed the puzzling rarity of 
ophthalmia neonatorum in Egypt, where gonorrhea 
was not uncommon. Dr. C. BERENS (New York) 
reported on the decline of the affection in the United 
States since the introduction of the Credé method 
and gave an account of the present administrative 
procedures. He stressed the need for a prophylactic 
agent other than silver nitrate. Prof. F. TERRIEN 
(Paris) spoke of cleanliness as the first line of defence 
and reported that in France few obstetricians used 
2 per cent. silver nitrate, the concentration commonly 
used being 1 per cent. or 0-75 per cent. The omission 
of any prophylactic method he regarded as a breach 
of duty as serious as abstention from aseptic measure 
before operation. Mr. J. D. M. CARDELL (London) 
emphasised the importance of a freshly made solution 
of silver nitrate, as evaporation and decomposition 
by light were dangerous factors. Silver acetate 
(1 per cent.) had the advantage that it could not 
become more concentrated owing to the insolubility 
of the salt; should it decompose the acetic acid set 
free was less irritating than nitric acid. Prof. L. 
MAGGIORE (Genoa), in relating Italian experiences, 
reported the use of Protargol and Argyrol as a 
substitute for silver nitrate; it was important to 
have standard solutions. Where prophylactic remedies 
are given out to midwives the agent should be 
prepared and distributed under state control. Prof. 
A. VASQUEZ-BARRIBRE (Montevideo). in giving the 
experiences of Argentine, reported that in South 
American republics ophthalmia neonatorum consti- 
tutes between 25 per cent. and 48 per cent. of all 
causes of blindness. Active administrative measures 
were now being legally enforced to overcome this 
great toll on sight. , 

A film on industrial eye accidents was demonstrated 
by Mr. J. MINTON (London). 


International Organisation against Trachoma 


This congress met in the evening of April 21. In 
his presidential address, Mr. A. F. MACCALLAN 
(London) dealt, among other matters, with the 
current views on the virus origin of trachoma. He 
doubted the rôle of the louse as a carrier and was 
sceptical of the value of sulphanilamide in the treat- 
ment of the affection. He emphasised the persistence 
of foci of infection in the tarsus in apparently healed 
cases, A symposium on the incidence and clinical 
type of trachoma met with in Europe and North 
and South America—that is, in countries which are 
commonly considered to be non-trachomatous—was 
opened by Dr. F. J. LAVERY (Dublin), who reported 


-that in Ireland though the disease was not widespread 


it was endemic and still constituted a major problem. 
In six orphanages that he had visited 66 out of 319 
children were affected, 4] coming from one institution. 
In 913 school-children he had found 5 affected. He 
estimated trachoma as being responsible for about 
12 per cent. of the total blindness in Ireland. Dr. 
HARRY GRADLE (Chicago) estimated the number of 
affected persons in the United States at 33,000. 
Trachoma was mainly seen in the indigenous Indian 
population, amongst illegal emigrants coming from 
Asia and Mexico, and previously also in Russian- 
Polish immigrants. It was endemic along the river 
banks, but sporadic cases were seen throughout the 
country. Prof. W. ROHRSCHNEIDER (Königsberg) 
reported that in Germany trachoma was chiefly 
confined to the eastern frontier, but sporadic cases, 
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mainly in the non-native population, were seen 
elsewhere, In his experience there was no evidence 
for the view that the louse was the carrier of the virus ; 
trachoma and the louse were the common factors of 
a low standard of hygiene. Mr. ARNOLD SoORSBY 
(London), reporting on the direct information available 
from Glasgow and the indirect information from 
London, as also on the evidence from blind certifica- 
tion, showed that trachoma was a progressively 
diminishing problem in Great Britain. Contrasting 
the administrative measures taken in Glasgow and 
in London, he recalled successess obtained by other 
measures elsewhere and emphasised the ease with 
which trachoma is overcome by systematic effort 
of almost any kind. He could not support the current 
view that.trachoma in this country always runs a 
mild course. 

A discussion on the treatment of trachoma by 
sulphanilamide and its congeners, opened by Dr. 
HARRY GRADLE, who spoke highly of this mode of 
treatment, concluded the meeting. 


MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY 


AT a meeting of this society held in London on 
April 13, with Dr. H. C. Squires in the chair, a 
paper on | 

Escape Into Activities 

was read by Dr. A. SANDISON, In animals, he said, 
activity is primarily concerned with the necessities of 
self and race preservation, supplemented by the 
exercise necessary for health, and beyond these needs 
the animal does not indulge in excess of activity. 
In man the natural causes of activity are funda- 
mentally the same but extend into wider spheres of 
self-fulfilment and mental creation. In so far as 
man’s activity can be related to such objects it is 
normal; 
is, however, difficult to define a normal range for 
man’s activities since individuals vary widely in their 
capacity and circumstances. A quantitative standard 
is perhaps a better guide than a qualitative one. 
When activity becomes activities, when ‘ Doing is 
activity ; he will still be doing,” common sense begins 
to criticise and inquire. The proper spacing of rest 
periods is a function of life and when activities are 
pursued in a way that hinders adequate rest and 
repose we can suspect abnormal circumstances. 

The causes of activity are stimuli; successful living 
consists in sorting out the stimuli and 
dealing with them according to their im- 
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however, that activity is itself a biological method of 
escape. Flight and combat both involve strenuous 
exertion, and the sudden transition from paralysing 
fear to violent anger is an attempt to escape by an 
increase in activity. May it not be that this asso- 
ciation in animals between escape and: increased 
activities has extended itself in man to the mental 
sphere? When the stresses from which escape is 
sought increase in number or intensity we may react 
by multiplication of activity into activities, The 
process may be conscious and deliberate, but the 
seeking refuge in an accumulation of miscellaneous 
activities is probably more often subconscious, and 
not readily or willingly understood. 

In judging the therapeutic value of such activities 
Dr. Sandison ‘suggested restlessness as a ‘criterion, 
defining it as ill-directed uncodrdinated activity ; 
a confusion resulting from inability to deal effi- 
ciently with stimuli. When, by increasing activities, 
the excess of stimuli is absorbed and correlated, the 
restlessness may diminish or disappear and the 
escape into activities has been a therapeutic success, 


. But when, despite increase of activities, restlessness 


increases and becomes restiveness, the cure is not 
working and the therapy needed may be a giving of 
insight into the escape motive. 

Dr. Sandison concluded, therefore, that escape by 
activity is a normal physical and psychological 
phenomenon and that its quantitative increase into 
activities may be a reasonable form of self-therapy. 
Its therapeutic value and normality can be judged by 
the extent to which it controls the restlessness it 
seeks to remedy. 


NEW INVENTIONS 


DIRECTOR FOR THE INSERTION OF 
SMITH-PETERSEN NAILS 


IN inserting Smith-Petersen’s nails I have some- 
times found that the guide-wire is bent by the cortex 
of the femur, In the original description of his 
guide-wire Watson Jones advocated the use of a 
Morse drill for perforating the cortex, but his advice 


portance. When this selection of stimuli Se ES 


becomes uncoordinated we lose balance, 

and our engine is apt to race or stall. 

` Excess of activities may often be a reasonable response 
to temporary emergencies, and in war, for example, 
there may be no limit but capacity as the correct 
response. The semi-educated, fussy, person lacks 
proper training in response to stimuli, but his futile 
activities do not necessarily need deep psychological 
explanation. It is when the ordinarily well-controlled 
person breaks out into a profusion of activities that 
another explanation is required. The condition may 
be pathological or physiological, but is not infre- 
quently psychological, Can it ever be a manifestation 
of a desire to escape from real or imagined fears or 
discomfort ? The escape motive, although a good 
working hypothesis, has become rather too fashion- 
able and needs critical study. It is noteworthy, 


has not been followed because it is not possible to 
use a drill with Hey Groves’s director. The modifica- 
tion illustrated here, which can be carried out 
inexpensively on any existing instrument, overcomes 
this difficulty. When the guide is in position the 


- inner sleeve is removed and a 3/16 in. hole is drilled 


in the cortex. The inner sleeve is then replaced 
and the guide-wire is in no danger of deflexion. 

The modified director has. been made for me by 
Messrs. Down Bros. of St. Thomas’s Street, S.E.1. 


CHARLES E. KINDERSLEY, F.R.C.S. 
Surgeon, Royal United Hospital, Bath. 
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REVIEWS AND NOTICES OF BOOKS 


The Medical Annual 

A Yearbook of Treatment and Practitioner’s Index. 

Edited by H. LetHEBy Tipvy, M.D., F.R.C.P., and 

A. RENDLE SHORT, M.D., B.Sc., F.R.C.S. Bristol: 

John Wright and Sons; London: Simpkin 

Marshall. 1939. Pp. 660. 20s. 

ONCE again we have before us the most hardy of 
perennials. This year the ‘‘ Medical Annual” chronicles 
an unusual list of advances in practical treatment. 
The story of the sulphonamides and M. & B. 693 
is fully recorded, both in a general review by R. St. A. 
Heathcote, and in a number of articles on the 
individual diseases in which treatment is spectacularly 
successful. Aubrey Lewis gives a full account of 
insulin and convulsant therapy of schizophrenia ; 
most impartial observers will agree that he strikes 
the right note of definite but guarded optimism. 
In his other articles on psychological medicine Lewis 
reflects the change of orientation in psychiatry 
which has reached England from Germany and the 
United States. The neglected but very important 
work of Gjessing of Oslo on periodicity in a small 
group (2-3 per cent.) of schizophrenics is fully 
reviewed. Gjessing was able to show in these cases 
a definite correlation between nitrogen excretion and 
retention and psychological change. By thyroxine 
treatment it is apparently possible to remove the 
stored nitrogen and to stop both the mental and 
physical disturbance; reaccumulation can be pre- 
vented by suitable doses of thyroid. 

Nomenclature in medicine has been a source of 
endless and usually profitless controversy. It is 
satisfactory that American and English cardio- 
logists have agreed upon a standard method of 
recording lead IV electrocardiograms, while the new 
nomenclature of bundle-branch block seems to have 
come into its own. W. Evans records a new electro- 
cardiogram denoting right bundle-branch block, 
which is apparently commoner than the tracing 
which has hitherto been accepted as standard curve. 
M. Davidson, who succeeds Burrell as abstractor on 
pulmonary diseases, discusses the claims of “ pneu- 
monitis ” as a substitute for ‘“‘ pneumonia” in cases 
of pulmonary infection without raised respiratory 
rate, and concludes that the term is probably of real 
value. 

As usual, the annual contains some admirable 
reviews. Ethel Cassie writes on maternity and 
child welfare, S. C. Dyke on clinical pathology, 
P. N. Panton on the sedimentation-rate, and H. 
<ardiner-Hill on sex-hormone therapy. His list of 
proprietary substances suggests that the confusion 
in the minds of most doctors on the subject of the 
sex hormones will not be removed until manu- 
facturers agree to abandon their trade names, 
substituting perhaps instead the initials of their 
firm in brackets after the scientific names. At 
present, to give only a few examples, cestrone 
appears as Menformon, Cstroform, Theelin, Pro- 
gynon and Unden; cestradiol benzoate as Dimen- 
formon, @stroform B and Progynon B ; progesterone 
as Progestin, Proluton and Lutren; the gonado- 
tropic hormones as Pregnyl, Antuitrin-S, Gonan and 
Prolan (predominantly luteinising), and Antostab 
{predominantly follicle-stimulating); and testosterone 
propionate as Testoviron and Neo-hombreol. Such a 
reform would probably benefit the manufacturers in 
the long run, as the present confusion is a potent 
inhibitor to the widespread use of the sex hormones. 
Sir Stewart Duke-Elder’s article on contact glasses and 


gtiology and physiopathology of the 


D. H. Kitchin’s on legal decisions and enactments 
are sufficiently extensive and informative to merit 
the title of reviews. 

In the surgical sections little advance is recorded. 
Transfusion with cadaver and placental blood, and 
the localisation of cerebral tumours by means of the 
electro-encephalogram are considered, but most of 
the surgical abstracts deal with the results of well- 
established techniques. It seems that experimental 
medicine has caught up and overtaken practical 
surgery ; and that more of the younger surgeons 
will have to conquer the fascination of the theatre 
and enter the laboratory before the problems of the 
so-called 
surgical diseases are to be solved. Among-the many 
minor practical surgical points for which the “ Medical 
Annual” finds space are Muldavin and Holtzman’s 
successes with urea in the treatment of infected 
wounds, and Heggs’s apparatus for continuous 
duodenal suction. 

Among the subjects of topical interest, G. E. 
Gates contributes a short and rather inadequate 
review of air-raid precautions, and Macdonald 
Critchley writes on traffic lights with special reference 
to Fabing’s essay on the conditioned reflexes induced 
in drivers. The outstanding disadvantage of our 
English system of traffic lights is the impossibility 
of telling how long any one colour has been on. 
The driver is thus kept in a state of mild tension 
until the colour changes. In Moscow, Zürich, and 
in some parts of Berlin this has been simply overcome 
by substituting a revolving finger which traverses 
slowly a sector of one colour and then enters the 
sector of another colour. This obviates the necessity 
for the yellow warning light, and the motorist knows 
exactly when the light is going to change. This 
type of signal is suspended from a cable in the middle 
of the street. 

We can commend the “Medical Annual” to 
every practitioner who wishes to keep abreast of 
medicine in all its aspects. In no other annual review 
are accuracy, enthusiasm, and discretion so nicely 
tempered. 


Health and Nutrition in India 

By N. GANGULEE, formerly professor of agriculture 

and rural economy, University of Calcutta (1929-31) ; 

ex-member of the Royal Commission on Indian 

Agriculture (1927-28). London: Faber and Faber, 

1939. Pp.337. 15s. 

Tus book is important: it should be read by all 
interested in the economic and social development of 
India, and especially by the future leaders of Indian 
political life, to whom it is addressed. The author 
insists that the first duty of any government is the 
provision of adequate food for the people, and to 
this end he presents the facts about health, 
nutrition, agriculture and animal husbandry in 
relation to the prevailing economic and social con- 
ditions of the Indian masses. Sir John Orr in his , 
introduction also stresses this aspect of nutrition 
work and relates the Indian problem to the world 
problem, 

The first part of the book—a review of nutrition 
and dietetics and of deficiency disease—could have 
been condensed with advantage, but its greatest 
defect is failure to differentiate accepted from contro- 
versial work. The Indian bias towards a strict 
vegetarian regime may perhaps account for the 
stress laid on Prof. Terroine’s view that ‘‘ there is no 
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need to include protein of animal origin in the diet 
of man,” although in later chapters the crying need for 
more milk and milk products, especially in the diets 
of infants and young children, is emphasised. The 
second part of the book, devoted to the condition 
of the public health in India, makes sorry reading, 
and would be even more effective if Prof. Gangulee, 
though always fair to the individual British worker, 
did not constantly labour the iniquities of the late 
government. Sanitation, water-supply, infant and 
maternal mortality, tuberculosis, and deficiency 
diseases are reviewed and a brief account is given of 
the meagre public health, maternity and child welfare 
and other services. There follows a valuable but 
rather prolix discussion of Indian foods. In the last 
section of the book the responsibility of the state 
towards problems of nutrition is clearly set out and 
constructive suggestions are made for the betterment 
of the state of the public health of India. Prof. 
Gangulee shows that the malnutrition of the masses 
is an economic problem, the solution of which lies in 
increasing the spending power of the people and in a 
proper organisation of agriculture and animal 
husbandry so that protective foods may be made 
available. But he insists that more than this is 
necessary : research propaganda to overcome inertia 
and age-long social and religious habits and to bring 
pressure on the authorities, and the reorganisation of 
agriculture, animal husbandry and fisheries and of 
storage and transport facilities. This section of the 
book should be a challenge to Indian workers to 
show how much they can achieve for their country. 


Rheumatism 

By BERTRAM S. Niss&, M.D. Lond., M.R.C.P., hon. 

physician, British Red Cross Clinic for Rheumatism. 

London: John Bale Medical Publications. 1938. 

Pp. 168. 5s. 

Tuis is a clear account of the more usual rheumatic 
conditions in a form which can be readily digested. 
The author gives little indication, however, of the 
relative commonness or importance of the various 
symptoms, nor is the picture of the disease always 
balanced. It is an. exaggeration to say that the 
rheumatic pains of childhood ‘‘ keep the child awake 
for hours at night.” | 
- The chapters on fibrositis are helpful, par- 
ticularly the sections on panniculitis, bursitis and 
sciatica; the warning that a diagnosis of simple 
sciatica should not be made without a thorough 
systematic examination is always timely. In the 
description of rheumatoid arthritis the psychological 
factor is neglected. A good deal of useful information 
is given about treatment. 


SED ve 


Atlas de phonocardiographie clinique 

By A. Caté, assistant étranger à la Faculté de 

Médecine de Paris. Paris: Masson et Cie, 1938. 

Pp. 104. Frs.60. 

THE modern tendency is to regard the value of 
knowledge of the finer points of auscultation of the 
, heart as outweighed by the difficulty of acquiring it. 
For two reasons the importance attached to this art 
has diminished: firstly because the functional 
efficiency of the diseased heart is now regarded as 
of more moment than its anatomical lesions; and 
secondly because methods of examining the heart 
have been introduced which are less liable to be 
affected by personal bias or error. For the develop- 
ment of a science of. auscultation it has been found 
necessary to devise some objective method of record- 
ing the heart sounds with which to analyse and to 
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check the more doubtful findings obtained by the 
stethoscope. It has been recognised for some time 
that the human ear is not capable of timing murmurs 
with the precision which was at one time thought 
possible and also that certain vibrations. of low 
frequency produced by the heart escape auditory 
perception. To record graphically only those heart 
sounds which are audible presents great difficulties, 
for any recording device not only registers the 
adventitious sounds which the trained ear has learned 
to disregard but also those of such low frequency 
as to be below its threshold of appreciation. Though 
in recent years it has become possible to record heart 
sounds electrically with more selectivity, it is still 
advisable, for simplification of their analysis, to have 
a synchronous record of the events of the cardiac 
cycle such as is given by an electrocardiogram or 
a tracing of the jugular pulse. An objective 
method of checking what one hears through a stetho- 
scope has obvious value for teaching purposes. 

In this volume advantage has been taken of the 
improvements in electrical technique to supply 
records of sound waves, electrocardiograms, and, 
where necessary, pulse and respiration tracings in 
37 cases of cardiac disorder. The records are 
excellently reproduced and are presented simply 
without theoretical discussion of debatable matters. 
Those interested in phonocardiography will find 
here a comprehensive guide to the practical interpreta- 
tion of graphic records of the heart sounds, 


Aids to Forensic Medicine and Toxicology 


(llth ed.) By J. H. RYFFEL, B.Ch., lecturer in 
forensic medicine, Guy’s Hospital. London : 
Bailliére, Tindall and Cox. 1939. Pp.170. 3s. 6d. 


FoRENSIC medicine is a difficult and complicated 


subject, but the questions asked on it at final examina- - 


tions for medical degrees are by no means searching. 
Many who disapprove of small “ aids” in principle 


will admit that it is reasonable for a student who 


knows this to want a clear summary within his reach. 
Dr. Ryffel’s long experience as toxicologist to the 
Home Office is reflected in the new edition of the little 
book that was originally written by Dr. W. G. 
Aitchison Robertson. The publishers’ note that it 
gives the main facts in a small compass is true and its 


longevity proves its value to the student and, we: 


suspect, also to the harassed practitioner. Dr. Ryffel’s 
revision preserves the book—in its own elementary 
way—properly abreast of the times. 


Yearbook of Dermatology and Syphilology 
Edited by FRED WIsk, M.D., clinical professor of 
dermatology and syphilology, New York Post- 
Graduate Medical School and Hospital of Columbia 
University ; and MARION B. SULZBERGER, M.D., 
assistant clinical professor of dermatology and 
syphilology at the school. Chicago: The Year 
Book Publishers; London: H. K. Lewis and Co. 
1939. Pp. 719. 12s. 6d. 


EaAcH year dermatologists await eagerly the publica- 
tion of this compendium and they are never dis- 
appointed in its content. This year the abstracts 
of the most important papers on dermatology and 
syphilis number 545, taken from 81 periodicals 
published in 13 countries, The summaries are so 
well done as to be miniature papers in themselves ; 
they are grouped into fourteen sections and at the end 
of each of these is a supplementary bibliography. 
This yearbook is indispensable to the dermatologist 
and contains much material of interest and value to 
others. 
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NURSING PROSPECTS 


Tue debate in the House of Commons on the 
training and working conditions of nurses (see 
p. 1009) centred round service in peace-time. The 
depth of feeling shown by members was informed 
not only by a close study of the Athlone interim 
report but also for the most part by personal 
knowledge of one or more aspects of the problem. 
The reasons given for the shortage were the familiar 
ones of long hours, poor financial prospect and 
uncertain superannuation, the gap between leaving 
school and entering hospital, irksome restrictions, 
lack of consideration and amenities, and still in 
many places unsatisfactory food and lodging. The 
dilemma of hospital authorities genuinely anxious 
to reduce working hours, despite the cost, was 
clearly brought out by Sir Franois FREMANTLE. 
Until hours are reduced the scarcity of recruits 
will continue, and until more personnel are enlisted 
hours cannot be reduced. The introduction of a 
96-hour fortnight would, according to. the Athlone 
committee, generally require an increase of estab- 
lishment varying from 20 to 30 per cent. Colonel 
PonsonBy confirmed the lower of these figures by 
` his list of the extra staff that would be needed at 
the London Hospital to reduce the hours of day- 
nurses from 105 to 96; at many hospitals the cut 
would have to be much more than 9 hours, with 
proportionate additional help. Bearing in mind 
not only this necessary reform but the demand 
from every quarter for more nurses, Sir FRANCIS 
suggested that an annual entry of 20,000 is 
required now in approved training schools alone, 
apart from any future expansion. This estimate 
seems a rather steep advance on the 12,000 a 
year which the Athlone committee regards as 
essential to maintain the present (inadequate) 
rate of recruitment. Hospitals which depend 
largely on student labour for routine work should 
not, of course, try to enlist more probationers 
than the profession will easily absorb. The figures 
given in the House, however, related to the entries 
to the preliminary and final state examinations 


rather than to those who achieved registration. . 


The entries to the preliminary state examination 
rose from 5984 in 1926 to 9624 in 1937, the corre- 
sponding figures for the final examinations for all 
the registers being 4269 and 9516. The admissions 
to the registers in the same years were 3228 and 
6643 respectively; and though the entries are 
relevant to recruitment it is the actual output of 
trained nurses that matters from the point of view 
of eventual overcrowding. There is in fact ample 
evidence that though twice as many nurses were 
admitted to the state registers in 1937 as in 1926, 
the increased supply has always been more than 
neutralised by the more rapidly growing demand. 
An accumulated deficiency has thus to be made up 
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(partly met at present by the employment of the 
“ assistant nurse ”) and the difficulty of retaining 
the services of a trained nurse in many hospitals is 
now said to be even more serious than that of 
enlisting probationers. It is agreed that a higher 
rather than a lower ratio of trained nurses to 
probationers is desirable at most approved schools, 
but the L.C.C. have found it necessary to cope 
with the shortage by increasing the number of 
junior probationers admitted so as to ‘release 
seniors in their fourth year to act as staff. nurses. 
Sir FrRanots’s estimate may indeed not be much 
too high (it is presumably meant to include entries 
to mental hospitals) unless means are found to 
reduce considerably the wastage from defection 
of probationers and from failures at state 
examinations. 

The prospect of getting a substantial increase of 
recruits this year or next would not be rosy if they 
awaited assurance of the universal establishment 
of better conditions. Mr. ELLIOT, however, told 
the House that government action will not be 
deferred until the appearance of the final report of 
the Athlone committee, that the financial recom- 
mendations will be the subject of a statement 
and debate at a reasonably early date, and that 
Whitley councils and Burnham committees are 
under consideration. He will confer with local 
authorities on the administrative recommendations 
and will ask the British Hospitals Association to 
draw the attention of the voluntary hospitals to 
them. He proposes to approve the rule submitted 
to him by the General Nursing Council which will 
allow part of the preliminary state examination— 
anatomy, physiology, and hygiene—to be taken 
before entering hospital. Organisation throughout 
the kingdom of pre-nursing courses in these 
subjects is likely to yield a good harvest, since 
there will not only be full-time courses for 
secondary-school girls but evening courses at 
technical institutes for girls from elementary - 
schools who have to earn their living pending 
admission to -hospital. The Athlone committee 
has been criticised for paying more attention to 
smoothing the path from elementary school to 
hospital than to fostering the interest of the 
better-educated girls; but those who acquire the 
school certificate. at the usual age and have any 
desire to nurse will surely be encouraged by the 
possibility of taking their first professional examina- 
tion only a year or so later. It seems likely that 
the linking of entry to the nursing profession with 
the later stages of school life will greatly influence 
the numbers choosing this career, especially now 
that nursing is becoming generally recognised as an 
important national service. 

The latter part of Mr. ELLIOT’S speech in the 
House was devoted to an appeal for 100,000 
nurses and nursing auxiliaries for civil defence. 
Most of these will have to be women who besides . 
taking lectures in first-aid and elementary nursing 
spend a number of hours—or a week or so in one 
spell—in the hospital to which they are allocated 
for brief concentrated experience. They have been 
assured that they will be taught actual nursing 
duties and will not be expected to do domestic 
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work. Here is an opportunity for propaganda that 
should not be missed. In the late war V.A.D.’s 
were sometimes snubbed or patronised instead of 
being welcomed as colleagues; if the volunteers 
are treated with courtesy, taught with patience, 
and. allowed to see the interesting side of hospital 
work some of them may take up nursing as a 
permanent career, or secure others free to do so. 
It is unfortunate that the Athlone report should 
have appeared just now that attention is deflected 
to the urgency of preparation for a possible emer- 
gency, when the dilution of the nursing services by 
unskilled workers would be inevitable. It is the 
more satisfactory that the House was concerned at 
such a time with the permanent conditions of 
nursing service and showed eager determination 
to have these adjusted. 


STATISTICS OF APPENDICITIS 


In spite of the frequency of such diseases asso- 
ciated with various parts of the alimentary canal 
as gastric and duodenal ulcer, appendicitis and 
colitis, we still know extremely little about the 
causes that precipitate or predispose to an attack. 
Lack of suitable experimental methods of pro- 
ducing the conditions in animals hamper adequate 
study of their setiology ; clinical material, of which 
there is certainly no dearth, has so far led to little 
advance in knowledge of the conditions which 
produce it. Close attention to the psychological 
and physiological make-up of the patient, and to 
his environment and mode of life, may in time give 
_ at least partial solutions to the problems, as is 
suggested, for instance, in the work of Davis and 
Witson on the temperament of the gastric ulcer 
patient... A broader line of approach lies in the 
statistical analysis of recorded mortality and 
morbidity figures in relation to social, economic 
and similar factors. While it is, oftourse, unlikely 
that the stiology of these diseases can be com- 
- pletely elucidated by such means, there is certainly 
reason to hope that they may produce pointers 
to more acute clinical observation in certain 
directions and focus attention on relevant factors. 
At the least they define the scope of the problem 
and its epidemiological aspects (in the broadest 
sense of the word). Such astudy has been published 
this week in which two members of the staff of 
the Medical Research Council make a compre- 
hensive survey of the statistics of appendicitis.” 

Surveying first the national mortality figures 
they show that in England and Wales there has 
been very little change over the last twenty years 
in the death-rate from appendicitis at all ages. 
The total annual mortality today is of the order 
of 3000 deaths and the rate usually lies between 
80-85 per million for males and between 60-65 for 
females, so that males have a 25-30 per cent. 
` greater mortality than females. Division of the 
_ latter by civil state suggests a rather higher 
incidence of mortality on the single woman than 
on the married. Examination of the rates at ages 
shows, however, that the stability of the crude 

. Davies, D. d Wilson, A. T. M., Lancet, 1937, 2, 1353. 
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rate conceals changes at different stages of life. 
Mortality in the first five years of life and at over 
45 years has definitely increased in the last twenty 
years, while at ages 5—45 there has been a con- 
siderable decline. The same trend is apparent in 
statistics from the United States. Particularly 
interesting is the history of mortality during the 
war and post-war years. Its course (measured on 
women only as giving a more accurate picture) 
closely resembles that shown by diabetes mellitus 
—that is, a decline in the death-rate in the years 
1915-18, especially at older ages, with a subse- 
quent return to the pre-war level. Various writers 
have suggested that the nature of the diet may 
have some influence in predisposing to appendicitis, 
that an excess of food, or perhaps certain types of 
food, may induce it. The reduction of the death- 
rate during the years of food restriction supports 
that view. The Registrar-General’s statistics of 
mortality by social class, which the present authors 
quote in detail, show too that mortality falls most 
heavily on the socially fortunate classes and 
declines progressively as one passes down the 
social grades. The death-rate of the highest social 
class is as much as two and a half times as great 
as the rate of the lowest. Over indulgence in food 
or in particular types of food is likely to be more 
frequent amongst the well-to-do, but clearly other 
factors might also play a part—for instance, 
possibly differences in the habit of taking purgatives 
or laxatives for abdominal pain or discomfort. It 
would be interesting, as the authors point out, to 
test the view that appendicitis rarely occurs in 
institutions where the fare is plain, for example 
amongst some of the Roman Catholic orders or 
amongst vegetarians. At present records are not 
available but they would be worth collecting if this 
is practicable. Statistical comparisons between 
different countries are not easy to make. The 
figures collected by Youna and RUSSELL suggest 
that mortality in Germany is of the same order 
as that in this country; the rates of Scotland, 
Sweden and Switzerland are relatively high, those 
of Italy and Holland only about half the English 
figure. A curious feature in the German figures is 
the fact that whereas the death-rate in Prussia 
and Bavaria is 82 per million, in Saxony and 
Württemberg it is less than 50. 

In the second half of their report Youne and 
RUSSELL consider closely the statistics of mor- 
bidity and case-mortality, and have extracted the 


. records of the last 30-35 years of the London, 


St. Bartholomew’s and St. Thomas’s hospitals. 
These figures, in conjunction with others published 
in Scotland, America and Germany, show a great 
decline in the fatality of the disease. It is difficult 
to draw any certain conclusion on the incidence- 
rate but, remembering the lack of decline in the 
mortality-rate, it seems likely that there has been 
a definite increase in recent years, quite apart 
from any increase that may be due to more 
frequent resort to hospital and greater skill in 
diagnosis. Statistics of the insured population of 
Scotland also show a rising case-rate between 
1930 and 1935, while the total sickness-rate from 
all causes was virtually stationary. Calculation of 
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the fatality-rates for different types of cases sug- 
gests that in uncomplicated cases it is about 1 per 
cent., in frank general peritonitis about 28-30 per 
cent., and in appendicitis complicated by abscess 
about 6 per cent. Differences of classification 
between one hospital and another, and still more 
between one country and another, make it impos- 
sible to give more than approximate figures. It 
has often been observed that a successful result 
seems to depend largely upon the interval of time 
between onset of symptoms and admission to 
hospital or operation. Although the real advan- 
tage to be gained from early operation cannot be 
accurately represented by the available fatality- 
rates, because the comparability of the group at 
the different time intervals is impaired by circum- 
stances that result in selection of cases, the authors 
are satisfied that early admission to hospital is one 
of the most potent factors in reducing fatality 
from the disease. They conclude that the only 
hopeful method of further reduction lies, therefore, 
in the education of the public to this end and to 
the avoidance of purgatives or laxatives in cases 
in any way simulating appendicitis. The clinical 
experience they quote gives little support to the 
view that many cases diagnosed as appendicitis 
today are not true cases of the disease at all but 
depend upon the psychological make-up of the 
patient. For instance, of 8000 cases recorded in 
Edinburgh hospitals, and reported by WEVILL 


and WALLACE, only 6 per cent. showed at operation: 


no disease of the appendix to account for their 
symptoms. In the hands of careful workers at 
great centres such cases may, of course, be much 
fewer than elsewhere, and the criteria of abnor- 
mality in an appendix i is unlikely to be uniform i in 
all pathological laboratories. 

To summarise the main features of this report 
it seems that in this country we have in appendi- 
citis a disease with an unchanging mortality-rate, 
producing close on 3000 deaths a year, a declining 
fatality-rate which is satisfactory, but probably an 
increasing rate of incidence : a disease with a clear 
differentiation of mortality by social class and one 
which, like diabetes, showed an appreciable reduc- 
tion under the war period of food restriction; a 
disease which is particularly amenable to early 
treatment. Youna and RusseELL have performed 
a useful service in the heavy task of collating and 
clearly presenting the available statistical material 
relating to it. 


DEFECTS OF WORKMEN'S COMPENSATION 


A ROYAL commission on workmen’s compensa- 
tion is now in session and will at length produce 
recommendations which may be translated into 
legislation or may be pigeon-holed like those 
of the Holman Gregory committee. Meanwhile 
Sir ARNOLD Wuitson and Prof. HERMANN LEvVy, 
whose studies of our social system make them in 
some sort a permanent royal commission of them- 
selves, have published a historical survey of the 
subject. They promise to set forth in a second 
1. ere 8 Compensation. By Sir Arnold Wilson. M.P., and 

Prof. H Levy. Vol. i, Social and Political Develop- 
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volume the proposals for reform already fore- 
shadowed in their preface. They find our existing 
scheme of workmen’s compensation full of grave 
defects, extravagant in the cost of operation, 
wasteful of human health in its indifference to 
the need for rehabilitating injured workmen, and 
a source of ill feeling between employers and 
employed, and of friction between the medical 
profession and its patients. 


The tragic separation of the compensatory from ’ 
the curative and preventive aspects is indeed 
common knowledge. When the workinan’s injury 
is a fracture, somebody will take care that the 
tissues are reunited, but often too little attention 
is paid to restoration of function. The county 
court will see that the workman gets his award, 
but who will make sure that he gets treatment 
or furnish him with surgical appliances? The 
Insurance companies concern themselves only with 
the risks of employment and display little interest 
in rehabilitation. An experienced county-court 
judge told the Holman Gregory committee that 
the basis of compensation should be extended far 
beyond mere pecuniary payment; it should 
include curative treatment for the curable and 
training for persons incapacitated from their old 
work. Ordinary surgical operations, said the 
judge, could be performed gratis in most general 
hospitals, but in the whole area of his jurisdiction 
(a large part of industrial Yorkshire) there was no 
institution where a workman could obtain curative 
treatment; ‘There are hundreds of people 
walking about in my district practically per- 
manently incurable because they have not had 
the curative treatment at the proper time.” The 
Holman Gregory committee made strong recom- 
mendations on this point without much result ; 
compensation is given, and injuries are assessed, 
in cash only. If the Ministry of Health were not 
so preoccupied with the machinery and finance of 
local government, and the Home Office with A.R.P. 
and civil defence, and if the Treasury were not 
obliged to be so thrifty with the nation’s money 
in a time of exceptional financial strain, something 
might be done. 


On the long view the present system is without 
question uneconomical. Rehabilitation centres, of 
the pattern recently established by the Seamen’s 
Hospital Society, are needed throughout the 
country. Every sick and disabled man is a charge 
on industry and an item on the wrong side in the 
national budget. Sir ARNoLD Wilson and Prof. 
Levy will probably show us ways of saving money 
by judicious reforms. In their volume on industrial 
assurance they condemned the wasteful finance of 
the competition between industrial assurance com- 
panies; in writing of workmen’s compensation 
also they are likely to prefer state administration 
to competition between insurance companies which 
exist for profit, are interested to settle claims 
cheaply, and drive too advantageous bargains, 
particularly with the unorganised worker. We 
shall be interested to see the specific reforms which 
the authors propound in their second volume. They 


2. See Lancet, 1938, 2, 1005, 1017. 
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seem to favour the creation of a workmen’s com- 
pensation commissioner as recommended by the 
Holman Gregory committee. Among his duties 
would be the appointment and regulation of 
medical referees, the scheduling of new industrial 
diseases and the making of silicosis schemes. 
This proposal seems to raise high constitutional 
issues. If he worked as unobtrusively as the 
industrial assurance commissioner, who is also the 
registrar of friendly societies, all might be easy. 
But if his appointment fails to take workmen’s 
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compensation out of politics and away from the 
floor of the House of Commons, there must be 
some responsible Minister to answer questions in 
Parliament. The experiences of the Unemploy- 
ment Assistance Board and the controversy over 
the means test were discouraging symptoms. Sir 
ARNOLD WItson and Prof. Levy may be trusted 
to make a strong case for anything they recom- 
mend. In this first instalment, thorough, scholarly 
and well documented, they have laid a solid 
foundation. 


ANNOTATIONS 


PSYCHIATRIC CLINIC AT GUY’S 


THE establishment of a special inpatient depart- 
ment for all kinds of mental illness at Guy’s Hospital, 
made possible by the gift of £43,000 by Five 
Friends, is a new departure in British medicine. 
Hitherto a few beds have been provided at Guy’s, 
the Middlesex, and other teaching hospitals for 
minor forms of mental illness, especially psycho- 
neurotic conditions, and a ward has been set apart 
for the same purpose at King’s College Hospital 
under the direction of the Maudsley, but there has 
been no comprehensive inpatient accommodation 
such as exists in the psychiatric clinics of the Con- 
- tinent or the United States. There are many reasons 
for welcoming this innovation. It is now generally 
agreed that the breach between general and psycho- 
logical medicine is neither practically wise nor 
scientifically justified. This breach may have been 
produced in the past by considerations of expediency 
—it was thought wiser, for example, to move the 
- “chronic lunatics ” originally provided for in the 
will of Thomas Guy to another district and another 
establishment altogether—but recent advances in 
knowledge, including the recognition that outspoken 
insanity is only a fraction of the field of mental 
illness, has made such considerations of minor 
importance. The new clinic is to consist of 42 beds 
in addition to the 5 beds in the general wards at 
present allotted to psychological illness. It will be 
subdivided so as to enable mental illness of all kinds 
and degrees, including psychoneuroses, psychopathies 
and psychoses short of certifiability, to be accom- 
modated. A considerable step will have been taken 
in this way towards breaking down the public dislike 
of mental illness by enabling such patients to be 
admitted and treated in a general hospital. 

The clinic comes at a time when the treatment of 
the severer forms of mental illness has become 
much more active and has taken a form for which 
the facilities available for physical examination and 
control at a general hospital are particularly appro- 
priate. Moreover, the importance of early treatment 
by the newer methods makes early admission still 
more necessary, and the public are more likely to 
agree to their mentally ill relatives receiving treat- 
ment at the earliest possible moment if it is to be 
given in a general hospital. The advantages to 
-medical education of such a clinic fortunately 
coincide with the advantages to the patient and the 
public. It should do much to focus the interest of 
the student on this branch of medicine, since he will 
find suitable material close at hand throughout his 
clinical years. The staff of the clinic should be a 
valuable addition to the teaching strength of the 
hospital, and should make it possible to extend the 
teaching of the psychological aspects of general 


disease in the medical and surgical wards. The staff 
themselves will benefit from constantly rubbing 
shoulders with colleagues in other branches of medi- 
cine, so that the commonly levelled charge of the 
isolation of psychiatry from general medicine will 
lose any validity it may have. On the other hand, 
contact with the clinic should enable the rest of the 
hospital staff as well as the students to develop an 
intimacy with this aspect of medicine which cannot 
fail to be useful in their everyday practice. Further, 
“as iron sharpeneth iron, so a man sharpeneth the 
countenance of his friend,” and the presence of a 
complete psychiatric clinic cheek by jowl with the 
other departments of a great teaching hospital should 
provide the stimulus to research that comes only 
from the mutual contact of diverse branches of 
scientific inquiry. 


ASPIRATION BIOPSY OF THE LIVER 


THERE are few organs left in the body which are 
safe from the eye of a clinician looking down a 
“ scope,” or whose tissue may not be drawn up in a 
syringe and examined microscopically. Cysts and 
abscesses of the liver have been aspirated for over a 
hundred years, but in 1923 Bingel! reported the 
results of exploratory puncture of the solid portion of 
that organ as a diagnostic aid. Since then a number 
of other writers have described its use, and a recent 
paper by Baron? from the Mount Sinai Hospital 
justifies an assessment of its value. The technique 
seemed simple, <A preliminary hypnotio is given, 
because the operation is painful even with local anæs- 
thesia. A 20 c.cm. Record syringe with a 9 om. 
No. 13 gauge needle is employed, and after anæs- 
thetising the skin and making a small incision the 
needle is inserted to the right of the epigastrium 
below the costal margin and directed upwards and 
laterally ; when the liver is reached constant suction 
is maintained in order to obtain a core of liver tissue, 
and after the needle has been withdrawn its contents 
are placed in fixative and sections prepared, 

Baron describes 35 cases of suspected hepatic 
metastases, cirrhosis, or catarrhal and chronico 
jaundice in which the operation was used to assist 
diagnosis. In the 16 cases of suspected carcinoma 
biopsy produced neoplastic tissue in 9 and normal 
liver tissue in 5; at laparotomy 3 of the latter were 
found to have metastases, but the other 2 were free 
from growth. From 1 of the 2 non-malignant cases 
in this group clear yellow fluid was obtained which 
led to a diagnosis of congenital cystic disease, and a 
pyelogram showed a similar change in the kidneys. 
In the other blood welled into the syringe used for 
anesthetising the peritoneum; a hemangeioma was 


1. Bingel, A., Verh. disch. Ges. inn. Med. 1923, 35, 210. 
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suspected and was confirmed at operation. A diag- 
nosis of cirrhosis was made in 5 cases; in 2 of these 
the aspiration of carcinomatous tissue proved the 
diagnosis wrong, but in the other 3 normal liver 
tissue was reported, though subsequent post-mortem 
examination revealed a cirrhosis, In 8 cases of 
chronic jaundice the biopsy provided evidence of 
biliary obstruction but did not materially assist the 
diagnosis ; of 4 cases of catarrhal jaundice 3 showed 
little abnormality, but in the fourth a granuloma 
around a schistosoma ovum was obtained and the 
Ova were subsequently obtained in the feces. Of 
these 35 cases, therefore, the information obtained 
was of real value and corrected the clinical diagnosis 
in 7; in 5 the findings were incorrect; in 9 the 
clinical diagnosis was confirmed; and in 13 the 
biopsy was of no material assistance. 

The dangers of this procedure must be borne in 
mind, Nearly 300 aspiration biopsies have been 
described and there have been 6 deaths, 5 being due 
to hemorrhage and 1 to peritonitis. Baron described 
1 case in which the colon was punctured and a portion 
of mucosa aspirated into the syringe, but at operation 
three days later there was no leak or peritoneal 
reaction. A further danger not mentioned by Baron 
but described by Kettle? is the implantation of 
malignant tissue in the track of the needle. A diag- 
nostic procedure with a mortality of over 2 per cent., 
in which the information obtained is of real value in 
only 20 per cent. and incorrect in 14 per cent. of 
cases, does not seem to be a valuable addition to the 
clinician’s armamentarium, and there is little doubt 
that laparoscopy, which has been advocated and 
used extensively by Ruddock,* would give far more 
information with a negligible risk. 


NATURAL SCIENCE AT DUNDEE 


THE British Association for the Advancement of 
Science will meet this year at Dundee from Aug. 30 
to Sept. 6. The meeting is always a stimulus 
to the intellectual life of the community in which 
it is held and contrariwise takes some of its tone 
from the character of the meeting place. Dundee 
is this year celebrating its civic jubilee. 
twice before been the association’s host, once in 
1867 when the Duke of Buccleuch, F.R.S., presided, 
and again in 1912, when Sharpey Schafer presided 
and a citizen made the occasion memorable by 
giving £11,000 towards a fund for scientific research. 
Although Boswell passed through the burgh without 
finding anything remarkable, it has often shown 
both political and commercial enterprise. Famous 
wooden ships, among them the Forfarshire and the 
Discovery, were built on its stocks, while flax and 
jute have played an alternating rôle in its prosperity. 
This year Sir Albert Seward, F.R.S., is president 
and will deliver an address on the Western Isles 
through the Mists of Ages. Sectional presidents 
have chosen subjects as follows: chemistry, Prof. E. K. 
Rideal, F.R.S., film reactions as a new approach 
to biology; zoology, Prof. James Ritchie, D.Sc., 
perspectives in evolution ; anthropology, Prof. W. E. 
Le Gros Clark, F.R.S., the scope and limitations of 
physical anthropology; physiology, Prof. David 
Burns, D.Sc., the assessment of physical fitness, 
The division for the social and international relations 
of science, which was founded at the Cambridge 
meeting last year, will hold discussions on the 
coordination of scientific research, on population and 
on nutrition; on the Sunday evening its chairman, 
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-hypophysectomy or adrenalectomy.? 
It has 


rd 
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Sir Richard Gregory, F.R.S., will give a public 
lecture on science and social ethics. Subjects for 
discussion in the sections include tissue respiration, | 
air-conditioning, nutrition and physique, and the 
teaching of anthropology. The section of physio- 
logy will devote a whole-day session at St. Andrews to 
the problem of pain. Mr. Isaiah Bowman, D.Sc., 
president of Johns Hopkins University, representing 
the American Association for the Advancement of 
Science, will’ deliver an address on Sept. 5. In 
October the association will publish the first number 
of a new quarterly periodical entitled the Advance- 
ment of Science, which is to take the place of its 
annual report, At the moment only about a quarter of 
those who attend its meetings are members of the 
association. This should be remedied. Applications 
for membership may be addressed to the secretary 
of the association at Burlington House, Piccadilly, 
London, W.1. 


A REGULATOR OF METABOLISM 


In a Camer6n lecture delivered at Edinburgh last 
June Prof. J. B. Collip, F.R.S., gave a preliminary 
account of a new pituitary hormone, isolated in his 
laboratory at Montreal, which has a specific action 
on the basal metabolic rate.1 This principle (desig- 
nated No. 622) can be extracted from all parts of the 
pituitary, but particularly from pituitary colloid and 
the pars intermedia.? Its chief property is the power 
to raise the basal metabolic rate immediately after 
its injection, at the same time lowering the respiratory 
quotient. The fall in R.Q. is mainly but not wholly 
attributable to increased metabolism of fat, and it is 


' suggested that there is a concurrent increase in 


gluconeogenesis and diminution in carbohydrate 
metabolism. From the other pituitary principles 
the new principle differs in its greater stability to 
heat, alkali and pepsin. These properties serve to 
distinguish it from growth hormone and it can also 
be readily separated from gonadotropic and adreno- 
tropic principles; moreover it acts on animals after 
Of the other 
pituitary hormones, oxytocin and vasopressin in pure 
form do not stimulate metabolism, and thyrotropic 
hormone, though it has the same metabolic action, is 
quite distinct from the new principle, which exerts 
its maximal effect 3-5 hours after injection, whereas 
thyrotropic hormone has a latent period of 4-5 days. 
The metabolism-stimulating principle acts in the 
thyroidectomised animal, and if it is injected daily 
for a long time the treated animal develops no such 
resistance as would develop with injections of thyro- 
tropic hormone. No. 622 has not yet, however, been 
separated from the melanophore-expanding principle ; 
any potent preparation of one of them contains large 
amounts of the other, and their relative amounts in 
different parts of the pituitary are similar. Their 
chemical properties are also similar and they may well 
be identical, 

About the normal rôle of the new principle in the 
body little is at present known, but changes have 
been observed in the respiratory quotient and in the 
metabolism of the primary foodstuffs in hypophysec- 
tomised animals and those treated with pituitary 
extracts. Rabinowitch, Mountford, O’Donovan and 
Collip,* in testing the preparation in human beings, 
have found that the results: of animal experiments 
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could be duplicated.: The diminution in the respira- 
tory quotient was striking and the increase in 
respiratory quotient following ingestion of glucose 
could be much diminished by simultaneous injection 
of the 622. The possible uses of the new preparation 
in the treatment of obesity and other conditions in 
which an increased metabolic rate would be advan- 
tageous are being investigated. Certainly a prepara- 
tion with a quick and physiological action of this 
kind would be welcome. 


THE CROYDON TYPHOID CLAIMS 


It was reported last week that 70 of the 230 claims 
against the Croydon corporation in respect of the 
typhoid epidemic at the end of 1937 have now been 
settled; 7 of these are said to be related to 
fatal cases. It appears that some 70 or 80 claims 
received by the corporation were sent in too late; 
for under the Public Authorities Protection Act 
claims against a public authority must be made 
within six months of the act, neglect or default 
complained of. The Croydon town council has 
already decided by an overwhelming majority to pay 
compensation in these cases which are out of time, 
and for this purpose a clause has been included in a 
bill now before Parliament. No payment can be 
made until the bill receives the Royal Assent— 
probably just before Parliament rises for the autumn 
vacation in August, 


VITAMIN E 


From being the most dubious of the vitamins, 
vitamin E has emerged into being a well-defined 
substance, Its properties are becoming well known 
and it may soon achieve the distinction of an inter- 
national standard and unit. On April 22 it was the 
-sole subject of discussion at a whole-day conference 
held at the London School of Hygiene and Tropical 
Medicine, and organised by the nutrition panel of the 
food group of the Society of Chemistry and Industry. 
The morning session was devoted to the chemistry 
of the vitamin and provided probably the most 
interesting discussion and the most exact information. 
The chief topic of general interest was the correlation 
between chemical structure and specificity of biological 
action. It was made clear that biological action is 
not confined to one isomer or even to the one sub- 
stance, but that the tocopherol molecule could be 
subjected to some degree of substitution without 
losing all biological activity, though with certain 
substituents in certain positions this activity is 
intensified. The outcome of studies on this subject, 
as summarised by the chairman, Prof. A. R. Todd, 
seems to be that as in some of the sex hormones 
there is a narrow specificity but a possibility. of action 
by a wide group of unrelated substances, At the 
afternoon session most of the communications turned 
on whether or not vitamin E is related to the 
hormones. No overwhelmingly convincing evidence 
was adduced, for or against a relation, nor did the 
protagonists on either side succeed in convincing 
their opponents or the neutral observers. Interesting 
work from America by Dr. Karl Mason tended to 
show how small is the transfer of vitamin E from the 
mother rat to her young, either by way of the placenta 
or the milk, though some transfer was found to take 
place in the milk. An excellent film demonstrating 
the peculiar head and œg movement of young rats 
deprived of vitamin E was shown by Dr. H. M. Wiiest 
of Basle. In the evening the clinical applications of 
vitamin E in human beings were under discussion. 
All the clinical work in which vitamin E has been 
used in treatment of habitual and threatened abortion 
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is based on belief in a close relation between vitamin 
E and the sex hormones. A number of clinicians 
have recorded successful results, usually in 70 or 
80 per cent. of the women treated for one or other 
of these conditions, and encouraging reports were 
presented to the meeting from Dr, Vogt-M6ller of 
Copenhagen, Dr. E. V. Shute of Toronto, Mr. D. W. 
Currie of Leeds and Dr. C. R. Macdonald of Sheffield. 
It is recognised however that the assessment of 
such clinical results is full of pitfalls. It is difficult 
to obtain accurate and reliable case-histories of 
habitual abortion, or to define threatened abortion. 
Moreover, to obtain reliable figures very large numbers 
of cases are needed for study, with an equal number 
of comparable untreated controls. In his summing-up, 
Prof. F. J. Browne, who presided at this third session, 
was at particular pains to emphasise these points. 
Those who remained at the conference throughout 
the day, as most did, must have left with the feeling 
that they had surveyed the field in excellent company, 
and carried away a well-balanced idea of the subject. 


TEMPERATURE MEASUREMENT IN 
ARTIFICIAL PYREXIA 


ALTHOUGH it is generally taken for granted that 
the rectal temperature gives the most exact estimate 
of the temperature of the body, it is also recognised 
that in the ordinary course of practice a compromise 
with accuracy is permissible. Most doctors use either 
the mouth or the axillary temperature, which, pro- 
vided the usual precautions have been observed, will 
differ from the rectal temperature by a constant 
amount. It is doubtful, however, if the practitioner 
ever performs this bit of mental arithmetic. He 
knows from experience what the thermometer reading 
means when he “takes the patient’s temperature ” 
by his own method, and it is of little interest to him 
or to the patient whether or not it has any precise 
scientific meaning. The position is different during 
treatment by artificial pyrexia, in which the patient’s 
temperature is forcibly raised against the resistance 
of all his compensatory mechanisms. Here a casual 
record of how the patient is getting on is insuffi- 


‘cient, for his life has been taken entirely out of the 


control of nature and lies in the hands of his attendants. 
The temperature of the cells of his body must not 
exceed a certain limit, and it is important that such 
record as is kept should indicate his maximum 
temperature, or bear an infallible relation to it. It 
must be remembered that all the physiological 
mechanisms for reducing temperature are at the 
highest pitch of activity, and although the heating 
process overcomes them and prevents any general 
lowering of the body temperature, they may well set 
up a local lag peripherally in the heating process. 
Mouth temperature has very grave deficiencies as a 
criterion, and there is much to be said for some 
apparatus giving a continuous record. The patient’s 
temperature may rise for a time after withdrawal of 
the actual heat owing to the abnormal stimulus to 
cell metabolism, and in order to predict the course 
of his pyrexia after such withdrawal a continuous 
record of his temperature for comparison with 
standard curves would seem advisable. The use of a 
pyrometer in the rectum would fulfil the necessary 
conditions, and could be read at frequent regular 
intervals without disturbing the patient. Neymann 
and Osborne ! investigated the temperature of various 
parts of the body during treatment with several 
methods of artificial pyrexia, and their records are 


1. Neymann, C. A., and Osborne, S. L., Amer. J. Syph. 1934, 
18, 28. ° i 


THE LANCET] 


well worth studying. In a case treated by diathermy 
the temperature of the subcutaneous tissues of the 
thigh was practically never within two degrees of the 
rectal temperature, and at one period was six degrees 
lower. 


THE BUDGET 


In his broadcast on Tuesday evening Sir John 
Simon remarked that there are no good taxes. The 
additional burden he was proposing he described as 
the price of liberty and security; including loans 
the defence expenditure will this year represent 
£13 a head of the population, and it was fair to ask 
all kinds of citizens to contribute, Of the new taxes 
imposed, which are briefly set out in our Parlia- 
mentary Intelligence, the increased horse-power duty 
on motor-cars will fall somewhat heavily on the 
medical practitioner, since it means an average extra 
expenditure of perhaps £6-7 a year on cars which, 
though nominally private, are as much a part of his 
business as any tradesman’s. An increase in income- 
tax, however, might well have hit him more; for he 
would feel it not only directly but also indirectly 
‘through his patients. Doctors would be the first to 
support the optimistic suggestion of the member for 
Greenock who on the eve of the Budget asked the 
Chancellor to allow the wage-earner to deduct medical 
fees and expenses from his assessment. They will see 
less justice in the release from stamp-duty of patent 
medicines, which will, at all events for a time, be 
marketed at every kind of store, no licence being now 
required. Whatever its fiscal convenience, this is 
socially and medically a retrograde step. 


CEREBRAL DEFECTS AND CASAREAN SECTION 


In a school for mental defectives in Helsingfors 
Brander! discovered three children who had been 
born by c#sarean section, and he was impressed by 
the fact that although this operation is often performed 
to prevent damage to the baby, it seemed possible 
from their records that there had in fact been some 
cerebral injury in each of these three cases. He found 
further that the proportion of children born by 
cesarean section was about the same in comparable 
groups in the ordinary schools and in the school for 
mental defectives. A search of the literature revealed 
over 70 examples of intracranial lesions found post 
mortem in babies who had been delivered by cesarean 
section. Brander attempts to dispose of the 
possibility that babies developing cerebral defects 
after cesarean section would have developed them 
in any case owing to inborn errors in the develop- 
- ment of the brain, but without more post-mortem 
evidence this point must remain doubtful. He 
divides the risks of caesarean section to the baby 
into three groups. First, those operating before 
birth, such as disorders of pregnancy and long drawn 
out or very severe labour, particularly when associated 
with a narrow pelvis, an abnormal position and a 
well-engaged head. Secondly, those related to the 
actual operation. The method of extracting the 
baby seems to be of some importance, and extraction 
by foot was common in the fatal cases, The use of 
forceps in extracting the head also seems to add to 
the risk, as do the operative difficulties arising from 

ing the incision through the placenta. Thirdly 
come the dangers to which the baby is equally 
exposed whether born by the natural route or by 
abdominal section—for example, prematurity, the 
hemorrhagic diathesis, and some forms of asphyxia, 
Brander advises careful consideration in the choice 


1. Brander, T., Acta pediatr. Stockh. 193S, 23 145. 
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of ansesthetic, and quotes some authorities who 
advocate local anæsthesia as a safer method. It 
is clear from his summary of the literature that 
complications were present in most of the cases 
that proved fatal for the baby, and that the complica- 
tiops were not always foreseen. Perhaps more could 
be done from the point of view of prevention if it 
were more generally realised that the cxsarean 
operation is not without risks to the baby. 


LADY ABERDEEN 


Ir has been well said of the Dowager Marchioness 
of Aberdeen and Temair that she took an intense and 
motherly interest in the life of every. country in 
which her lot was cast. Our Dublin correspondent 
tells on another page what this meant to the Irish 
people. When the Aberdeens first came to Dublin 
there was no public-health system. in Ireland worthy 
of the name and it was the Vice-reine who founded 
the Women’s National Health Association which 
initiated every movement for the betterment of women 
and children and built the first sanatorium in the 
country. And this was typical of her life wherever 
it happened to be led. In Canada she founded the 
Victorian Order of Nurses, in Scotland she was 
chairman of the committee for women’s training and 
employment, and for untold years she was president 
of the International Council of Women which was 
the mother of the health. section of the League of 
Nations. And all along her work in the cause of 
peace was unceasing; the temple of peace at the ` 
Glasgow exhibition was a final expression of it. 


ORTHOPAEDICS IN SOUTH AFRICA 


In our issue of Feb. 11 (p. 337) we briefly described 
a scheme for the orthopedic caré of the ten million 
inhabitants of South Africa, drawn up by Prof. G. R. 
Girdlestone after a survey made at the request of 
Lord Nuffield, who has contributed £100,000 as a 
nucleus. Prof. Girdlestone’s scheme was approved by 
the trustees of the Nuffield fund, including Mr. C. T. 
te Water, high commissioner for South Africa, before 
being submitted to the Union government. Accord- 
ing to press reports, however, it has now been rejected 
as too costly. The government think the estimated 
expenditure of £1,000,000 excessive in view of the 
other urgent public-health needs of the country, and 
an alternative scheme, costing about £300,000 
and based on two big institutions in Johannesburg 
and Cape Town, is said to be under consideration, 


Major-General R. W. D. LESLIE has been appointed 
honorary physician to the King, and Major-General 
A. D. FRASER honorary surgeon to the King, in 
succession to Major-General G. A. D. Harvey and 
Major-General H. H. A. Emerson who have retired. 


In the forthcoming senatorial election for London 
University Sir ERNEST GRAHAM-LITTLE, M.P., again 
offers himself as representative of the graduates in 
medicine. He is opposed by Mr. L. VERNON CARGILL. 
Prof. M. GREENWOOD, F.R.S., is standing for 
re-election by the graduates in science, 


On the nomination of the presidents of the Royal 
Colleges of Physicians and Surgeons the Minister of 
Health has appointed as additional consultant 
advisers on the organisation of hospitals in England 
and Wales in war-time Mr. W. KELSEY FRY (dental 
surgery with special reference to jaw injuries) and 
Mr. H. A. T. FAIRBANK (orthopedic surgery). 
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SPECIAL ARTICLES 


MEDICINE AND THE LAW 


Tuberculosis Not an Accident of Employment 


Miss Savage, a state-registered nurse formerly at 
the London County Council hospital at Bethnal 
Green, has lost a claim against the council under the 
Workmen’s Compensation Act in respect of tubercu- 
losis contracted by her in the course of her nursing. 
She had worked in the tuberculosis ward for 16 weeks, 
and, by way of fixing the date of infection, she spoke 
of an occasion on Dec. 26, 1937, when a patient 
coughed in her face. His honour Judge Lilley at the 
Shoreditch county court rejected the claim with 
regret. He thought that Miss Savage would never 
have contracted the disease if she had not gone to 
the consumptive ward. He did not, however, regard 
the coughing of a patient as an abnormal incident 
amounting to an accident within the meaning of the 
act. The mere opportunity of infection in the course 
of employment was not enough to establish the 
applicant’s right to compensation. The Court of 
Appeal and House of Lords had repeatedly uttered 
warnings that the mere fact of contracting a disease 
was not a ground for finding that there had been an 
accident within the Workmen’s Compensation Act. 
Judge Lilley emphasised :that tuberculosis had not 
been scheduled as an industrial disease under the 
act. He therefore felt obliged to decide against Miss 
Savage. A stay of execution was granted in order 
that her advisers might consider the question of 
appealing. The conception of an “ accident ” within 
the meaning of the act necessarily involving some 
element of surprise or unusualness (an ‘‘ abnormal 
incident ’’) raises interesting legal arguments. If it 
were established that on a specific occasion particles 
of infected sputum from a tuberculous patient 
alighted on the nurse’s face and that the infection 
could thus be transmitted, there would seem to be 
the makings of an “accident ” even though nurses 
in a, tuberculosis ward are perfectly aware that 
patients are likely to cough. In Brintons Ltd. v. 
Turvey (1905) the flying of an anthrax bacillus out of 
some wool which a workman was sorting into the 
workman’s eye at a time which could be approxi- 
mately fixed was held a sufficient “ accident ” of his 
employment. The decision in Martin v. Manchester 
Corporation (1912), where a fever-hospital attendant 
contracted fever, has been reinforced recently in 
another case where a nurse in an infectious diseases 
hospital caught one of the infectious diseases to 
which the risks of her work exposed her. The appeal 
in Miss Savage’s case should therefore produce an 
interesting review of the law. 


Adjourned Inquests and Criminal Proceedings 


A Salisbury correspondent, contributing notes 
from the provinces to a weekly legal journal, mentions 
a ‘difficult point of coroner’s practice” as having 
lately occurred in Wiltshire. A death followed a 
motoring accident. The coroner adjourned his 
inquest since proceedings for manslaughter were 
being taken against the motorist. At the police- 
court the motorist pleaded guilty to the secondary 
charge of dangerous driving, and thereupon the 
manslaughter charge was withdrawn. The coroner 
closed the inquest and the matter ended. The 
correspondent remarks that this was believed to have 
been the first case of its kind. 


Under section 20 of the Coroners (Amendment) 
Act, 1926, the coroner may, after the conclusion of 
the criminal proceedings, resume the adjourned 
inquest ‘‘if he is of opinion that there is sufficient 
cause to do so.” There is, however, a proviso that, 
if in the course of the criminal proceedings anyone 
has been charged on indictment, then the resumed 
inquest must not result in charging him with an 
offence on which he could have been convicted on the 
indictment, nor must it result in any finding incon- 
sistent with the determinations reached in the criminal 
proceedings. This proviso preserves the common-law 
principle that a man cannot be put in peril twice 
for the same offence. The charge of manslaughter 
having been dropped in the Wiltshire case at the 
police-court proceedings the coroner’s resumed inquest 
could not have resulted in the committal of the 
motorist for manslaughter. What is ‘sufficient 
cause’ for resuming an adjourned inquest} Jervis 
on Coroners suggests, by way of answer to this 
question, that a coroner might properly proceed if he 
thought that magistrates had refused to commit 
through lack of sufficient evidence or for some possibly 
political motive. ‘‘ In all street accidents,” adds the 
editor, ‘‘the coroner should certainly complete his 
inquiry.” 

In the Wiltshire case the criminal proceedings 
resulted in conviction for a minor offence. It is not 
unusual for a coroner to find that the police decline 
to take any proceedings at all. If in these circum- 
stances the coroner’s inquisition sends the motorist 
for trial, the coroner’s action is often frustrated by 
prosecuting counsel offering no evidence at the 
assizes, thus making inevitable a forma] verdict of 
“not guilty.’ But occasionally the coroner is 
justified. Not long ago at Manchester assizes the 
prosecution was disposed to offer no evidence on a 
coroner’s committal when Mr. Justice Wrottesley 
insisted on the case being opened and the witnesses 
called. The judge had presumably studied the 
depositions taken at the inquest and had come to 
the conclusion that there was a case for the accused 
to answer. The accused was eventually acquitted ; 
but the coroner’s court had once more, in the words 
of Jervis, usefully provided “a collateral security 
against crime.” 


PARIS 
(FROM OUR OWN CORRESPONDENT) 


SAFETY— NATIONAL AND PERSONAL 


How much more A.R.P.-minded we are now than 
we were last September! Then the crisis developed 
so suddenly that the civilians, at any rate, had hardly 
become accustomed to the thought of air-raids when 
the doctrine of appeasement overtook us like a whiff 
of chloroform and we forgot A.R.P. as quickly as 
possible. Now, with the international temperature 
rising steadily, not with a jerky peak, we are taking a 
more sustained and practical interest in protection. 
The notices issued by the Government in March, 
1938, and again in February of this year have b 
to take effect, and the communities with the most 
enterprising leaders have already translated these 
notices into acts. An excellent example has been 
set by the town of Colombes, a suburb of Paris, 
whose A.R.P. scheme was solemnly inaugurated early 
in April, The mayor and municipality have risen 
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well to the occasion and put at the service of the 
organisers of the Colombes scheme a building and 
grounds which will henceforth serve as a central 
school of A.R.P. The citizens of Colombes of both 
sexes and every age can now turn to it for inspiration 
and training. Here provision is made for every 
student of A.R.P., from the fervent devotee ready to 
put in the regulation 72 hours a year to the more 
casual spectator who can pick up tips on how to 
organise a family shelter. 

Between June 11 and 18 of this year Œuvre pour 
la Sécurité et Organisation des Secours will organise 
in Paris a national safety week under government 
patronage, The topics to be treated fall into three 
main categories: (1) protection against fire, volun- 
tary evacuation, attacks from the air, extinction of 
lights, measures against bombardment, gas defence 
and medical aid; (2) transport problems affecting 
travel by road, rail, water, and air (including even 
the modest bicycle); and (3) various aspects of 
public health. 


THE SPANISH REFUGEES 


Now that the problem of the Spanish refugees has 
ceased to be so acute, it is possible to study it in 
better perspective. By their extravagant contra- 
dictions the figures originally published were illus- 
trative of the chaos existing when the human dam 
burst and the counting of heads and even of units 
became quite impossible. Now, thanks to a detailed 
report by Dr. Cavaillon and Dr. Leclainche of the 
French ministry of public health, we know that 
approximately 200,000 able-bodied militiamen and 
some 12,000 wounded, and about 160,000 civilians of 
both sexes and all ages flowed over into France in 
successive waves. The inclemency of the weather, 
the shortage of food and clothing, and the lack of 
adequate housing accommodation, not to mention 
hospital accommodation, strained the resources of the 
French military and civil authorities to breaking point. 
Terrible hardships were inevitable. But it says much 
for the care given to the wounded that the deaths 
among them numbered only 262, While syphilis and 
gonorrhcea were rare, soft sore was so common that 
it was found in about 25 per cent. of the militiamen— 
an amazingly high rate more illustrative of the human 
misery overwhelming this community than any word- 
picture. But such epidemic diseases as influenza, 
measles, diphtheria, whooping-cough, and cerebro- 
spinal fever did not inflict the anticipated ravages, 
and it was ultimately possible to provide the necessary 
hospital accommodation for most of the serious 


cases of infectious disease. A reference in this report 


to the British Red Cross and its representative voices 
the appreciation of the French authorities for the aid 
coming from this quarter. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


ISHBEL, LADY ABERDEEN 


NOWHERE has the news of the death of the Dowager 
Marchioness of Aberdeen and Temair caused greater 
regret than in Ireland, with which she had close ties 
for more than fifty years. In the middle ’eighties of 
the last century Lord Aberdeen was Viceroy of 
Ireland for a short period, and Lady Aberdeen, 
who was proud of the Irish blood she inherited 
through her mother, interested herself actively in the 
promotion of Irish industries. She founded an asso- 
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ciation to make them better known and kept in 
close touch with it during the years that intervened 
between her husband’s first and second viceroyalty 
which came some twenty years later. On her return 
to Dublin she turned her attention to health, and in 
the first instance took up the subject of tuberculosis. 
At that time—now more than thirty years ago— 
there was in this country no public-health system 
worth the name; tuberculosis was rampant, as were 
also the acute infective fevers, and there was little 
public interest in matters concerning health. Gather- 
ing a group of enthusiasts around her, of whom the 
late Sir William John Thompson was one, she 
inaugurated a popular campaign against tuberculosis. 
She founded an association—the Women’s National 
Health Association—to organise the campaign, and 
she toured the country lecturing in every county 
and founding branches of the association everywhere. 
She succeeded by sheer energy in rousing interest in 
the public and, perhaps even a more difficult task, 
forced the reactionary Local Government Board—the 
central authority in health affairs—into activity. 
When, a few years later, the coming into force of the 
first National Health Insurance Act provided a means 
of financing, at any rate in part, the establishment of 
sanatoriums, her campaign had already educated the 
public mind and in particular the minds of the local 
authorities into recognising the need for action. 
Her own organisation set an example by establish- 
ing the Peamount Sanatorium in co. Dublin, which 
still carries on its good work under the same auspices. 
Having set the country hard at work against tuber- 
culosis, Lady Aberdeen directed her activities to the 
health of infants. She established numbers of ‘‘ baby 
clubs’? in the poorer districts of the larger towns, 
where mothers received instruction in the care of 
children. Many of these clubs still carry on their 
good work after their early ‘‘ members ” have become 
men and women. 

The outbreak of the Great War made further calls 
on Lady Aberdeen. She immediately organised a 
City of Dublin branch of the British Red Cross 
Society, under the auspices of which hundreds of 
young women fitted themselves for V.A.D. duty at 
home and overseas. The principal activity of the 
branch was, however, the establishinent of a red-cross 
hospital in Dublin Castle. Opened in 1915, it was 
staffed by members of the honorary staffs of the 
Dublin hospitals and was working without interruption 
until the early months of 1919. 


In 1909, when the British Medical Association held 
its annual meeting in Belfast, it elected the Countess 
of Aberdeen an honorary member, the only instance 
of such an honour being conferred on a woman. 


Lady Aberdeen’s work in and for Ireland was not 
easy. The opposition she had to meet was sometimes 
based merely on the ignorance of prejudice but 
sometimes on political dislike. Her friends were not 
always wisely chosen, for she was not always able to 
distinguish those who were willing to attach them- 
selves to an organisation under the patronage of the 
wife of the viceroy from those really interested in © 
humanitarian work. Nevertheless, her boundless 
energy and patience succeeded, and to her is largely 
due the modern development of public-health work in 
Ireland. The departure of Lord Aberdeen and herself 
from Ireland did not put an end to her interest in 
the various activities she had started. She retained 
a flat in Dublin for her personal use and paid visits 
at frequent intervals. She always presided at the 
annual meeting of the Women’s National Health 
Association, and was to have done so next week. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM AN ONLOOKER 


y 


In this fifth week of April I greet you again, my 
Patient Reader, and will tell you what should be 
done about everything. In the first place— 

READER—May I interrupt? It has been a confus- 
ing month, in more ways than one. But I must say 
the impression left on me by your opinions is that 
they lead nowhere at all. 

AUTHOR—Pray explain. 

READER—One week you told us, at some length, 
that competitive private practice for fees is all wrong ; 
but next week you said you still wanted everyone 
to have a family doctor. Then you pointed out 
that practitioners must work with (and perhaps in) 
hospitals ; but just as I was expecting you to declare 
for a well-organised state medical service you 
announced that medicine must keep clear of the 
government. Whatever do you want ? 

AUTHOR—I want the best of all the various worlds. 
I want the patient to have a personal service for 
himself and a scientific service for his diseases, and 
I want to be sure that both of them are working 
solely for his benefit. I want his family doctor 
to be a friend in need, and not also a friend in need of 
his money ; a professional man, not a business man. 
I want his doctor to be his own doctor, fully and 
continuously responsible to him. I want the patient 
to go to hospitals which (like the voluntary hospitals 
of today) are conducted on his behalf, and not on 
behalf of his employer or his government. I want 
him to remain a patient and not become a sick work- 
man or a sick citizen. 


* x% * 


READER—Well, we’ve got panel doctors and 
voluntary hospitals already. Aren’t you satisfied ? 
Why do you want to reorganise things ? 

AUTHOR—Hasn’t it ever struck you that almost 
everyone in the profession is demanding reorganisa- 
tion? That almost everyone is demanding a state 
medical service? No, I know very few of them 
would admit it; doctors in general have no use for 
socialism or any nonsense of that sort. But if 
you look round you'll see every kind of specialist 
asking for state intervention to secure proper help 
for the particular people he has to treat. The 
orthopedist demands state provision for cripples ; 
the otologist demands clinics for children with 
otorrheea ; the physician demands clinics for rheuma- 
tism, rest homes for heart disease, and free serum for 
pneumonia; the tuberculosis specialist has his 
schemes of supervision, the gynecologist his maternity 
services, the immunologist his proposals for inocula- 
tion; the cancer specialist devises official machinery 
for securing early treatment ; the oculist, the dentist, 
and the psychiatrist are all of them anxious to catch 
their patient young. On any front of medicine it 
jumps to the eyes that our failures are largely failures 
of organisation. And anyone who looks at the 
whole battlefield must see that arrangements for 


medical care have simply got to be rationalised—_ 


to be made less complex and more effective. 
READER—Then you really do want a state medical 
service after all ? | 


AuTtHoR—No; I want its advantages without its 
disadvantages. I see two disadvantages. First, 
the function of medicine—the care of the individual— 
differs profoundly from the function of government, 
and the relation of the state officer to the citizen 
is less intimate, and. less useful for most medical 
purposes, than the relation of the doctor to his own 
patient. Secondly, central administration of a single 
enormous medical service would paralyse initiative 
and tie everyone up in red tape. 

READER—And the right solution is ? 

AuTHOR—The solution is regional medical services, 
with a high degree of autonomy, integrated through 
a National Medical Corporation. I am not sure 
just how large the regions should be, but I think 
the germ of them is to be found in the local boards 
in Oxford, Manchester and other areas which are 
trying to coérdinate the work of the municipal and 
voluntary hospitals. My regions would include not 
only the hospitals but also the catchment areas from 
which they draw their patients. ` 

READER— Your idea is, I take it, that the National 
Medical Corporation would replace the Ministry of 
Health, and the regional services would replace 
the local health authorities ? 

AUTHOR—Not altogether. Part of the Ministry is, 
and must remain, a necessary department of govern- 
ment, responsible for any coercive measures required 
in the interest of the community, such as regulations 
about inoculation or eugenic sterilisation. The 
regional services and corporation would have to 
obey orders in these matters, like anybody else. 
Though the services and the corporation would under- 
take much of what is now called preventive medicine, 
the Ministry of Health and local authorities would 
keep the responsibility for all forms of environ- 
mental hygiene involving compulsion; they could 
lay down, for instance, what action would be taken by 
the regional service in a district attacked by an epi- 
demic. But the medical officer of health—who might 
now become a peripheral officer of the Ministry— 
would not, as nowadays, be in charge of his area’s 
medical service; which would, as a matter of 
fact, take over much of his work. Not only would 
the regional service control the general hospitals 
and tuberculosis dispensaries, but it would also be 
responsible for V.D. clinics, maternity and child 
welfare, and most (if not all) of the hospitals for 
infectious diseases and mental disorder. Doctors 
of the regional service would not themselves certify 
that insane or infectious patients require detention ; 
but I don’t see why they should not treat patients 


.whom the governing and legal authorities have 


certified as needing confinement. 

READER—Aren’t you splitting hairs over this 
question of coercive powers ? 

AUTHOR—I don’t think so. If medicine is to be 
practised through highly organised machines I 
think it really matters that they should not assume 
greater power over the patient than a private doctor 
or a voluntary hospital has today. If he is to be 
incarcerated, or vaccinated, or sterilised, or have his 
adenoids out, willy nilly, the order must be made 
by government officials—legal, medical, or prefer- 
ably both, A medical service must take great pains 
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not to grow into an apparently omnipotent body 
feared by the public and: held to have interests 
different from theirs. You may have noticed that 
laymen already feel no particular enthusiasm for 
our innocent professional organisations, and this 
should be warning enough. 


xk * xk 


READER—Excuse me: my attention was wandering. 
Perhaps you will tell me where your family 
doctor comes into the picture ? 

AvuUTHOR—Our two aims are to offer personal care 
and scientific care. The regional services should, 
I suggest, make a clear distinction between their 
individualist practitioners on the one hand and their 
team-workers on the other; and should regulate 
their work through separate committees. The team- 
workers—i.e., in hospitals and elsewhere—would all 
be paid by salary ; but it would be best, for the present 
at least, to pay the individualist family practitioner 
by capitation fees, provided he never has more patients 
than he can attend efficiently and provided supple- 
mentary or alternative work is readily available if 
he does not go down very well with the public. 
Contributions by patients for the specific purpose of 
securing a doctor would help to make them feel that 
the one they select is their own doctor, from whom 
they may expect personal service, as the private 
patient does today. 

READER—Assuming all this theory is all right, 
how could any of it happen ? 

AUTHOR—If the B.M.A. has its way, and national 
health insurance is extended to dependants, about 
four-fifths of the population will come under the 
act, instead of. the present two-fifths. The next 
step would be to raise the income limit by stages— 
those in the higher groups making correspondingly 
larger contributions—till everyone in the country is 
compulsorily insured. The insurance scheme will 
always be defective until it is considered natural 
for everyone, rich or poor, to be “on the panel ”— 
until it becomes foolish to say: ‘‘ Oh, doctor, would 
you please treat me as a private patient.” Mean- 
while the administration of medical benefit could be 
transferred from the insurance committee to the 
regional medical service, which would then offer 
panel doctors accommodation at its hospitals and 
health centres and encourage their coöperation with 
the staffs of these units. It could also encourage 
them to codperate with one another, so that all could 
have holidays and study leave and time for keeping 
fit. Private practitioners would be attracted to 
panel work not only by these amenities but by the 


provision of secretarial and other technical assistance, © 


and above all by the possibility of doing good work 
in collaboration with an eflicient group. I think 
their right to practise privately in addition would 
ultimately have to be abolished, because no sub- 
stantial increase in the capitation fee can be made 
until the doctor limits himself to a known number 
of patients, On the other hand it would be to the 
interest of the regional medical service to make condi- 
tions more (not less) pleasant than those of private 
practice today; for its family doctors it would 
require men and women permanently established and 
capable of meeting the specialist on equal terms. 
There should be the least possible interference with 
their independence ; and I don’t see why the capita- 
tion fee should not rise with age and experience. 


READER—Your talk about larger capitation fees 
is a bit unrealistic. So far we've failed to get 
another penny. 
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AUTHOR—There’d be more money if the rich were 
on the panel. What is possibly more necessary, 
however, is a change in the health-insurance scheme 
by which contributions would be devoted solely to 
the provision of an adequately paid doctor, for each 
contributor and his family, who would be able to 
give them as much attention as is useful, both in 
health and disease. The attempt to make insurance 
contributions look as though they support a complete 
medical service endangers the quality of the more 
elementary care that is primarily offered. Under 
the B.M.A. scheme the worker’s contributions give 
him a right to nearly all medical services except 
hospital care; and with all respect to the B.M.A. 
I think this may be a mistake. The family doctor 
may be starved at the expense of other services, 
and by making insurance bear a load beyond its 
strength they are hastening the day when the 
insurance principle will be found to have no real 
meaning and will be discarded in favour of taxation. 


- Whereas it really has a useful function—namely, 


to make the patient feel that he is employing the 
practitioner of his choice. My own impression 
is that those who are convinced of the value of 
personal care would do well to concentrate, for the 
time being, on the improvement of the panel doctor’s 
work—which means fewer patients and larger capita- 


tion fees. 
xk * xæ 


READER—Then tell me, very briefly, how the rest of 
the medical services could be financed. 


AuTHOR— Well, there’s charity. The time is 
passing when hospitals can be maintained by dona- 
tions and subscriptions; but money for buildings 
might very well be collected, I think, by a neighbour- 
hood proud of its regional service and anxious to 
raise it above the standard of the rest of the country. 
Then there are the voluntary contributory schemes, 
I would have the regional services accept contribu- 
tions from those willing to insure against hospital 
and other costs, and they could continue to charge 
the patient for specialist advice and hospital care 
when he can afford to pay. But this is really an 
interim policy, lasting only until the nation is educated 
up to payment for all medical services—except 
perhaps for the family doctor—out of taxation, 
The ruling principle should be that the sums 
demanded are never such as to deter the patient from 
An immense number of 
people should, from the start, pay nothing at all; 
and it will not be very long before the public realises 
the convenience of making the state pay for the 
treatment of every kind of disabling illness, just as 
it now pays for tuberculosis, infectious diseases, 
venereal diseases, mental disorder and crime. Like 
Prof. J. 8. B. Stopford, I look forward to a specific 
health tax, raised (like income-tax) according to 
capacity to pay, and I would hand it over to the 
extragovernmental National Medical Corporation for 
distribution to the regional services according- to 
the number and nature of the population and the 
institutions under their care. National taxation 
is fairer than local taxation because the poorest 
areas are Often the ones that ought to be spending 
most money. “To each according to his needs; 
from each according to his means ” is the traditional 
principle for financing medical care, and in a pro- 
gressive society taxation will in time supplant all 
other methods. The public is wasting a great deal 
of the money it now spends on medicine, and a health 
tax might be almost popular if it safeguarded every- 
one against the demands of unexpected illness. 
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READER—Well, I don’t like medical organisations 
much; but I’m glad at least to hear that you are 
going to allow the medical profession to manage 
them itself. 
: AuTHOR—Good heavens, I’m not. At any rate 
not in theory. The regional services are to be public 
services run by the public ; and the national corpora- 
tion will be their federal council. It is quite true, 
as the Webbs say, that ‘‘doctors have always 
entertained the strongest objection to anything in 
the nature of service under an Association of Con- 
sumers, whether governmental or voluntary.” But 
doctors will have to lump it. You may recall that 
when national health insurance was first mooted 
the B.M.A. put up an alternative scheme to be 


administered by doctors (aided by clerks and auditors 
and the like) without representation of the community — 


or the patients or any guarantee of adequate efficiency. 
This idea is partially realised in the present ‘‘ public 
medical services’? which are self-governing pro- 
fessional units of the same kind. But for a compre- 
hensive national service it is nowadays out of the 
question: the public never will, and never should, 
find the money for elaborate medical services and 
deliver them into the full control of the doctors, 
nurses, pharmacists and others who work them. 
Who pays the piper must retain some control over 
the tune. Nevertheless if the public is wise it will 
give the maximum of freedom to its servants, There 
is room for one of those “typically English” com- 
promises : the public’s right to call the tune must be 
recognised by the doctor, in return for an under- 
standing that he may play what he likes. 
READER—You mean simply that in technical 
matters the expert’s decision is always final ? 
AUTHOR—I mean more than that. I mean that 
where a regional medical service has the luck to 
secure a man of ideas it should let him go ahead with 
them; it should not be afraid to give a good man 
a big grant to spend on his unit or hospital in his own 
way, a8 is being done, they say, in Denmark. Those 
who want to fight red tape, which grows in every 
office and institution like a weed, must be prepared 
to keep on cutting it ; and the regional services with 
a reputation for using the scissors freely, and encourag- 
ing bright thoughts in all their staff from top to bottom, 
would secure the best men in medicine, The fact 
that the control of each service must be vested in 
a mainly lay committee does not necessarily mean 


that it would be vested in fools, and I expect a lot , 


from healthy competition between regional services, 
and between units in those services. Competition for 
efficiency and new knowledge should flourish when 
competition for the patient’s money has died a 
belated death. 

READER—But, talking about the dangers of central 
control, what about your National Medical Cor- 
poration ? 

AuTHOR—The unifying corporation, as I see it, 
would have to be particularly careful to unify only 
in essentials: in everything else there should be the 
utmost multiformity and, above all,. experiment. 
For example, some services would appoint a director 
and some would not; some directors would be 
laymen and some would not. But a rule from which 
there should be no exceptions in any service should 
be that each individual and each unit has as much 
autonomy as can be devised. The corporation might 
take as watchword Sir John Tweedy’s remark that 
any change “that restrains the liberty or lessens the 
responsibility of a medical man, or hampers the freé 
play of his intellectual activities, will be detrimental 
to the authority and usefulness of medicine.” At 
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the same time, each unit is to work as a unit, and this 
will only happen if every member has a chance of 
influencing its policy and removing grievances. 
England has something to learn here from Soviet 
Russia, with its meetings of all the workers in each 
institution. The myth of the “ born administrator,” 
reigning in detachment from staff and patients, 
has been exposed by a previous dispenser of Grains 
and Scruples. 


* * * 


READER (politely)—It’s been very obliging of 
you to explain all this to me with such passionate 
armchair eloquence. But I confess I don’t like all 
this regimentation, with patients and doctors both 
becoming cogs in a machine. I’m afraid you won't 
find me working for your millennium. 

AuTHOR—Well, I’m sorry; but I fancy it’s all 
part of a larger problem. If man is to live in a 
highly complex society he must constantly codperate 


‘with others and his life must be organised ; yet if he 


is to live at all his life must also be worth living. 
I’m afraid that if the doctor is to supply the most 
efficient service he must henceforward work with 
others more than he does today—must be less of 
an independent unit. The industrial revolution 
has at last reached medicine. But even for those 
who find themselves minor members of a group there 
will be compensations. If the doctor must accept 
some control from his colleagues and from those who 
organise the work he can at least be relieved of the 
erueller control of anxiety about money. And to 
give a man the means and opportunity to do the 
best possible work is in itself to give him a kind of 
liberty. Personally I don’t see why the rationalisa- 
tion of medicine should necessarily be regrettable ; 
quite the contrary. The municipal hospitals of 


‘today are not the pattern for tomorrow, any more 


than the class of fifty wretched children struggling 
with a fantastic curriculum in. a damp schoolroom 
is the last word in elementary education. We can 
see to it, if we like, that the future is better—much 
better—than the past or present. If we can get rid 
of the business outlook, the official outlook, the class 
outlook and the ultrascientific outlook, I can even 
imagine a time when the profession will be generally 
regarded with affection, and not (as now) with 
mingled affection and dislike, Meanwhile I have 


to announce, with deep thankfulness, that 


Next month An Amateur Journalist will be responsible 


for these columns. 


THE LANCET 100 YEARS AGO 


April 27, 1839, p. 186. 
From an article on life insurance. 


For several years recently past statements of an extra- 
ordinary improvement in health and longevity of the 
English population have been extensively circulated and 
very generally credited by persons not having the oppor- 
tunity of weighing the evidence adduced, ... The 
erroneous impression propagated was founded upon the 
fact that the mortality of the total English population, 
without distinction of age, had diminished nearly 30 per 
cent, in the thirty years preceding 1820. ... From 
observations subsequently made and published four or 
five years ago, the fact was ascertained, that the diminution 
in the mortality of the total English population, without 
distinction of age, was attributable solely to the very 
great and unexampled diminution in the mortality of 
children, the mortality of adults not sensibly differing 
from previous estimates. 
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LETTERS TO THE EDITOR 


BLOOD AND VULCANITE 


Sm,—Mr. L. G. Robinson’s paper on the need for 
coöperation between‘ doctor and dentist and your 
leading article on the same subject are very much 
to the point and J should like to comment on the 
problems they raise. 

If statistics of toothlessness are not available 
it is not difficult to obtain numerical evidence of the 
extent to which extractions are performed. To this 
end I examined 20 consecutive patients under forty 
admitted to the general surgical wards of Adden- 
brooke’s Hospital. The results were as follows :— 
No teeth ; dentures upper and lower 4 patients 

(ages 31, 22, 28, and 31) 
No teeth in upper or lower jaw; one com- 
plete set of dentures upper or lower .. L ws 
Gross dental sepsis; few extractions ‘and 
no dentures a $s a : 
Some teeth in both upper and lower jaws 
and efficient dentures .. a esa 1 Pe 
Efficient without dentures and no gross 
dental sepsis 


Thus 11 out of 20 had a complete set of false teeth 
in one jaw. Although these figures are too small 
to be significant by themselves, in my experience they 
do not give a false impression of the extent to which 
extraction is performed among the hospital class in 
at any rate certain sections of the community. 
These figures also support what might be called the 
“all or none law” as applied to a certain kind of 
dentistry—that if more than a few teeth in a jaw are 
decayed or septic all the teeth in that jaw are taken 
out, in order that a complete denture may be supplied. 

The removal of large numbers of teeth at one 
sitting, particularly if they are septic, is a dangerous 
operation but often appears to be carried out in a most 
light-hearted way. Often there is little if any pre- 
operative preparation and postoperative treatment 
depends largely on the patient. During the last five 
years I have treated one case of lung abscess (fatal), 
one of severe bronchiectasis, one of severe infective 
arthritis and one of infective endocarditis following 
mass extractions, as well as numerous cases of gastric 
and duodenal ulcer, cardiac weakness and congestive 
failure, general ill health, and psychological disorders. 
In these extraction of many teeth at one sitting 
appeared to be either the sole cause of the illness or 
to have stirred up a hitherto quiescent focus of disease. 

The causes which have led to the present state of 
affairs are many and have been ably summed up in 
your leading article. JI am glad that you have stressed 
the present passive attitude to extraction. A genera- 
tion has grown up which sets out to have its mouth 
“ cleared ” with as little ado as some would go to 
have a tooth stopped. Unless this attitude can be 
put right the beneficial effects of other reforms will 
be partly lost. It is of first importance that people 
should be trained from an early age to want to keep 
their teeth and to prefer the real to the false. 

I am, Sir, yours faithfully, 


Cambridge, April 22. LESLIE COLE, 


1 patient 


7 patients 


FEMORAL HERNIOPLASTY 


Srr,—Mr. Cowell in the paper you published on 
April 8 omits any reference to A. K. Henry’s recent 
valuable contribution to this subject (Lancet, 1936, 1, 
531). A highly satisfactory exposure of the femoral 
ring from above is obtained through a low paramedian 
incision after stripping back the unopened peritoneum. 


The sac is then dislocated out of the canal and can 
be removed at a much higher level than is possible 
by the inguinal route. This free exposure makes 
separation of the bladder and the examination and 
treatment of contents (adherent omentum, appendix, 
ovary) much easier and more satisfactory. It is 
in the closure of the femoral ring, however, that the 
great advantage of this approach is seen. Both 
Poupart’s and Cooper’s ligaments are very substantial 
structures, and when sutured together by strong 
silk they offer a complete barrier against recurrence. 
This can be tested digitally at the time and the 
slightest pocket obliterated. Through the same 
incision the opposite side is examined and if necessary 
repaired, 

During the last three years I have used this method 
in some 20 cases (4 of which were bilateral) with 
completely satisfactory results so far. I might 
add that a half-Trendelenburg position of the patient 
aids exposure. 

I am, Sir, yours faithfully, 


KENNETH HERITAGE. 
Harley Street, W.1, April 20. 


THERAPY BY LAYMEN 


Sir,—I am delighted to see that the British 
Medical Association has invited the coöperation of 
the clergy in the treatment of the psychoses and 
psychoneuroses, This leads the way to the opening 
of our profession to the lay practitioner which is so 
desired by everyone. There remains only the exten- 
sion of this principle to other branches of medicine. 
No doubt the ophthalmologists will be grateful to 
accept the assistance of the girls in multiple stores who 
so efficiently fit one with spectacles for sixpence per 
pair. The orthopedic surgeons will find the osteopaths 
and chiropractors very helpful. The naturopaths 
“successfully treat” cases of tuberculosis, diabetes, 
and nephritis and are not backward in showing their 
skill in the treatment of carcinoma. In fact when one 
considers it there is not one branch of our profession 
which could not be enlarged by the admission of 
some lay element. It is true that there is an act of 
Parliament which makes the treatment of venereal 
disease and the practice of obstetrics illegal to other 
than the fully qualified, but no doubt the B.M.A. 
will use its great influence to have these obsolete 
acts repealed. 

The B.M.A. committee has stated that “lay prac- 
titioners will continue to practise with or without the 
approval of the medical profession,” and it is inex- 
pedient that recognition should be withheld from 
any outsider who has had two years’ training. This 
ef course holds true for other branches also. It is 
true that the clergy have special insight into the 
religious backgrounds of people, so they are naturally 
befitted for treating their minds. Similarly bar- 
keepers are given special insight into the alcoholic 
backgrounds of many, so they are naturally qualified 


- to treat those suffering from chronic alcoholism. 


Moreover, who could have a better insight into 
obstetrics and child guidance than the lady who 
tells us that she is the mother of ten (but has lost 
seven of them) ? 

The B.M.A. has struck a great blow for medicine 
and has at last broken down the barriers which have 
separated our profession from the laymen. Let us all 
abandon our stuck-up attitude and put away our 
conceit. Many people have had two years’ training 


1006 THE LANcET] 


INTUSSUSCEPTION.—-STERILISATION OF DRESSINGS 


[APRIL 29, 1939 


in branches of our profession so naturally know more 
than those of us who have wasted so many years 
learning that which they have acquired so easily. 


I am, Sir, yours faithfully, | 
Harley Street, W.1, April 22. CLIFFORD ALLEN. 


*.* The question whether mental treatment should 
be practised solely by doctors was debated by the 
National Council for Mental Hygiene last January 
when we commented in a leading article (Jan. 21, 
p. 154) on the differences of opinion within the 
medical profession. The report of the B.M.A. council, 
to which Dr. Allen refers, may be read in last week’s 
supplement (p. 206) to the British Medical Journal. 
This report concludes with two recommendations : 

Recommendation A: That the Representative Body 
approve the following principles :— 

1. No lay psychotherapist should undertake treatment 
unless: (i) The patient has been recommended to him by 
a registered medical practitioner, or has had his case 
investigated by such a practitioner at the request of the 
lay psychotherapist. (ii) The lay psychotherapist has 
undergone a prescribed and approved course of training. 

2. No medical practitioner should recommend a patient 
to a lay psychotherapist unless: (i) The medical prac- 
titioner is himself a specialist in psychological medicine or 
has referred the case to such a specialist. (ii) The medical 
practitioner has satisfied himself that the lay psycho- 
therapist has undergone a prescribed and approved course 
of training. 

3. Where treatment is undertaken by a medical prac- 
titioner and a lay psychotherapist in coöperation, the 
responsibility for the case should lie with the medical 
practitioner and there should be consultation from time to 
time between the medical practitioner and the lay psycho- 
therapist. 

Recommendation B: That the Representative Body 
express the opinion that lay psychotherapists should 
undergo a special training of at least two years’ duration 
on the basis of a curriculum to be agreed upon by the 
responsible bodies; and that the Association take the 
initiative in putting machinery in motion for the establish- 
ment of approved courses of training. 


INTUSSUSCEPTION 


S1r,—I was much interested in Mr. Ian Fraser’s 
account of a case of recurrent intussusception, 
published in your issue of April 15, and in Mr, Frank 
Forty’s letter the following week. 

With regard to the lymph-glands my experience 
supports Mr. Forty’s view that the enlargement 
which is such a constant feature of these cases is the 
result of an acute enteritis. I agree with him that 
caseation is not seen; nor are other signs of intra- 
abdominal tuberculosis except the presence of free 
fluid. Although I have never removed a gland for 
section I have frequently removed the appendix 
where the general condition seemed to warrant the 
additional procedure. On the surface the appendix 
often appears injected and on section it has invariably 
shown intense lymphoid hyperplasia, the mucosa being 
swollen and having a mammillated appearance and 
the colour being a deep reddish-brown. Microscopical 
examination shows submucous lymphoid hyperplasia 
with round-celled infiltration of the other coats, 
especially the subserous region. The following recent 
case is of interest :— 


A boy aged 2 was admitted to Hampstead General 
Hospital on April 12 with ? acute intussusception. 
There was a history of tuberculosis on the mother’s 
side. One other child, aged 4, was quite well. Full- 
time healthy baby. Breast-fed for 2 months then 
fed on Nestlé’s milk (condensed) until 9 months old. 
At this time there was a slight attack of diarrhcea ; 


otherwise the child had been quite well until the 
day before admission when he had a fall whilst 
playing with another child who fell onto him. 
Immediately afterwards he complained of acute pain 
right across the abdomen (? colic), About one hour 
afterwards he vomited copiously, and the pains 
continued until bedtime. The child slept well all 
night, and seemed better early in the morning, but 
he still had spasms of pain. 

After admission he slept for an hour and did not 
appear to be in pain. On waking however he had 
an acute attack of pain and then passed a small 
amount of blooistained mucus without fecal matter. 
He screamed a great deal after this but there was no 
further vomiting. On examination the child looked 
ill, Temperature 99-4° F., pulse-rate 125, respira- 
tions 24, An indefinite mass was palpable on a level 
with and slightly above and to the right of the 
umbilicus. The right iliac fossa felt empty. No 
tumour was palpable on rectal examination, but 
blood and mucus were present on the finger. Bile 
was absent. The urine contained acetone. 

A diagnosis of intussusception was made and 
operation performed the same evening. The abdomen 
was opened through a right paramedian incision. 
The mass was found to be due to an enormous 
enlargement of the ileocecal lymphatic glands, the 
cecum being partly undescended. There was no 
sign of an intussusception nor was there any evidence 
that it had been present and had reduced itself 
spontaneously. There was no induration of the 
cecal wall and apart from some free fluid there was 
no definite evidence of tuberculosis. The appendix 
appeared injected and was removed and the abdomen 
closed without drainage. Macroscopically the appendix 
showed the typical appearance of lymphoid hyper- 
plasia. The section was examined by Dr. Rickword 
Lane, who reported as follows: ‘‘ The appendix 
shows marked lymphoid hyperplasia and in one or 
two places areas suggestive of early tuberculous foci 
in the germ centres. There is marked chronic inflam- 
matory lymphocytic reaction in the subserous coat 
but no specific tuberculous reaction. No tubercle 
bacilli could be found in Ziehl-Neelsen preparations.” 

The child appeared fairly comfortable through the 
night, but vomited green fluid twice the following 
morning, after which there was no further vomiting. 
Thirty-six hours after operation he passed a small 
motion of normal consistency with a small amount of 
blood. No further attacks of pain occurred and 
three days later he was taking an ordinary diet and 
the stools were normal. 


In this case, even in the absence of a palpable 
mass, the sudden onset and absence of bile and frecal 
matter were against a diagnosis of acute enterocolitis. 
The presence of a palpable mass of glands greatly 
increased the difficulty. There remains the possi- 
bility of spontaneous reduction of an intussusception. 

I am, Sir, yours faithfully, 
Harley Street, W.1, April24. CAMERON MacLeop. 


STERILISATION OF DRESSINGS 


Srr,—The suggestion regarding the sterilisation of 
operation drums which was made some years ago by 
K. Black (Brit. med. J. 1935, 1, 157) is not often 
mentioned in the literature. He advocated packing 
into the bundle of dressings a number of small bars 
of fusible metal alloy, to melt at serial temperatures— 
e.g., 100° C., 110°, 120°, 130°, and so on, as desired. 
The bars of fusible alloy can be easily and cheaply 
compounded in any hospital workshop, and stamped 
with their melting temperature. But of course their 
employment in this way does not distinguish between 
dry and moist heat. 

I am, Sir, yours faithfully, 


E. G. T. LIDDELL. 
Trinity College, Oxford, April 22, 
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IS RADIOLOGY A SPECIALTY ? 


 Sm,—British radiologists are trying to improve 
their standard of work by the introduction of higher 
examinations, This policy will maintain radiology 
as a specialty and for good or bad will influence the 
development of British medicine. It is thus a matter 
which affects us all and there should be further 
discussion of the pros and cons. There are two 
possible futures for radiology. In one, the radio- 
logist specialises slightly on the side of diagnosis or 
therapy, but still attempts to cover the whole field to 
some extent. In the other, he specialises on therapy 
and general supervision, and leaves diagnosis to 
specialist consultants and technicians. 

The standard of radiographical technicians is high. 
Many are capable of further responsibility, and with 
modern improvements in simplicity and reliability of 
equipment it is increasingly difficult to argue that 
any great disadvantages would result if consultant 
and technician came into direct contact without 
intermediation by the radiologist. At present, for 
instance, routine films to exclude bony injury after 
accident form much of the private work of the 
ordinary radiologist. Such films must be expensive 
and their high cost is an embarrassment to the general 
practitioner, who in some cases could take the 
responsibility for interpretation himself, and in 
others would like to refer the matter to a bone 
surgeon, but is deterred by the inability of his patient 
to afford fees for two consultants. In large hospitals 
it is still harder to justify the full-time radiologist. 
Dental films can go straight to the dentist, joint 
films to the consultants interested in orthopedics 
and rheumatism, sinus films to the E.N.T. man, and 
urogenital and neurological work to other specialists. 
In medicine the defects of the present system are 
also apparent. The interpretation of lung films and 
decisions as to further procedure are often difficult, 
but nothing is gained by radiologists reporting 
‘* increased root shadows ” or “ greater density at one 
apex.” <A better decision is reached if the general 
physician can consult someone who devotes most of 
his time to lung cases and does his own screening. 
To deprive the chest specialist of the chance of 
doing his own screening and to introduce a third 
person into the consultation is not in the interests of 
the patient or of the advance of medicine, 

In heart cases the doctor who screens a dozen 
patients in succession, at the end of his outpatients, 
with the clinical details fresh in his memory, is more 
efficient than the combination of radiologist inex- 
perienced in hearts with clinician ignorant of radiology. 
In the abdomen lack of coérdination leads to frank 
disaster, Good diagnosis depends on the examination 
being made at the right time, in the right psycho- 
logical atmosphere, often after a period of diet or 
with the aid of drugs. These considerations are 
satisfied if the gastro-enterologist does his own 
radiology, but not if the radiologist sees the patient 
for the first time with goggles on or in a dark room, 
or if he is unable to adapt his routine to the par- 
ticular case because adequate clinical details are not 
available. The differential diagnosis between duodenal 
erosions and anterior- and posterior-wall ulcers is 
often impossible in an acutely tender patient with a 
stomach full of secretion, and early colonic neoplasms 
are much harder to find if the colon is irritable from 
previous abuse of purgatives. 

In short, under the present system apparatus and 
technical skill are not being used to their best 
advantage. The result is that costs are too high, 
patients fail to get the best possible diagnosis, and 


consultants are not learning as much as they should 
about the conditions which they treat. An X-ray 
department is no place for amateurs, but it is 
possible for the specialist consultant to learn suffi- 
cient about radiology to look after apparatus, patients 
and co-workers. Whereas it is not possible for the 
average radiologist to keep abreast of the entire field 
of medical and surgical diagnosis, especially if he 
works for clinicians whose ignorance of radiology 
doubles his technical difficulties. 


I am, Sir, yours faithfully, 
Oxford, April 25. DENYS JENNINGS. 


PS.—A foreign doctor told me recently that the 
most ridiculous thing about our medical education was 
that the average student knew more about microscope 
slides made from dead bodies than ee films made 
on living. Was he right ? 


MEDICINES AND THE BUDGET 


Sir,—At a loss to the revenue of approximately 
£2 million—a drop in a big bucket—the Chancellor 
of the Exchequer proposes to liberate the medicine 
trade from the slight restrictions which a small 
vendor’s duty and a small sales tax entail. Thus it 
is proposed to sacrifice the principle, which has been 
embodied in the English code since 1783, that the 
public should purchase its self-prescribed medicine 
from trained vendors. Why? Two years ago a 
departmental committee recommended that the sale 
of medicines should be taxed by an additional £34 
million, Why are the recommendations of a com- 
mittee, which took its task so seriously and was so 
laborious in its inquisitions, so flouted ? 


I am, Sir, yours faithfully, 
Whitehall Place, S.W.1, April 25. F. C. GOODALL. 


MENTAL NURSING 


Sır, —The use by two of your correspondents of 
the term ‘refractory’ ward, a term reminiscent 
of past penal methods but scarcely suited to modern 
ideas as expressed in the recent Criminal Justice 
Bill, still less for procedure associated with mental 
treatment, appears to me a very good argument for 
the introduction of some course of simple psychology 
for nurses, which I advocated in the letter which 
initiated this correspondence. Such a course should, 
in spite of Dr. Pilkington’s fears, be of value to the 
nurse since it should deal with the relationship between 
individuals and show how natural tendencies and 
reactions, exaggerated in the mentally ill, should be 
met by nurses in the course of their duties. Such 
teaching would, I hope, eliminate the use of such 
condemnatory expressions as ‘refractory’ and to 
my mind the consequent continuance of “ man- 
handling patients by the methods of former days,” 
to quote Dr. Spencer. 

I do not see such practices here nor do I believe 
them to exist generally. We, however, speak of 
disturbed patients and disturbed wards. May I 
quote from my book “Practical Psychology for 
Nurses ”: ‘*‘ Refractory’ implies rebellion and 
the necessity for putting the rebellion down—placing 
the patient in an inferior position—but we have seen 
that it is just this intense feeling of inferiority which 
has by over-compensation provoked the rebellion, 
so that in using such terms our method is illogical.” 

A patient’s testimony written after discharge 
following a five months’ stay will possibly be more 
convincing. He writes: “ I am afraid that at times 
I was a most difficult patient and it is a great wonder 
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to me how well all members of the male staff maintain 
so kindly and tolerant a discipline amongst all sorts 
of men. If the younger members of the staff can 
maintain the same kindly, tolerant and yet firm 
control, retain a sense of humour as exampled by the 
many fine charge nurses they will indeed become men 
of dignity and character and carry on a very fine 
tradition.” 

I believe the early training in applied psychology 
is in part responsible for this. It seems to be 
agreed that some such course is needed and this 


should, I think, be officially recognised. 


I am, Sir, yours faithfully, 
W. J. T. KIMBER, 
Medical Director, Hill End Hospital and Clinic. 
St. Albans, Herts, April 24. 


THE. ART AND THE SCIENCE 


Sir,—The annotation under this heading in your 
last issue encourages me to enter the lists again, 
this time with a rebated spear-point. There is general 
agreement that life is short and the art is long to 
learn. Hippocrates, Seneca, Cicero, Chaucer, Tristram 
Shandy’s father and finally your annotator all said so, 
“It is, after all, a question of time,” he adds; and 
since at present the clinical scientist has to be steeped 
in the art, “it cannot be surprising if clinical research 
has few votaries.” If only the powers that be 
realised that truth and acted upon it! But worse 
still is the undoubted fact that the present curriculum 
does not even provide an education designed to meet 
the needs of the general practitioner, If a boy wants 
to become a journalist, he is not apprenticed in turn 
to a paper-manufacturer, a calligrapher, a printer, a 
publisher and a newsvendor before he starts his 
profession ; a would-be cobbler is not apprenticed 
to a farmer, a tanner, a seamstress, an orthopedist 
and a professional walker before he starts to make 
boots. But future G.P.s are apprenticed to an 
imposing array of specialists, each of whom is 
thoroughly convinced of the importance of his own 


- subject in itself. Lord Horder (p. 916 of your issue) 


desires ‘‘ a joint committee of all teachers interested ” 
to decide which preclinical subjects should be cur- 
tailed; Prof. Witts believes that “the only Curri- 
culum Committee which will be of any value will 
be composed of non-medical people.” As usual, the 
G.P. is forgotten, and yet it is primarily for him 
that the curriculum is “ designed ” (one can scarcely 
speak of design in connexion with the present 
amorphous structure). I venture to quote again Sir 
James Mackenzie’s sound criticism that ‘‘ the General 
Practitioner who has suffered from a defective 
medical education is seldom consulted in educational 
matters.” All the committees on reform of the 
curriculum are agreed that changes must be made, 
But it is useless to go on repairing an out-of-date 
structure, dropping a brick here and there and 
adding a great many more at weak points; it is 
more than time that the whole curriculum was 
pulled down and rebuilt on sound lines, 

But if the training of clinical scientists is to 
diverge from that of G.P.s at some stage before 
qualification, they must be selected early. Your 
annotator is surprised that I ‘‘ did not at once invite 
Prof. Witts to define the stage of mental growth at 
which one can diagnose the mental researcher.” 
The reason is simple. Prof. Witts believed that they 
could not be picked out at the end of their third 
year at the university. I expressed surprise at this, 
believing “ that they are more easily diagnosed after 
three years at the University than when they have 
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spent three years at a Hospital.” If they could not 
be diagnosed at the age of 21 or 22, although ‘‘ research 
workers are born and not made,” it mattered little to 
me at what stage Prof. Witts could select them: the 
parting of the educational ways would have been 
reached. But any college tutor, and any professor of 
“ preclinical ” subjects, can select promising. research 
workers from amongst his pupils reading “ physiology 
finals.” JI understand that the main delight of tutoring 
lies in finding students who are keen to examine 
physiological precepts critically and to test them on 
themselves ; a pin, a watch and a handkerchief (to 
occlude the circulation to a limb) are the main pieces 
of apparatus, although the simple instruments which 
Lord Horder believes are foreign to the physiological 
student are included. But at a hospital, with little 
time and other people’s pathological bodies at his 
disposal, the student has scant opportunity of showing 
ability for research until he is qualified. Surely, 
therefore, future research workers can be selected 
more easily when they are third-year undergraduates $ 
And this is not a particularly early age for them to 
decide whether they wish to become primarily G.P.s 
or scientists; it is at least three years after they 
have chosen whether they want to be doctors or 
soldiers, journalists or cobblers, As Anatole France 
said, “the faculty of doubting is rare among men ; 
a few choice spirits carry the germs of it in them, 
but: these do not develop without training.” If 
research students can be selected early, it is surely 
not unreasonable that they be provided with a 
training that is relevant, 
I am, Sir, yours faithfully, 
Oxford, April 23. “ PETER SHAW.” 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
APRIL 15, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1700; diphtheria, 845; enteric fever, 
11 (25 ‘‘expected’’); pneumonia (primary or 
influenzal), 1304; puerperal pyrexia, 231; cerebro- 
spinal fever, 34; acute poliomyelitis, 3; acute polio- 
encephalitis, 1 ; encephalitis lethargica, 3 ; dysentery, 
18; ophthalmia neonatorum, 86. No case of cholera, 
plague, or typhus fever was notified during the 
week, 7 

The number of cases in the Infectious Hospitals of the London 
County Council on April 21 was 3228, which included : Scarlet 
fever, 616; diphtheria, 618 (carriers, 37); measles, 7; 
whooping-cough, 997 ; puerperal fever, 20 mothers (plus 13 
babies); encephalitis lethargica, 304; poliomyelitis, 3. At 
St. Margaret’s Hospital there were 23 babies (plus 13 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 9 (0) from measles, 2 (1) from scarlet fever, 
21 (3) from whooping-cough, 20 (1) from diphtheria, 
63 (9) from diarrhoea and enteritis under two years, 
and 127 (18) from influenza. The figures in paren- 
theses are those for London itself. 

Hull reported the only death from typhoid. West Bromwich 
had 3 deaths from measles, Liverpool 2 from whooping-cough. 
Fatal cases of diphtheria were scattered over 18 great towns, 
Birmingham and Grimsby each reporting 2. Birmingham had 
12 deaths from influenza, Liverpool, Walsall, and Swansea 
each 6, no other great town more than 4. Diarrhoea was fatal 
to 13 infants in Birmingham, 4 each in Liverpool and 
Middlesbrough. 

The number of stillbirths notified during the week 
was 235 (corresponding to a rate of 37 per 1000 
total births), including 35 in London, 
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PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By MeEpicvus, M.P. 


Last week in Parliament was very much a medical 
week; we reassembled on Tuesday and had before 
us the “Motion made and Question proposed ” 
relating to civil estimates and estimates for revenue 
departments. The business was the consideration of 
the proposal ‘“‘ That a sum not exceeding £313,309 
be granted to His Majesty. ...” On this the Question 
was put “ That Mr, Speaker do now leave the chair.” 
But what by Hippocrates has that got to do with 
medical affairs? Just this—it is the procedure by 
which the House of Commons is able to discuss any 
business it wishes to discuss and which is related in 
some degree, often not at all a close degree, to the 
estimate concerned. In connexion with these debates 
on supply which recur every year it is the Parlia- 
mentary custom for private members to ballot for the 
privilege of introducing any relevant motion and 
to have it discussed as the substantial business of 
the sitting. The member lucky in the ballot for 
Tuesday was Sir Francis Fremantle. Sir Francis 
was a member of the Inter-Departmental Committee 
on Nursing Services which recently presented an 
interim report. In view of the fact’ that this interim 
report covers the major matters under consideration 
both Sir Francis Fremantle and Miss Megan Lloyd 
George, also a member of the committee, were able 
to take part in the debate with freedom. The 
admirable general review of the position of the nursing 
services made by Sir Francis showed that while 12,000 
nurses enter the nursing profession now some 8000 
more were, under existing conditions, required to 
fulfil today’s requirements, To get this number it 
was essential to consider all the possibilities of 
recruitment. 

The debate revealed a general agreement on the 
need for improvement of conditions. Nurses are 
badly underpaid, pensions unsatisfactory for some 
classes non-existent. Unreasonable hospital rules 
and restrictions on the personal freedom had an 
adverse effect on recruitment. But things were 
improving and the L.C.C. hospital service was praised 
for its enlightened reforms. But when everything has 
been done to remove the shackles of old habit and 
custom the problem still remains big. Undoubtedly 
there still exists the feeling referred to by Mr. C. G. 
Ammon, speaking for the front bench of the Labour 
Party, when he said that nursing was one of the 
things described as ‘‘the Lord’s work” and by some 
odd twist of thought underpaid in consequence. It 
became clear in the debate that possible recruitment 
from the secondary and higher grade schools was 
inadequate, as it was from these schools that teachers, 
doctors, lawyers, secretaries and all the professional 
classes generally were taken. It was therefore from 
elementary schoolgirls that the bigger supply must 
come, and here a great: difficulty showed itself. Under 
the new education arrangements the school-leaving 
age is raised to 15. But between 15 and 18 there is 
a gap of three years very difficult to bridge. It was 
proposed to help in this way by providing facilities 
for evening study by girls who are self-supporting 
in the day. It seems however quite clear that if the 
nursing profession is to get all the recruits it wants 
it will be necessary to institute special courses of 
technical training with adequate maintenance grants 
between 15 and 18. To do otherwise is to throw a 
severe physical strain on prospective nurses in the 


most important 15 to 18 period. This is all the more 
true because the number of 20,000 recruits a year 
required at present but not reached is by no means 
the high mark of requirements. It is more likely to 
be only a beginning. And in war-time, Mr. Elliot 
said, the Government would need 100,000 auxiliary 
nurses, An undercurrent of the debate showed 
members’ minds perturbed about the standard of 
nurses’ education. It was felt to be desirable that all 
nurses should be of a high educational standard 
and undesirable that there should be the need for 
recognising any standard of education and training 
below what should be the normal level of the well- 
educated and well-trained nurse. 


Æ ™ * 


On Thursday the House turned from nursing 
services to the Camps Bill. Many have urged for 
many years that holiday camps for school-children 
should be made available by Government organisa- 
tion. Existing holiday camps for adults and children 
are numerous but they are too expensive for the 


_poorer elementary-school children who most need 


them. The condition of subacute crisis or emergency 
in which we now live has had as one of its exacerbations 
the bill to provide camps in permanent hutments 
for schoo]-children’s holidays in peace and for school- 
children’s evacuation in war. It is true that only 50 
camps are being provided and that they will only 
take a few thousand children out of the multitudinous 
thousands upon thousands who will require country 
hospitality in time of war. But it is at least a beginning 
and if the camps are built with water-supply, drainage 
and cooking arrangements on a scale which would 
allow large tent expansion in emergency then 4, 5 
or even 10 times the peace-time number might be 
accommodated. The Government envisaged only 
a two-fold increase of the camps. There are to be 
camps in England and Scotland and probably in 
Wales and grave fears were expressed on all sides of 
the House as to the possible disfigurement of the 
countryside which might result unless the siting 
and building of the camps were very carefully planned 
so as to preserve rural amenities, The Government 
spokesman tried to allay these fears but they were 
not very successful although the Labour protest 
was crushed by the voting machine 224 to 110— 
mostly of course people who had not heard the 
debate but just came in to walk through the division 
lobbies, 


FROM THE PRESS GALLERY 
The Supply of Nurses 


IN the House of Commons on April 18 Sir FRANCIS 
FREMANTLE moved :— 


That this House, taking note of the Report of the Inter- 
Departmental Committee on Nursing Services, recognises 
the inadequate supply of nurses to meet the increasing 
demand for their services and the urgent need of reform 
in their training, registration, and conditions of service 
both for institutional and domiciliary nursing. 


He said that nursing was no longer merely a personal 
service; it served a national need. There was a 
rising storm of complaints which showed instances, 
all too frequent if not general, of nurses being over- 
worked and under-paid, of excessive discipline and 
restrictions and inferior accommodation, while at 
the end of a life’s service nurses might not be able to 
get the pensions to which they started to contribute. 
In 1932 was published the very well-informed report 
of THE LANCET Commission, which resulted in many 
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of the improvements which had taken place. Last 

ear they had the report of the Alness committee 
in Scotland, and in January of this year they had an 
interim report from the Athlone committee for 
England and Wales. Roughly speaking, the number 
of nurses on the general. part of the register alone 
was 74,000 and there was a total of 90,000 on the 
general and the supplementary registers. 


REASONS FOR INCREASED DEMAND 


During the past 12 years the numbers entering 
for the preliminary state examination had increased 


from less than 6000 to nearly 10,000, and the numbers. 


entering for the final examination had increased by 
something like 100 per cent. From 25 to 35 per cent. 
of the probationers fell out in the first year. Therefore 
recruitment even at the present rate required not 
only the 9000 who entered for the final examination 
but the 3000 who had dropped out on the way— 
that is, 12,000 entrants. Examples of the shortage 
were that in December, 1937, the London County 
Council in their general hospitals, with an establish- 
ment of nearly 7000 nurses, had 611 vacancies for 
staff nurses. A quarter of the authorised posts for 
female nurses in the Surrey County Council were 
unfilled. Most hospitals and institutions reported 
similar difficulties. The increased demand for nurses 
arose from various factors. In the first instance 
the number of beds in voluntary hospitals had 
increased by 1500 in recent years, requiring the 
service of 500 extra nurses a year. Secondly, under 
the Local Government Act, 1929, the poor-law 
institutions had been turned into well-run and 
equipped municipal hospitals with a corresponding 
increase of staff. Thirdly, the increased need for 
nurses came from the growing public demand for 
hospital treatment in acute sickness. Fourthly, 
there was an increased demand for domiciliary 
nursing, whether under an authority or under the 
Queen’s Institute of District Nursing, or in private 
homes. The fifth factor in the increased demand 
for nurses was the development of medical technique. 
Lastly, there had been greater efforts in recent years 
by hospital authorities to reduce the hours of nurses 
and this had also led to increased staffs. According 
to the report of the Athlone committee the 96-hour 
fortnight, apart from everything else, called for 
' @ 20 to 30 per cent. increase in establishment. Sir 
Francis estimated that another 8000 entrants a year 
were required—that is, 20,000 in all—apart from 
future expansion of needs. 


AND FOR THE FAILURE OF SUPPLY 


Dealing with possible additional sources of recruit- 
ment Sir Francis said that lowering the age of 
admission below 18 was in general deprecated by 
the Athlone committee. The second schools 
might produce a larger source of supply when condi- 
tions were improved, but not anything like the large 
number required. Enlistment of girls from elementary 
schools meant filling the gap between the leaving 
age of 15 and the ages of 18 or 19. The first hurdle 
which entrants had to leap was their acceptance at 
an approved training school and a test examination 
if they had not the school certificate. The second 
hurdle was the prelimi state examination which 
was to be divided into two parts; courses were to 
be arranged under the local authorities so that girls 
could take the first part (anatomy, physiology, and 
hygiene) before starting work in hospitals and thus 
to some extent fill the gap. The second part of the 
preliminary state examination was on the practice 
of nursing learned in the hospital wards. An attempt 
should be made to avoid giving rather wearying 
instruction to tired nurses after a hard day’s work. 
The third and more important hurdle was the final 
examination of which there had been much criticism. 
Some women who were very suited for nursing could 
not pass examinations. Many statements that 
had been made on conditions of the nursing service 
were exaggerated or quite unjustified ; great improve- 
ments had taken place in the last few years. There 


was clear evidence however that together with the 
poor financial prospects the long hours of work were 
the chief factor in the problem of recruiting. A 
96-hour fortnight would be a pretty heavy tax in 
itself, but it was the utmost improvement they 
could look for. That was exclusive of meals, but 
must include compulsory lectures. The nursing 
profession almost without exception was opposed to 
a limitation of hours by statute. It would be better 
to deal with the question by a system of public grants 
conditional on reasonable hours being worked by 
nurses, Off-duty periods and annual holidays ought 
also to be taken into account. Nursing was the 
only profession in which the principle of the maximum 
salary being more important than the minimum was 
ignored. The salaries of nurses in the higher grades, 
their position in regard to pensions, and in some 
places accommodation, required attention. If nurses 
were allowed to live out very careful regulations would 
have to be made so as not to interfere with the 
efficiency of their work. Unreasonable discipline 
and restrictions had a deplorable effect on recruiting. 
In conclusion Sir Francis acknowledged the debt 
which the country and the nursing profession owed 
to the General Nursing Council who, he said, had with 
admirable statesmanship formed the profession into 
a homogeneous whole in its early days of state 
recognition. The nursing profession were the 
inheritors of a great tradition. Too long their good- 
will had been traded upon, and it was the duty, desire, 
and determination of the nation to give them the 
conditions essential for their service under the 
changed conditions of today. 


HOURS AND PENSIONS 


Colonel PONSONBY, who seconded the resolution, 
said that he thought that those interested in the 
recruitment of nurses might emphasise too much the 
question of conditions. Recently when a lady of 
eminence in the nursing profession lectured to the 
girls of Roedean School, and spoke of the improve- 
ment of conditions, the girls told her that they wanted 
to know about patients and how to nurse them. 
If nurses’ hours were reduced to 96 per fortnight 
that change in the case of the London Hospital would 
necessitate 5 extra staff nurses, 10 fourth-year 
probationers on ward duty, and 90 other probationers. 
That would eventually mean 105 extra nurses to be 
added to a staff of 490. The cost, assuming that 
salaries and cost of food and maintenance remained 
as they were at present, would be about £11,500 
apart from the extra accommodation required. 
He pleaded for a system of interchangeability with 
regard to nurses’ pension rights. If the nursing 
service was to be national it was essential that the 
superannuation scheme should be national also. 
Something ought to be done in regard to the large 
number of assistant nurses who were not controlled 
in any way. Many of these assistant nurses were 
quite competent for hospital or domiciliary nursing, 
but others were completely untrained and unsuitable. 
As long as they were working under a matron in a 
hospital they might to some extent be supervised, 
but they were dangerous in private nursing. Some 
protection should be given to the state-registered 
nurses and the public, and a roll of assistant nurses 
pha two years’ training had been proposed to this 
end, 

Mr. FRANKEL, speaking as one who is partly 
responsible for the London County Council nursing 
service, said they had experienced no material short- 
age in probationers ; the real shortage was in trained 
staff. They found that after four years’ training 
many nurses left the service and they had to consider 
whether the conditions and salaries were good enough 
to retain them. It was a lamentable fact that after 
leaving the L.C.C. hospitals nurses might come back 
a few weeks later from the nursing agencies at four 
guineas a week. The London County Council were 
doing their best to solve the problems of their nursin 
service, and he believed that in some hospitals they h 
done so. They had removed many of the restrictions 
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on the freedom of the trained nurse. He was still 
in favour of residential service for nurses. The 
L.C.C. had anticipated the report of the Athlone 
committee. A year ago they introduced the prin- 
ciple of the 48-hour week or the 96-hour fortnight. 
This had involved considerable extra expense for 
which the council did not get one penny of grant. 
He hoped that the Government would help those 
local authorities who were trying to meet the difficulties 


associated with the provision of an adequate supply . 


of nurses, 
VIEWS OF THREE WOMEN MEMBERS 


Miss LLOYD GEORGE, who was one of the lay 
members of the Athlone committee, said that she 
hoped that the Government would not await the 
publication of the full report before they implemented 
some of the unanimous recommendations. Evidence 
submitted to the committee showed that conditions 
still existed in the hospitals which would not be 
tolerated in most occupations open to educated 
women, But though it was true that nineteenth- 
century restrictions deterred twentieth-century girls 
from joining the nursing profession she believed that 
on the whole these restrictions formed but a small 
part of the problem. The two principal factors were 
long hours and low salaries. She saw difficulties in 
the way of the proposal that the public grants which 
were to be given to hospitals towards the carrying 
out of certain reforms, especially the reduction of 
nurses’ hours, should be made conditional on such 
reforms being actually instituted. On the other hand, 
if the Ministry of Health had no coercive powers then 
the proposal was a dead letter. For that reason 
five members of the committee did not think it would 
be possible to reduce hours without legislation. She 
hoped that the Minister would set up as soon as possible 
a salaries committee representative of nurses and 
employers to negotiate standards of salaries. The 
necessary reforms could only be carried out by the 
hospitals with the assistance of public money, and 
this would involve a measure of public control. 

Mrs. TATE did not regard present conditions 
satisfactory, either from the point of view of the 
nurses or the patients. It was not only a question 
of the nursing codperations. In many nursing- 
homes the conditions were unhygienic and the 
patient had no guarantee that the nurse in charge 
was really trained and competent. She agreed with 
Miss Lloyd George that the proposal that grants 
should be made to hospitals to enable them to institute 
the 96-hour fortnight was a dangerous one. She 
did not see why grants should be given to voluntary 
hoses for this one thing only. 

She felt that it would not be possible in the future 
to maintain voluntary hospitals in this country, 
much as she regretted it from many points of view. 
A larger number of women would enter and remain 
in the nursing profession if there were better oppor- 
tunities and pay for them when they were trained. 
She regarded the suggestion that assistant nurses 
should be registered for general nursing as very 
detrimental to the nursing profession and to the general 
public. She did not think that they would improve 
the status of nurses by registering untrained women. 

Dr. EDITH SUMMERSKILL said she was surprised 
to hear Colonel Ponsonby say that they should not 
stress the conditions of nurses. Girls who did not 
want to hear about the conditions but only about the 
work were supernatural or took only an objective 
rather than a subjective interest in the life of nurses. 
One of the most important recommendations of the 
Athlone committee was that the nurses should be 
allowed to live out. The rule that nurses had to 
resign on marriage was a stupid waste of excellent 
material. There was some misapprehension on the 
question of assistant nurses; the object of the 
recommendation of the Athlone committee was to 
include such women, after they had had two years’ 
training, on a roll and she welcomed this recom- 
-mendation. Many of these women were without 
the intellectual equipment of those who could pass 
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state examinations but had kindliness, sympathy, 
and understanding. She hoped that the Minister 
of Health would be able to arrive at some amicable 
arrangement by which the two grades of nurses would 
be able to work together. She pressed the Minister 
to see that adequate protection was given to nurses 
in the event of the outbreak of war. i 


OTHER REPRESENTATIVE VIEWS 


Mr. LIDDALL said that the nursing problem would 
not be satisfactorily solved until there was a complete 
overhaul of existing machinery. Ridiculous examina- 
tion. tests should be abolished, probationers should 
be better paid, examination fees should be reduced 
and there should be less control of nurses’ dress when 
off-duty. 

Sir E. GRAHAM-LITTILE said he did not think that 
sufficient attention had been paid to the change 
which had taken place in the last 30 years in the whole 
aspect of the nursing profession. The education of 
the nurse had been more efficiently carried out in 
the voluntary hospitals than anywhere else. There 
had been great improvements in the housing and 
other amenities for nurses. In London during the 
last ten years more than £500,000 was spent by 
voluntary hospitals on buildings for nurses’ homes 
and £27,000 on equipment and large sums also in 
the provinces, Scotland and Ireland. Much harm . 
had been done to the recruitment of nurses by the 
fallacious statements sometimes. made about the 
under-payment of the nursing profession. The 
nurse probationer was taught her profession and all 
the time was paid quite reasonably. The voluntary 
hospitals were aggrieved because municipal hospitals 
paid far more money to probationers than the 
voluntary hospitals; but notwithstanding that 
fact there had been no dearth of applications at 
the voluntary hospitals. 

Mr. TOMKINSON said that conclusions could not 
be drawn from the experience of some voluntary 
hospitals. The general problem could only be 
solved by making it practicable for the child of the 
working man as well as for the secondary school- 
girl to enter the profession, 

Captain ELLISTON said that they had to recognise 
that recruiting for the nursing service had broken 
down. It was notorious that the hospitals were at 
their wits’ end to get applicants for vacant posts. 
Many senior nurses in our great hospitals were still 
less well paid than domestic servants. Adequate 
salaries should be paid, standard hours of employ- 
ment should be adopted, and nursing be made a 
pensionable service so that it offered opportunities 
comparable with the other occupations which now 
attracted educated women; also the increase of 
salaries and of staffs would mean expenditure which 
few hospitals could face, but the parents of proba- 
tioners might be quite willing to pay something towards 
the cost of training. If nursing was a national service 
surely the extra expenses should be a national charge. 
He could see no excuse for excluding local authorities 
from the grant offered to voluntary hospitals. The 
proposal for a roll of assistant nurses seemed to him 
an advantage to the women themselves and also a 
protection to the public. | 

Mr. EDE said those who had been engaged in the 
administration of municipal hospitals since the 
passing of the Local Government Act of 1929 knew 
how serious a problem the provision of a supply of 
nurses was. He hoped that measures would be taken 
to offer inducements to girls from working-class and 
lower middle-class families to train as nurses. The 
reforms advocated by the committee were of vital] 
urgency. 

Mr. BROOKE said that the South-Eastern Hospital 
for Children in his constituency had had to close 
two of its wards owing to the shortage of nurses. He 
hoped that the Athlone committee would obtain 
special evidence from children’s hospitals, which had 
some distinctive problems. The deliberate training 
and certifying of different grades of nurses seemed to 
him essential. He wished that the committee had 
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recommended the immediate abolition of the test 
examination, which was turning away girls who 
would make good nurses. He quoted from the 
report of THE LANCET Commission in regard to the 
bad effect of damping curiosity and initiative on the 
part of the nurse; this was still being done in 
some hospitals. The recommendation of that com- 
mission seven years ago on securing interchangeability 
of pensions had not yet been acted upon. The 
Minister might consider the desirability of appointing 
a standing committee on the supply and training of 
nurses if the nursing profession could not solve the 
difficulties unaided. $ 
Mr. AMMON said that more and more the nation 
was being pushed towards a state hospital service. 
In answer to a question he said that three-quarters 
of the L.C.C. hospitals had adopted the 96-hour 
fortnight. He hoped that the Minister would tell the 
House that the Government were prepared to go 
full-speed ahead in carrying out the recommendations 
of the committee’s report. Apart from the normal 
demands of hospital treatment they had to bear in 
mind the need of greater haste to provide for the 
possibility of a war emergency. . 


THE LANCET] 


THE MINISTER’S REPLY 


Mr. ELLIOT, Minister of Health, said that the 
Government did not intend deferring all action until 
the final report of the Athlone committee had been 
delivered. All the reports on the nursing profession 
had laid stress on its special value to the community, 
and had maintained that the nurse’s devotion to duty 
should be adequately rewarded not only by proper 
remuneration but by proper conditions of service. 

The Government accepted these general con- 
clusions. They recognised the high value of the 
nursing profession to the nation and the importance 
of the suggestions made. The demand for hospital 
accommodation was growing throughout the country 
and had not yet by any means reached the end of 
its growth. People were more ready, indeed more 
anxious, than they were to take advantage of hospital 
facilities. New services of many kinds were now 
finding their place in our hospitals and were rapidly 
developing. All this had increased the demand for 
nurses out of proportion to the actual increase of 
beds. Better service was being demanded and more 
specialised services were coming very rapidly into 
being—for example, orthopedics was of special 
importance. They were on the eve of a great 
development in the treatment of fractures: no 
service could be more useful to the nation than the 
rehabilitation of the injured and no service would 
require more specially skilled nursing attention. 
The shortage of nurses arose from the increased 
demand, and not from any falling off in the numbers 
of entrants to the profession. In England and 
Wales the numbers who entered for the final state 
examination rose from 5275 in 1927 to 9516 in 1937. 
In Scotland the increase was not so striking but the 
number of nurses registered in 1928 in that country 
was 800 and, in 1937, 1092. Roughly the number of 
entrants for the final examination in Great Britain 
had risen in ten years from 6000 to 10,000. The 
shortage was not primarily due to slackness, or to 
the drag of more and better-paid occupations. The 
increases, however, had not been great enough. 

Present methods of recruitment were ill-fitted to 
the educational system of the country. An unfor- 
tunate gap existed between the school-leaving age 
and the age of entry into hospital. The Board of 
Education and the Department of Education for 
Scotland were sympathetically considering how best 
to organise arrangements to provide the most pre- 
liminary training both for girls from elementary 
and secondary schools. The General Nursing Council 
had submitted a rule to him to enable a “ splitting ”’ 
of the examination to take place, and it was proposed 
to approve the rule. This “‘ splitting ” had already 
been effected in Scotland. The Athlone and the 
Alness committees differed on the propriety of 
establishing a roll of assistant nurses. On this matter 
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the Secretary of State for Scotland desired to gather 
opinion. In any case, if a roll of assistant nurses 
were determined on legislation would be necessary. 

Many of the accusations in regard to conditions of 
service were exaggerated, but there was still scope 
for improvement. But it- should be remembered that 
in spite of those conditions recruitment had increased 
over 50 per cent. in ten years. There was a great 
deal to be said on the credit side—for example, in 
the provision of new accommodation by both 
municipal and voluntary hospitals. The Government 
were prepared to accept the view expressed by the 
Athlone and Alness committees that the conditions of 
service of the nursing profession so far as they affected 
discipline, leave, and amenities, should be based 
“on the conception of a nurse as a reasonable adult 
anxious to live up to the high traditions of service 
for which the nursing profession in this country is 
justly famous.” A circular would be issued to local 
authorities on the numerous administrative recom- 
mendations. He proposed to ask the British Hos- 
pitals Association to issue a circular in similar terms 
to the voluntary hospitals. The question of establish- 
ing Whitley Council procedure for nurses was under 
consideration by the Ministry of Labour. The 
Government were giving very careful consideration 
to the financial recommendations and it would be 
possible to say more about this matter at a reasonably 
early date. l 


NURSING IN EMERGENCY 


He wished to speak on the effect on these matters 
of the danger of war. In round figures 200,000 
hospital beds would be available in the first 24 hours 
in the event of war. These were in existing hos- 
pitals for which nursing staff was for the most 
already provided. One hundred thousand additional 
beds were to be placed in existing hospitals, &c., for 
which staff was not at present provided, and in 
addition a block of 26,000 beds in hutted annexes 
had already been arranged. This was only a first 
step, but the total of beds in sight for which staff 
would have to be provided was already something 
like 120,000. At one nurse to three patients, the staff 
required for this programme alone was 40,000 nurses 
and nursing auxiliaries. Nurses and auxiliaries were 
also needed for first-aid posts, for helping the health 
visitors, for helping the district nurses, and for 
helping to look after those millions, children and 
others, who were being evacuated from the congested 
areas into the reception areas. 

They were therefore asking, for the nursing and 
nursing auxiliary services, for 100,000 volunteers 
from Britain, not only from the towns but from the 
country places. They wanted the big organised units 
of industry, such as the big shops and stores, to give 
facilities to their staffs for training. Local authorities 
had power to incur any reasonable expenditure on 
such training, and no expense need fall upon the 
recruit. The cost of training in hospital would be 
paid for by the Government. 

The national organisations through which training 
could be given were set out in the National Service 
Handbook. Names would be registered with the 
central and local emergency nursing committees. He 
appealed to retired trained nurses to continue to come 
forward and register. They had already a substantial 
recruitment, including some 11,000 St. John and 
St. Andrew’s and Red Cross enrolled and trained 
personnel; some 12,000 women had enrolled with 
the Central Emergency Committee, of whom 5000 
were fully trained nurses and some 7000 untrained 
enrolled through other organisations. These 7000 
young women were now beginning or carrying 
through their training (or in some cases had com- 
pleted it) and were working to a single unified scheme 
for qualification as nursing auxiliaries. But many 
more yet were required. He could assure Dr. Sum- 
merskill that the Government scheme for A.R.P. in 
connexion with hospitals applied to protection for 
the staffs as well as for the patients. 

Sir F. Fremantle withdrew his amendment. 
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Conscription 

In the House of Commons on Wednesday afternoon 
the Prime Minister stated the decision of the Govern- 
ment to introduce at once a bill to authorise the 
calling-up of any class or description of reserve and 
- auxiliary forces. Next week, he said, he proposed to 
introduce a Military Training Bill giving power to 
call up for military training men aged 20 and 21. 
These would receive six months’ training, after which 
they would join either the Territorial Army, for 
34 years, or the special reserve, Provision would be 
made for men to anticipate or postpone their calling-up 
for a specified period, and tribunals would be set up 
- to consider the exemption of conscientious objectors 
on condition that they undertook work of national 
importance. The gross number of men to be called 
up yearly, ignormg exemptions, would be 310,000. 
Mr. Chamberlain maintained that the introduction 
of these measures leaves the voluntary system as the 
basis of the three defence services, 


The Budget 


In the House of Commons on April 25 Sir JoHN 
Simon, Chancellor of the Exchequer, introduced his 
Budget. In the course of his speech he said that 
there was a troublesome question of long standing, 
to which he proposed to give a final quietus. It 
was that of the medicine stamp duties. These duties 
had a long history and the present law, which mainly 
dated back to 1812, had been described by a learned 
judge as a mass of confused and obsolete verbiage 
in which it was often difficult to decide which medi- 
cines were liable to duty and which were exempt. 
He might illustrate the archaic character of the 
legislation by quoting one of the exemptions which 
still applied on the statute book today. The exemp- 
tion from duty extended to all drugs named and 
contained in the book of rates subscribed with the 
name of Sir Harbottle Grimston, Baronet, mentioned 
and referred to in the Act of Tonnage and Poundage 
made in the twelfth year of the reign of King 
Charles II. These were rather archaic duties, there- 
fore, as he thought he had established. A select 
committee of the House of Commons exhaustively 
examined the subject and produced a new scheme 
in which the main test of liability of medicine for 
taxation would be whether it was advertised or 
recommended in some form or other; but that tax, 
as it seemed to him, did not serve to relieve from tax 
all medicines of healing value. Even with the exemp- 
tions which the select committee proposed, a large 
number of genuine medicines would be brought under 
taxation. He had received many representations 
as to the objections to which a tax on these lines 
would be open and it must be admitted that there 
would be real difficulties administratively. He had 
therefore reached the conclusion that the only satis- 
factory solution was to repeal the tax entirely, and he 
proposed to repeal the duty and the concomitant 
licence duty of 5s. payable by medicine vendors as 
from Sept. 2 next. He suggested that date because, 
firstly, the licence normally ran till Sept. 1, and it 
was desirable that the duty and licences should 
terminate on the same date; secondly it would 
give ample opportunity to the majority of the 
interests concerned to dispose of their stocks and 
adjust their prices to the new conditions. The cost 
would be £590,000 this year, and £770,000 in a 
full year. 

To balance the loss of revenue from the Medicine 
Stamp Duties he proposed to put an excise duty on 
photographic films and plates manufactured in the 
United Kingdom of 44d. per sq. ft. That would be 


the equivalent of about 2d. on the most popular | 


size of roll fim commonly used by amateur photo- 
graphers. X-ray films and dental films used for 
medical and scientific purposes would be exempt 
from any duty. 

' Dealing with the additional revenue to be raised, 
Sir J. Simon said that it was necessary to raise 
the revenue from about £918.000.000 to about 
£942,000,000. Borrowed money for. defence purposes 
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produced £380,000,000. Measures introduced in 
recent years to prevent tax avoidance had checked 
abuses to a considerable extent. Further devices 
however had been invented and fresh provisions 
would be introduced this year dealing with surtax 
and estate duty. These would be retrospective in 
effect. Income-tax would not be increased, from the 
present rate of 5s. 6d. in the £, to avoid any depressing 
effect on industry. The motor licence duty on 
private cars would be raised as from Jan. 1, 1940, 
to 25s. per horse power. The motor-cycle duty 
would be correspondingly raised. A surcharge would 
be imposed of a further 5 per cent. in the rates of 
surtax applying to all slices of income up to £8,000 
and a further 10 per cent. increase of rates in respect 
of all incomes in excess of a total income of £8000. 
These increases would mean that the peak rate of 
income-tax and surtax would be 14s. 6d. in the £. 
There would be a surcharge of 10 per cent. on existing 
duty on estates exceeding £50,000. The tobacco 
duty would be raised as from April 26 by 2s. per Ib. 
This increased the present rate of tax of 9s. 6d. per 
Ib. to 11s. 6d. per lb. The present duty of 9s. 4d. 
per cwt. on sugar.would be increased by 2s. 4d. per 
cwt.—i.e., by jd. per lb. The final Budget balance 
showed a revenue on the existing basis of £918,330,000 
and the revenue, after taking account of the new 
taxation, would be £942,600,000. With an estimated 
expenditure of £942,444,000 this meant an estimated 
surplus of £156,000. 


Control of Casualty Services 


In the House of Commons on April 24, when the 
Civil Defence Bill was considered in Committee, 
Dr. HADEN GUEST moved an amendment to leave 
out the subsection that permits the Lord Privy Seal 
to transfer any of the functions to another minister, 
Dr. Guest explained that his object was to secure 
unified control of the civil defence services. The 
present division of functions between the Lord Privy 
Seal, the Minister of Health, and the Minister of 
Transport led, he said, to a certain amount of 
disunity. Serious conflict was arising in the organisa- 
tion of the casualty services and it was vital that they 
should be codédrdinated. At present air-raid posts 
were under the Ministry of Health, stretcher bearers 
under the Lord Privy Seal, and ambulances under the 
Minister of Transport. It was the opinion of the 
medical officers of health of the metropolitan boroughs 
that under the present system of recruitment, train- 
ing, and conditions of service the efficient functioning 
of the casualty services either in peace or war was 
impracticable. It might be advisable to set up an 
advisory council or board, but it was essential that 
there should be unity of command. 

Sir J. ANDERSON, Lord Privy Seal, said the sub- 
section was necessary for two reasons: (1) to regu- 
larise what had already been done; and (2) to 
provide for future contingencies. He was now 
responsible for all matters of policy in connexion with 
civil defence, but if the work was to be done in a 
reasonable time the burden must be spread. In 
regard to casualty services, the bil] proposed to entrust 
the Minister of Health with the organisation of 
hospital services, and the responsibility for first-aid 
posts was to be transferred to the Minister of Health 
under this subsection. There had been a demand 
for the metropolitan boroughs that the responsibility 
for first-aid parties should be added also, but the 
Ministry of Health and his own department agreed 
that the first-aid parties should remain under his 
control. First-aid parties were street parties, and 


‘must be organised so that they could collaborate 


effectively with other street parties, police and fire 
brigades. The objection that divided responsi- 
bilities might constitute a grave obstacle to efficiency 
in emergency had always been kept in mind. It was 
essential to provide for an executive organisation that 
would function efficiently and promptly, with one 
effective chain of command from the Government to 
the smallest unit. That was the purpose of the 
regional organisation, The local authorities were 
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being urged to provide their part of that chain by 
the appointment of controllers and sub-controllers to 
work in association with small committees of the 
local authorities. 

Mr. GREENWOOD said he did not like this legis- 
lative device which would place the Minister in a 
position to order about other ministers. There 
should be an A.R.P. council of equal authority to the 
Air Council and the Army Council. The Lord Privy 
Seal should not be running this show with one or 
two charge hands and an office-boy or two. He 
should have with him a council of all the ministers 
concerned. Local authorities’ organisations should 
also be represented on the council, which would then 
be an authoritative body fitted to work out all the 
details of a scheme which could be rapidly and 
effectively put into operation.—After further debate 
the amendment was negatived. 


QUESTION TIME 
WEDNESDAY, APRIL 19 
Women Aliens as Hospital Nurses 


Mr. Broox# asked the Minister of Labour how many 
permits were issued to women aliens in 1936, 1937, and 
1938 respectively, to work or to train as hospital nurses 
in this country.—Mr. ERNrEst Brown replied: The 
numbers of permits issued during 1936, 1937, and 1938 
in respect of the employment and training of female aliens 
as nurses in hospitals were 87, 171, and 224 respectively. 
In addition favourable recommendations were made to the 
Home Office during 1936, 1937, and 1938 in respect of 
female aliens already in the United Kingdom who wished 
to enter hospital posts, the numbers being 44, 61, and 98 
respectively. 

THURSDAY, APRIL 20 
Supplies of Milk to Necessitous Children 
) in Lancashire 


Mr. Prtxmneton asked the Parliamentary Secretary to 
the Board of Education which Lancashire local authorities 
were supplying to school-children one pint of milk a day ; 
and also which authorities delivered the milk to the homes 
concerned during the holidays.—Mr. KENNETH LINDSAY 
replied : I understand that in the Lancashire county area 
and in Wigan the amount of free milk supplied to 
necessitous undernourished children who do not also 
receive free dinners is usually one pint a day. In the 
other Lancashire areas where free milk is given the usual 
amount is either one-third or two-thirds of a pint, though 
some children receive a pint a day. Where arrangements 
are made for the supply to be continued during the 
holidays the children attend centres where the milk is 
distributed ; so far as I am aware the milk is not in any 
case delivered by the local education authority to the homes 
of the children, but if a child is prevented by illness from 
attending the centre the parents can arrange for the milk 
to be taken to the child’s home. 

Mr. PruxrmetTon: Would it not be better to raise the 
amount of milk given in all cases to a pint, as a certain 
amount of distress is felt in those areas where the two 
systems are working side by side ?—Mr. Linpsay: We 
urge that at least two-thirds of a pint should be given, 
but it is up to the local education authorities. 


Fracture Clinics 


Sir ARNOLD Witson asked the Minister of Health what 
steps had been taken hitherto to give effect to the recom- 
mendations of the interim report on the rehabilitation of 
injured persons of February, 1937.—Mr. Bernays replied : 
The attention of local authorities was called to this report 
in Circular 1632 of June 3, 1937, and subsequent local 
developments of fracture clinics have had regard to the 
interim recommendations. 

Sir A. Witson: Has any action been taken ?—Mr. 
Brernays: I understand that about 12 hospitals, mainly 
voluntary hospitals, have already provided fracture clinics 
pending the publication of the report. 


Corporal Punishment in Prisons 


Sir SamuEL Hoare, Home Secretary, informed Mr. 
Benson that there were 5 cases of corporal punishment 


inflicted in H.M. prisons for offences against prison 
discipline in 1938—with the birch in 3 cases, and with the 
cat-o’-nine-tails in 2 cases. During 1938 the number of 
sentences of corporal punishment passed by the courts on 
persons over the age of 18 was 15, of which 14 were 
carried out, the remaining sentence having been remitted. 
The birch was used in 8 cases, and the cat-o’-nine-tails in 
6 cases. The offences were robbery with violence in 12 
cases and armed robbery in 3 cases. | 


Medical Expenses and Income-tax 


Mr. ROBERT Geson asked the Chancellor of the 
Exchequer whether, before finally deciding on his Budget 
proposals, he would consider favourably making permissible, 
for income-tax assessment, deductions in respect of 
medical expenses, nursing-home costs, and surgeon’s fees, 
which had been necessarily incurred to enable a wage- 
earner to continue earning an income from which income 
tax was leviable ; and if he had any statement to make on 
the subject.—Sir J. Sı{mon : I regret I cannot see my way 
to adopt the hon. member’s suggestion. 


TUESDAY, APRIL 25 
Vaccination as a Condition of Employment 


Squadron-Leader HuULBERT asked the Minister of 
Health if he was aware that vaccination had had fatal 
results in cases in which adolescents had been vaccinated 
for the first time to qualify for employment with an under- 
taking which, in the interests of public health, required 
its employees to have been vaccinated; and whether, 
having regard to the terms of the last paragraph of the 
circular issued by the Ministry on Aug. 19, 1929, he would 
introduce fresh legislation upon the matter.—Mr, BERNAYS 
replied : The answer to the first part of the question is in 
the affirmative. My department have drawn attention to 
the undesirability of primary vaccination during school 
age or adolescence both in annual reports and in the 
circular referred to. My right hon. friend is considering 
giving further guidance in the matter, but it is difficult 
to see how legislation would help. 


Shale-dust and Silicosis 


Mr. JAMES GRIFFITHS asked the Secretary for Mines 
if he was aware of the increase in the use of shale-dust for 
coal-dusting purposes; and whether, in view of the fact 
that shale-dust contained substantial percentages of free 
silica, and might be a cause of silicosis, he would take 
steps to prohibit its use for this purpose.—Mr. GEOFFREY 
Luoyp replied: I believe there has been some increase 
in the use of shale-dust due to the necessity to use for 
stone-dusting a dust which shall remain freely dispersible 
under the conditions of use. Iam advised that shale-dust 
has been very extensively used for stone-dusting for 
20 years and experience does not in any way suggest 
that its use is a cause of silicosis or that there is any need 
to prohibit its use. 


ROYAL NORTHERN GROUP OF HOSPITALS, LONDON. 
At the annual council of governors of this group of 


hospitals on April 20 Lord Bessborough, the chairman, 


stated that the report covered the eighty-third year of the 
hospital’s existence and, in that period, it had grown 
from a single room maintained at a cost of 12s. 6d. a week 
for a part-time nurse to the seventh largest hospital 
organisation in London. During the past year 145,910 
days of inpatient treatment had been given—an increase 
of 6400 days—and the outpatient attendances increased 
by nearly 19,000 to 394,705. The departments for the 
treatment of cancer and fractures had been brought up 
to date, but building operations had been temporarily 
suspended because of present circumstances. The provision 
of a home for the whole nursing staff would be undertaken 
as soon as possible at a cost of £75,000. The general main- 
tenance fund of the hospital had a deficit last year of 
£30,753 and the position had become so acute that the 
King Edward’s Hospital Fund for London had promised 
an emergency grant of £5000 if additional donations 
equalling that amount could be secured from other 
sources. 
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OBITUARY 


ALFRED CARLETON WILLIAMS 
M.R.C.S., D.P.H, 


AS an authority on mental deficiency, in its clinical 
as well as its administrative aspects, Dr. Carleton 
Williams was greatly valued by his colleagues at 
County Hall, and his death at 62 will also be widely 
regretted by teachers and others working in the 
special schools of the London County Council. He 
became a whole-time officer of the council in 1911 
and from 1912 onwards was closely associated with 
_ the late Dr. F. C. Shrubsall in the ascertainment and 
care of mental defectives. Few acts passed during 
this century have presented more difficulties to local 
authorities than the Mental Deficiency Act of 1913 
and the Education Act relating to mentally defective 
children passed in the following year. They placed 
on the medical profession the onerous task of deciding 
which persons are mentally defective, and in the 
metropolitan area Dr. Williams and Dr. Shrubsall 
were the two men on whose judgment of what consti- 
tutes mental defect the administration of these 
acts was based. Naturally the provinces looked to 
London for a lead, and they were not disappointed, 
The standards and criteria of mental deficiency which 
Shrubsall and Williams adopted after much careful 
experiment gained the general approval of medical 
officers, magistrates and others concerned with the 
administration of this branch of the mental-health 
services; and this was no small achievement in a 
field in which bias, suspicion, and propaganda warp 
the judgment of many well-meaning persons in the 
general community. Dr. Williams’s fellow-workers 
admired his diagnostic ability when confronted with 
abnormal physical conditions and the versatility of 
bis professional knowledge. 
knowledge proved an asset in the particular tasks he 
had to perform and with Shrubsall he was able to 
lay a sound foundation upon which others may build 
with confidence. He was however a man of retiring 
disposition, and only those intimately associated 
in his work knew how much reliance was placed on 
his cool judgment. He was always ready to share his 
knowledge and experience. As part of his duties he 
had for many years visited all the London prisons 
in connexion with the certification and disposal of 
patients from the L.C.C. area who might be dealt 
with under the Mental Deficiency Acts. ‘“ His 
courtly and courteous manner,” writes a member of 
the prison service, ‘‘endeared him to all and his 
practical outlook and friendly coöperation enhanced 
the value of his opinions,” Others who knew him 
speak of his honesty of mind, his modesty and his 
approachability, Although his physical powers were 
waning and for some time had caused much concern, 
his mental powers were unimpaired to the end. To 
suggestions that he should spare himself he offered 
a brave and smiling resistance, and he worked to the 
last. 


Dr. Williams was educated at King’s Colloge, 
London, where he was junior medical scholar, Warne- 
ford scholar and Sambrooke exhibitioner, qualifying 
in 1901. He married in 1925 Miss Florence Blakiston, 
one of the nursing sisters of the L.C.C.’s public-health 
department. Members of the medical profession 
conversant with Welsh national life will be interested 
to learn that Dr. Williams was a grandson of tbe 
Rev. John Jones, Talysarn, one of the greatest 
preachers of nineteenth-century Wales. He bore a 
strong physical resemblance to his grandfather, but 


Both the ability and the © 


the resemblance was even closer in their intellectual 
endowments and the disinterested service they both 
gave to their generation. 


FRANCIS ALEXANDER BARTON 
B.A, CAMB., M.R.C.S, 


Dr. Barton, who died at Romsley Hil Top, 
Worcestershire, on April 18, was a man of astonishingly 
varied interests. He was born at Dover in 1861, 
the son of Dr. F. E. Barton, and was educated at 
Harrow and Caius College, Cambridge, where only 
lack of weight lost him a rowing blue. He did his 
clinical work at St. George’s Hospital, and after 
qualifying in 1886 went into practice at Beckenham. 
There he spent most of his leisure in studying aero- 
nautics and in 1902 made an ascent in a balloon from 
Beckenham, coming down in the Channel. In 1905 
he designed an airship with controllable wings that 
made a short flight at Alexandra Palace, and soon 
afterwards he built the first hydroplane, He then 
experimented on the production of non-alcoholic 
wines in the South of France, but at the outbreak of 
the late war was again working with hydroplanes. 
During the war he returned to practice in Norwich, 
and in 1918 became deputy commissioner of medical 
services to the Ministry of Pensions for Berkshire and 
Cambridgeshire. He retired in 1925 and until three 
years ago lived at Alassio. Barton was a keen 
musician, and had composed several songs and 
waltzes. Last year he published his reminiscences, 
under the title “ Jack of All Trades,” 


ROBERT PERCIVAL LANGFORD-JONES 
M.B. LOND, 


TuE death of Dr. Langford-Jones at Whetstone on 
March 19 is felt by a wide circle, for he combined 
in unusual degree the qualities of family doctor and 
of medical statesman. The only son of a general 
practitioner at Bangor, he was trained at University 
College Hospital where he qualified in 1916 after 
holding a house appointment and then served as 
naval surgeon. After taking his London degree in 
1920 he joined a firm of practitioners at Finchley and 
was attached to the memorial hospital there, acting 
as chairman of its appeal committee. He was a 
valued member of the British Medical Association, 
representing his division at the Nottingham meeting 
of 1926 and the London meeting of 1930, after which 
he was elected chairman of the division. In 1928 he 
became a vice-president of the Medical Defence 
Union and later he was assistant secretary to Dr. Neal, 
on whose death he took over for a time the onus of the 
secretariat; but to the council’s regret he was 
unwilling to give up permanently the personal 
contacts of medical practice. During eighteen years 
of practice he had become a familiar figure in the 
district. 


SOCIETY FOR RELIEF OF WIDOWS AND ORPHANS OF 
MEDICAL MEN.—At a quarterly court of directors held on 
April 12, Mr. H. S. Barwell, senior vice-president, being in 
the chair, one new member was elected and a donation of 
£50 reported from the Bovril Medical Agency. The return 
of income-tax to the value of £1008 for the year ended 
April, 1939, was expected. The date of the annual general 
meeting was fixed for Wednesday, May 24. Membership 
of the society is open to any registered medical man who 
at the time of his election is resident within a 20-mile 
radius of Charing Cross. Particulars from the secretary 
at 11, Chandos Street, London, W.1. 
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University of Glasgow 
On April 22 the following degrees were conferred :— 


M.D.—Jane O. French and J. H. Hutchison ugh Sr honours) ; 
E. C. R. pA SA Thomas Fletcher and H Smith (with 
commendation) ; A. Ajose (in absentia), R . W. Carslaw, 

E aie and = B. te 


Briggs, rome Brown ie B. Brown 
Campbell, Elizabeth K. R. Davi can. Mi, R Dawson. William 


Gimont, 
ome K. Godfrey, Mary R. Gray, A . M. 
Green, J. L. 


. Mar ` B. 
‘0° Kane, Stella M. B. Perry, B 


Stephen, H.’S. Sweet. Wil een Tannock, 'P. 
J. S. Walters, Andrew "Wilson, and Randciph Wyllie. 


Bellahouston gold medals for eminent merit in M.D. 
theses were awarded to Dr. J. C. Dick, Dr. Tudor Jones, 
and Dr. W. T. W. Paxton. 


University of Aberdeen 


Applications are invited for A. W. Garden fellowships 
which are tenable for 3-5 years in any of the departments 
of the faculty of medicine in the university. Graduates 
of any British university are eligible, but preference will 
be given to medical graduates of the University of 
Aberdeen. Further particulars will be found in our 
advertisement columns. 


University of Manchester 


‘Applications are invited in our advertisement columns 
for a travelling scholarship in medicine and a scholarship 
in pathology from graduates of any university who have 
taken their full course of instruction in medicine and 
surgery at the University of Manchester and at the 
Manchester Royal Infirmary. 


Gresham College 


Four lectures on physic will be delivered at the college, 
Basinghall Street, London, E.C.2, by Dr. V. S. Hodson on 
May 2, 3, 4, and 5, at 6 P.M, He will speak on the human 
nervous system. ‘Admission is free to all. 


Ophthalmologists at Home 

Several things conspired to make the congress of the 
Ophthalmological Society (reported on another page) a 
social as well as a scientific event. In the first place Mr. 
Harrison Butler, the president, had carried his suggestion 
that the wives of members should be welcome at the 
annual dinner, and in the second place three kindred 
international meetings were being held in London at the 
same time and the U.K. society hospitably made the dinner 
the opportunity of meeting a number of delegates and their 
ladies. The result was a lively gathering which completely 
filled even the spacious dining-room of the Langham 
Hotel. In proposing The Society Mr. Butler praised 
famous men, beginning with those—Hulke, Nettleship, 
Henry Power—who had founded the society in 1880 on 
the base of the earlier Moorfields Club. The Bowman 
lecture, the idea of Gowers, had been given by such men 
as Critchett, Hughlings Jackson, Hutchinson, Argyll 
Robertson, and Waren Tay. Later on the society became 
affiliated with provincial societies of like character, main- 
taining its independent character. Mr. Hugh Lett, in 
responding to The Guests, recalled the names of three 
surgeons who had presided over both the society and the 
royal college—Hutchinson, Howse and Tweedy. 

Among the guests participating in the congress by 
invitation were Prof. H. Lauber (Warsaw), Dr. Harald 
Gjessing (Oslo), Prof. F. Terrien (Paris), Dr. René Onfray 
(Paris) and Dr. A. J. Bedell (Albany, N.Y.); delegates 
from the International Organisation against Trachoma, 
Dr. Wibaut, Dr. Park Lewis, Prof. E. de Grósz, and Dr. 
Harry Gradle; delegates from the International Asso- 
ciation for the Prevention of Blindness, Prof. von Szily, 
Dr. Bailliart, and Dr. Churchill; delegates from the 
International Ophthalmological Council, Prof. J. W. 
Nordenson (president), Dr. Ehlers (secretary), Dr. E. 
Pâüger (treasurer), Prof. Walther Léhlein, and Dr. A. 
Knapp. Prof. Karl Lindner (Vienna) was also present. 
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MEDICAL NEWS 


Hospital for Sick Children, Great Ormond Street 

For some time the skin clinic of this hospital has no 
longer been held on Wednesday mornings. As some 
patients continue to arrive at this time we have been 
asked to announce that the clinic is now held on oo s 
at 1.30 P.M. 


Postgraduate Course at Zürich 

A special postgraduate course in medicine and surge 
which will be given in English has been arranged by the 
medical faculty of the University of Zirich. It will be 
held from Aug. 20 to 26, and further information may be 
had from Prof. W. Loeffler, medical clinic, Kantonsspital, 
Zürich. 
Tuberculosis Demonstration 

On Saturday, June 3, at 3 P.M. at Papworth Hall, Cam- 
bridge, Dr. Walter Pagel will give a demonstration on the 
bactericidal power of the blood-serum and its significance 
in pulmonary tuberculosis. Those who wish to attend 
should communicate with Dr. Pagel at Papworth Hall. 


British Dental Association 

To mark the occasion of the annual meeting of this 
association in Newcastle-on-Tyne from July 31 to Aug. 4 
the University of Durham will confer the honorary degree of 
M.D.S. on Mrs. Lilian Lindsay, hon. librarian of the associa- 
tion, and Mr. A. T. Pitts, scientific editor of its journal. 


Ophthalmological Society of the United Kingdom 

The first award of the Treacher Collins prize of the 
value of £100 has been made by this society to Dr. T. 
Hewitson Brown (Edinburgh) for an essay on cerebro- 
spinal disease and its relation to the optic nerve. Essays 
by Dr. S. Nevin (King’s College Hospital) and Dr. N. S. 
Alcock (British Postgraduate Medical School) were highly: 
commended. 


British Postgraduate Medical School 


On Monday, May 1, Dr. H. E. Robertson, senior patho- 
logist at the Mayo clinic, will lecture at the school on 
residual lesions in the stomach. On Monday, May 165, 
Dr. R. C. Wingfield will give the first of six weekly lectures 
on pulmonary tuberculosis. On May 17, 24, and 31 
Prof. A. A. Miles will lecture on the isolation of bacterial 
antigens. All these lectures will be held at 4.30 p.m. 
Applications for tickets should be made to the dean of the 
school, Ducane Road, London, W.12. 


Tuberculosis in Industry 


In the course of an address to the Advisory Medical 
Committee of the Industrial Welfare Society on April 18 
last, Dr. Philip Ellman, after discussing pathogenic and 
non-pathogenic dusts, spoke of a technically satisfactory 
radiogram in the early diagnosis of pulmonary tuber- 
culosis. Among industrial workers in factories a chest 
radiogram would often reveal the definite presence of tuber- 
culous lung infiltration in the absence of symptoms and 
clinical signs. When tuberculosis was treated adequately 
at this particular stage the results obtained were 
striking, for the presence of physical signs frequently 
indicated considerable structural lung disease. Dr. 
Ellman did not wish to decry the value of the stethoscope 
but pleaded for equal facilities and consideration to be 
given to examination of industrial workers by the X-ray 
tube. As a preventive measure all large factories should 
have on their staff a medical officer with adequate facilities, 
including X-ray apparatus. This would, in the long 
run, prove to be a financial gain for all concerned for it 
would assist the discovery of early pulmonary lesions 
and the study of their pathogenesis. Interpretation 
of chest radiograms required at least as much experience 
as that needed for the stethoscope. Prof. E. L. Collis, 
who presided, said that every dust and every mixture of 
dusts must be studied separately. Meanwhile the key 
to tuberculosis in industry was that the disease is 
infectious ; hence some industries, like families, might 
become infected. In time gone by tailoring, printing, and 
shoe-making became infected. It took years of improved 
hygiene to eradicate such infections, but they were being 
reduced, and what held good for occupations held good for 
the community, 
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Postgraduate Courses in Tuberculosis 


Postgraduate courses will be held under the auspices 
of the Joint Tuberculosis Council at the Royal Chest 
Hospital, London, from May 15 to 17; and at the London 
Chest Hospital from May 18 to 20. A course in non- 
pulmonary tuberculosis will also be held from May 22 to 
26 at Heatherwood Hospital, Ascot, and at St. Mary 
Abbot’s Hospital, Kensington. Further information may 
be had from Dr. J. B. McDougall, hon. secretary of the 
council, Preston Hall, Nr. Maidstone, Kent. 


German Radiological Society 

The thirtieth congress of this society will be held at 
Stuttgart from May 24 to 27 under the presidency of Herr 
Hermann Behnken, Dr. Phil, and Dr. A. Reisner. Subjects 
for discussion will include : organisation of a university 
or hospital radiological service; mass radiography ; 
radiological investigation of the heart ; the effect of X rays 
on the cells; sterilisation through X rays. Further 
information may be had from Dr. Reisner, Herdweg 
74a, Stuttgart-N. 


King’s College Hospital 

The first meeting of the committee elected to carry out 
the wish of King’s College that a hospital should be 
attached to the medical school was held on May 13, 1839. 
A thanksgiving service to commemorate the centenary of 
this event is to be held in St. Paul’s Cathedral on Friday, 
May 12, at 5.30 p.m. The Duchess of Gloucester will 
attend as president of the hospital, and the address will 
be given by the Archbishop of Canterbury. Further 
information may be had from the house governor of the 
hospital, Denmark Hill, London, S.E.5. 


Empire Rheumatism Council 
The Duke of Gloucester presided over a meeting of this 
council held at the Mansion House, London, on April 26. 
He said that at a conservative estimate there were today 
over 1,000,000 adults and over 200,000 children in the 
United Kingdom suffering from rheumatism. Lord 
Horder, chairman of the council, emphasised the grave 
deficiency of means for applying treatment that existed 
in this country. Sir William Willcox, F.R.C.P., vice- 
chairman, said that the whole Empire was being asked 
to subscribe £500,000. It was estimated that this sum 
would be sufficient for the seven-years term of the cam- 
aign. London and the home counties had already secured 
£51,000 of the £150,000 they were being asked to find. 
Sir Joseph Burn and Mr. A. G. Timbrell Fisher, F.R.C.S., 
proposed a vote of thanks to the Duke of Gloucester. 


Appointments 


BEALL, DESMOND, Ph.D. Toronto, junior assistant in the depart- 
ment of pathology of the British Postgraduate Medical 
School, London. 

BouN, & E M.B. Lond., F.R.C.S., hon. assistant surgeon to the 
Royal Berkshire Hospital, Reading. 

Born, A.'M., M.B. Belf., resident assistant medical officer at 
Epsom County Hospital. 

BROOKES, THEODORA, R.C.S., resident assistant medical 
officer at the Moayhull Colony, Birmingham. 

BUCKLE, BaRBARA B., M.B. Birm., resident assistant medical 
otticer at the Monyhull Colony, Birmingham. 

DOWLING, HEATHER, M.B. Sydney, D.M.R. E., radiotherapeutist 
at the Royal Infirmary, Leicester. 

FLoop, J. C., N.U.1., visiting surgeon to the Charitable 
Infirmary, Tenia Street Hospital, Dublin. 

GILMOUR, WILLIAM, M.D. Glasg., D.P.H., medical officer of 
health for Hamilton. 

HALER, DAvip, M.B. Lond., D.C.P., hon. pathologist to the 
East End Maternity Hospital, London. 

McGAVIN, DONALD, M.Chir. Camb., F.R.C.S., hon. assistant 
surgeon to the Royal Infirmary, Leicester. 

MAGILL, H. G., M.B. Belf., assistant medical otficer at Cheshire 
County Mental Hospital, Parkside. 

MILNE, CAROLINE, M.R.C.S., resident house physician at the 
Invalid snd Crippled Children’s Hospital, London. 

WALKER AITKIN, M.B. Camb., F.R.C.S., hon. surgeon to 

the Ae oa Berkshire Hospital, Reading. 

London County Council.—Tho following appointments are 
announced. A.M.O. (I) or (II) = assistant medical officer 
(class I) or (class II) :— 

WHEELER, F. E., F.R.C.S., A.M.O. (I), Dulwich ; 
CAMPBELL, W. S., M.B. Belf., F.R.C.S., L.M., A.M.O. (I), 
St. Mary Abbots: 


KANAAR, A. C., M.B. Lond., M.R.C.P., F.R.C.S.E., A.M.O. (I), 
St. Pler 
SxıTa, S. M., M.B. N.Z., A.M.O. (I), St. Andrew’s ; 


BLOOM, Ross, M.B. Lond., A.M.O. (ID), St. Andrew’s ; : 


APPOINTMENTS.—VACANCIES 
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POBERTHON ANNE C., M.B. Belf., D.P.H., A.M.O. (II), 
es’ ; 

ANDERSON; B. H., M.B. Melb., ois (i), St. Giles’ ; 
Raer, F. S., M.B. Aberd., A.M.O. (II), St. Mary, Islington ; 
Boyp, FRANCIS, M.B. Belf., ‘AMO. GD, a Mary, Islington ; 
SOLLEY, RUPERT, M.B. Camb., A.M.O. (II), S t. Stephen’s ; 
Rupp,T.N M.D. rond. M.R.C.P. ,A.M.O. (1), Western j and 


CLARKE, Nora H. , M.B. Lond., A.M.O. (II), S t. Mary, 
Islington 


Examining Surgeons under the Factories Act, 1937: Dr. C. S. 
HEMMINGS (Bishops Waltham District, Southampton): 
Dr. E. V. LAMBERT (Uxbridge District, Middlesex). 


V acancies 


For further information refer to the advertisement columns 


Aberdeen University.—A. W. Garden Fellowships, each £200. 

Altrincham General Hosp.—Sen. and jun. H.S.’s, at rate of £150 
and £120 respectively. 

Ashton-under-Lyne District Infirmary.—H.S., at rate of £150. 

Batiersea General Hosp., Battersea Park, ’'S.W.11.—Cas. O., 
at rate of £60. 

Belfast, Queen’s University.—Five Musgrave studentships, 
each £200. 

Birmingham, St. Chad’s Hosp.—H.S., at rate of £150. 

Birmingham, Selly Oak Hosn.—Jun. M.O.’ 8, es at rate of £200. 

Birmingham General Hosp.—Res. surg. O., £180. 

Birmingham and Midland Eye Hosp. —Res. pote O., £200. 

Bodmin, Cornwall County Mental Hosp.—Med. Supt., £1000. 

Rollon, Rorough [solution Hasn.— Res. al M.O., 450. 

Burnley County Borough.—Asst. M.O.H., £600. 

Bury County Borough.—Asst. M.O.H. oo. 

Camberwell House Mental Hosp., S.E. 5.—Second asst. M.O., £350. 

Cardiff, King Edward VII Welsh National Memorial Association. 
Asst. res. M.O. for North Wales Sanatorium, £200. 

Cardiff Royal Infirmary.—Radium registrar, £400. 

Central London Throat, Nose, and Ear Hosp., Gray’s Inn Road, 
W.C.1.—Two asst. surgeons. 

a a fag College.—Professor of physiology and registrar, 


Chichester, Graylingwell Hosp.— Deputy med. supt., £700. 

Croydon General Hosp.—Hon. asst. to surgeon in charge of the 
urological and proctological dept. Also two hon. asst. 
surgeons. 

Dudley, Guest Hosp.—H.8., £150. 

Epsom and Ewell Borough. —Temp. asst. M.O., £500. 

Mee: Borough.—Temp. asst. M.O. for air- -raid precautions, 


Glasgow Royal Infirmary.—Radiologist for X-ray departments. 

Gloucester, Barnwood House Hosp. for Mental and Nervous 
Disorders.—Second asst. M.O., £450 

Golden Square Throat, Nose and Ear Hosp., W.1.—H.S., £100. 

Hosp. for Sick Children, Great Ormond Street, W.C.1 —Res. med. 
asst. and clin. pathologist, £125. 

Hosp. for Women, Soho Square, W.1.—Res. M.O., at rate of £100. 

Iray, Basrah Port Directorate.—Asst. port ” health officer, 
70 dinars a month. 

King Edward Memorial Hosp., Ealing, W.13.—Cas. O. and 
H.S., at rate of £150. 

King’s College Hosp., Denmark Hill, S.E.5.—Asst. physician to 

- @Qiabetic dept. 

Lancashire County Council.—Asst. county M.O., £800. Also 
sun a .S. at Biddulpb Grange Orthopredic Hosp., at rate 
o 

Lancaster, Royal oori Institution for the Feeble-minded.—Res. 
jun. asst. M. O. , £375. 

Leamington Spa, Warneford General Hosp. —Sen.res.surg.O., £200. 

Leicester Royal Infirmary. —Res. radiologist, at rate of £200. 

maaan Joint Board forthe Mentally Defective—Asst. M.O., 


Liverpool Eye, Ear, and Throat Infirmary.—Hon. asst. aural 
surgeon and laryngologist. 

Liverpool University.—Chair of Surgery 

Liverpool University and Maternity Hosp. —Res. obstet. asst. 
and tutor, £250. 

London County Council.—Asst. M.O. (class I), £350. Also asst. 
M.O.’s (class II), each £250. 

London Jewish Hosp., Stepney Green, E.1.—Res. M.O. and H.P., 
at rate of £150. Also H.S. and cas. O., each at rate of £100. 

PLON NET, County Mental Hosp., Prestwich.—Locum tenens 

7 guineas per week. 

Mijhenesen Monsall Hosp. for Infectious Diseases.—Jun. res. 
asst. M. O., at rate of £250. 

Manchester, Withington Hosp.—Deputy med. supt., £600. 

Manchester Ciy Education Committee.—School M.O.. £1000. 

Manchester Royal Infirmary, d&c.—Dickinson scholarships, 
£300 and £75. 

Middlesex County Council.—Asst. M.O. for public health and 
school medical dept., £600. Also asst. M.O. for Redhill 
County Hosp., £100. 

Mildmay Mission "Hosp., Austin Street, Bethnal Green, E.2.— 
Med. supt., £450). 

National Temperance Hosp., Hampstead Road, N.W.—HS., at 
rate of £100. 

Newcastle-upon-Tyne, King’s College.—Asst. bacteriologist in 
public health laboratory, £400. 

Neuton-le-IVillows and Golborne Urban Districts.—M.O., £800. 

Nottingham, ne Cheney Hosp.—Locum tenens M.O., 7 guineas 
per wee 

Nottingham General Hosp.—Res. cas. O., at rate of £150. 

Oxford, Warneford Hosp. for Mental Disorders.—Locum tenens, 
7 guineas per week. 

Paisley, Renfrew District Asylum, Dykebar.—Med. supt., £900. 

Portsmouth and Southern Counties Eye and Ear Hosp.—H. S., £150. 

Prince of Wales’s General Hosp., N.15.—Hon. otticer to speech- 
therapy and lip-reading dept. Also hon. dental surgeon. 
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Putney Hosp., Lower Common, S.W.15.—Res. M.O., £150. 

Oen Charlotte’s Maternity Hosp., Marylebone Road, N.W.1.— 
Res. anæsthetist, at fate of £100. Res. anesthetist and 
ainia a M.O., at rate of £90 and asst. res. M.O., at 
rate o 

ae Surrey. Royal Earlswood Institution.—Jun. asst. M.O., 


ARRONT FA Grove Road Institution.—Res. asst. M.O., at 

rate o ; 

Rotherham County Borough.—Sen. school M.O. and deputy 
M.O.H., £750 


Rotherham Voluntary General Hosp.—Secretary superintendent. 

Royal Air Force.—Commissions. 

Royal Cancer Hosp., Fulham Road, S.W.3.—Surg. reg., £150. 
Also H.S., at rate of £100. 

Royal London ‘Opht halmic Hosp., City Road, E.C.1.—Pathologist 
and curator, £650. Also two outpatient officers, each £150. 

Royal Naval Medical Service.—M.O.’s 

Royal Northern Hosp., Holloway, N.7. * Consulting physicist. 

Ryde, Royal Isle of Wight County Hosp.—H.P., £130. 

St. Paul’s Hosp. for Urological and Skin Diseases, Endell Street, 
W.C.2.— , at rate of £100. 

Rete County Council. TEIT county M.O.H. &c., £700. 

Also asst. M.O.H., &c., £600. 
Shemeld Children’s Hosn. at y S., at rate of £100. 
Sto pone City Education ‘Committee.—Asst. school M. O., 


Wesi P on Hosp., Hammersmith, W.6.—Children’s outpatient 
M.O., at rate of £150. 
West Sussex oe Council.— Res. med. supt. and asst. county 


£70 
Westminster H osp., Broad Sanctuary, S.W.1—Chief asst. and 
registrar to electrical and irradiation unit, £250. Also Part- 
time chief asst. and registrar to radiological department, 


£150. 
Medical Diary 


May 1 to May 6 


SOCIETIES 


seer SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
UESDAY. 

Orthopedics. 4.30 P.M., Mr. C. Lambrinudi: oS 
Arthrodesis of the Hip for Old Dislocation. 

Seddon: (3) Extensive Ulceration of Skin Over Sheid 
f? Tuberculous ? Streptococcal. (4) Plexiform Neuroma of 
the Upper Limb. . J. A. Cholmeley : (5) Osteo-chondro- 
dystrophy. Mr. K. I. Nissen: (6) Osteogenic Sarcoma, of 
the Humerus treated by Irradiation. Mr. F. P. Fitzgerald : 
(7-9) Fracture of the Head of the Radius treated by 
Manipulation. 5.30 P.M., annual general meeting. 

WEDNESDAY. 

History of Medicine. 

Dr. ayon : T 
Medieval Pregnancy Tests. 
FRIDAY. 

Otology. 9.30 A.M., cases. 10.30 A.M. annuel general 
meeting. Mr. Terence Cawthorne and ‘Dr. C. M. Hinds 
Howell: The Otologist’s Part in the Investigation of Brain 
Lesions. Dr. T. O. Howie will also speak. 

Laryngology. 4 P.M., cases. 5 P.M., annual general meet- 
ing. Mr. Walter Howarth and Mr. E. D. D. Davis: 
Complications of Intranasal Surgery. 

Anæsthetics. 8.30 P.M., annual general meeting. 

WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY.—8.30 P.M. (De Vere Hotel, Kensington, W.8), 
Prof. Henry Cohen: Some Recent Advances in Medicine, 
BIOCHEMICAL SOCIETY. 
SATURDAY.—2. a P. m (aopa ment of biochemistry, University 
of Oxford), A Bottom To ; o and F . À. 
Walker: aaeoa of Pro onged Hyp 
Lactating Ruminant by oma nooun plantation of 
Adrenalin Tablets. D. E. Green, J. G. Dewan, and H. 
Corran: Relation of the Xanthine-aldehyde ‘Oxidase to 
a Milk and Liver Flavoprotein. C. Long and R. A. Peters: 
Metabolism of a-ketobutyric Acid y Pigeon Brain. 
I. Banga, S. Ochoa, and R. A. Peters: Pyruvate Oxidation 
i R. A. Peters and R. J. Rossiter : Thyroid and 
Vitamin 'B,. . M. Sinclair: Estimation of Vitamin B, in 
Cerebrospinal Fluid. . J. Harris : Vitamin-B, Complex, 
Part IX. Nicotinic Acid asa Dietary Essential for Pigeons 
- and Guineapigs. L. J. Harris: Vitamin-B, Deficiency and 
Bradycardia in Pigeons and Kittens. Y. L. Yang and 
J. Harris: Estimation of Vitamin B, in Urine by the 
Thiochrome Test. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 

TUESDAY.—5 P.M. (University College, Gower Street, W.C.1), 
Prof. E. J. Bigwood (Brussels): Chemical Reactions 
between Proteins a: and Electrolytes. 

TAVISTOCK CLINIC, Malet Place, W.C.1. 

MONDAY.—6 P.M., Dr. Emanucl Miller: Relations of Neuro- 
logy to Psychology. 

WEDNESDAY.—3 P.M., Dr. Cedric Shaw : The Allergic Diseases. 
4.30 P.M., Dr. H. Grichton-Miller : Insomnia. 

THURSDAY.—6_ P. M., Dr. Curt Boenheim : Psychological 
Charactoristics of the Early School-child. 


NST Ure OF PSYCHO-ANALYSIS, 96, Gloucester Place, 
The Individual 


. annual general meeting. 
E gyptian, Hippocratic, and 


ypergiycæomia in the 


TUESDAY.—8.30 P.M., Dr. John Rickman: 
and the Group. 


MEDICAL DIARY.—BIRTHS, MARRIAGES AND DEATHS 
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i TO TORADUATE MEDICAL SCHOOL, Ducane 
oa 

TUESDAY.—4. Zro P.M., Dr. C. M. Hinds Howell: Syphilis 
of the Nervous System. 

WEDNESDAY.—NOON, clinical and pathological conference 
(medical). 2 P.M., ’Dr. T. H. Belt : The Special Pathology 

of the Lung. 3 P. M., Clinical and pathological conference 
(surgical). 4.30 P.M., ’ Prof. J. McIntosh: Cancer. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Mr. Wilfred Shaw : Neoplasms 
of the Ovary, including Endometriosis. 

FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and ° gynecology). 2.30 P.M., Mr. Cecil Joll: 
Toxic Goitre. 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gyneecological clinics and 
operations. 

ST. MARY’S HOSPITAL, W.2. 

TUESDAY.—5 P.M. (institute of pathology and research), 
Dr. Wilson Smith: The Prevention and Control of Virus 
Diseases. 

ST. GEORGE’S HOSPITAL, S.W.1 

THURSDAY.—5 P.M., Dr. tea nony Feiling: neurological 
demonstration. 

HORTTTAL FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. R. S. Frew : Birth Readjustment and 
its Gree 3P. M., Dr. W. W. Payne : : Acidosis and Ketosis 
in 

Outpatient olinics daily at 10 a.M. and ward visits at 2 P.M. 


PONTOT, SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


MONDAY.—5 P.M., Dr. H. MacCormac: Lichen Planus. 

TUESDAY.—5 P. M., Dr. H. Corsi: Diseases of the Nails. 

THURSDAY.—5 P.M., Dr. J H. MacLeod: Ringworm 
Infections. 

FRIDAY.—5 P.M., Dr. Hugh Gordon: 
the Face 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOOIATION, 1, Wimpole Street, W.1. 

MONDAY to SaTuURDAY.—S?T. JOHN’S HOSPITAL, 5, Lisle 

Street, W.C.2, afternoon course in dermatology. (Open 

to non-members.)—MaUDSLEY HOSPITAL, Denmark Hill, 

.E.5, afternoon course in psy chological medicine.— 

BROMPTON HosPITAL, S.W.3, Tues. and Fri., 5.15. PM., 

M.R.C.P. course in chest diseases.—MEDICAL SOCIETY 

oF LONDON, 11, Chandos Street, W.1, Mon., Wed., and 

Fri., 5.15 P.M., primary F.R.C.S. phy siology course. 


MAN CHESTER ROYAL INFIRMARY. 


Acute Dermatitis of 


FRIDAY.—4.15 P.M., Dr. Fergus Ferguson: neurological 
cases. 
Births, Marriages and Deaths 


BIRTHS 


ALcocK.—On April 19, at Fawley Green, Henley-on-Thames | 
the wife of Dr. N. S. Alcock—a son. 

CALVERT.—On April 22, ‘the wife of Dr. E. G. B. Calvert, of 
Harley Street, W. 1—a, daughter. 

FINNIGAN.—On April 13 al Hong Kong, the mae of Surgeon 
Commander (D) O. rte Baas R.N.—a 8 

Kerr.—On April 25, at Cleveland Gardens, W. 2, the wife 
of Dr. Eric J. Kerr, of Worthing— 

PAKENHAM-WALSH.—On April 23, the wife. of Dr. R. Pakenham- 
Walsh, of Lancaster—a son 

Scorr.—On April 21, at Speen, Newbury, the wife of Dr. T. G. 


Scott—a son. 
MARRIAGES 


GUNNERY—PEARSON.—On April 15, at St. Jude’s, Kensington, 
Oswald Gunnery, M.R.C.S., to Hazel Hilda Pearson. 
OLIVER—MoNEm.—On April 22, at Christ Church, to Ntl 
wia. Allen Oliver, M.D. ’Lond., M.R.C.P., riel 
cNel 


DEATHS 


BarTon.—On April 18, at Romsley Hill Top, Worcestershire, 
Francis Alexander "Barton, B.A. Camb., M.R.C.S., aged 78. 


CoRNER.—On April 23, Frank Corner, M. R.CS. ,J.P., of Blomfield 
Road, W.9, aged 77. 

CHOY: —30n, April 25, at eo Moari Sarress Lieut.-Colonel 

CROLY, i F.R.C I.M.S. (retd.). 

HUNI. ao. April 19, Banoa T Fie Sioa. "M.D. Dubl., of 
Drogheda, aged 59. 

MacDONALD.—On April24, Norman James Macdonald, M.R.C.3. 5 

Doe or of Osteopathy Kirksville, of Wimpole Street, W.1, 


aged 44. 

REES. elit ses April 24, at Bognor Regis, Maja Griffith Henry 
Rees, M.B. Lond., R.A.M.C. (retd. ), aged 58 

Ross.—On April 17, at Mevagissey, Cornwall, Andrew T aylor 

oss, M.D. Glasg. , F.R.C.S. E., late of Leigh, Lancs, aged 59. 

SEATON. On April 24, in Lecds, Douglas Seaton, M.B. Manc. - 
age 

STEPHEN.—On April 18, in London, Surgeon Commander Harry 
Forrest Stephen, M.B. Aberd., "RN. (retd.), aged 47. 

SUTHERLAND.—On April 18, at Belhaven anbar Lt.-Col. 
David Sutherland, C.I.E., M.D. Edin., F.R.C.P., I.M.S. (retd.) 

WILLIAMS.—On April 19, Alfred Carleton Williams, M.R.CS., 
D.P.H., of Croydon, aged 62. 

Wutson.—On April 21, at Bridge, noar Canterbury, Arthur 
Thomas Wilson, M.B. Dubl., aged 67. 


N.B.—A fee of 71s. Gd. is charged for the insertion of Notices of 
Births, Aflarriages and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


DEFICIENCY DISEASES IN KASHMIR 
By D. ©. Witson, M.R.C.P., M.C.0.G., D.P.H. 


LATE MEDIOAL OFFICER, WOMEN’S MEDIOAL SERVICE, INDIA 


A COMPARATIVE dietary survey has recently been 
carried out and clinical examinations of children have 
been made among various Indian communities, 
The results of the dietary survey and the statistical 
analysis of the clinical material will be published in 
full elsewhere. Kashmir State, however, by reason 
of its geographical position and physical features, 
provides special localised conditions which affect the 
health of its communities, The deficiency diseases 
occurring there form the subject of the present 
communication. 

Situated to the north of British India, the 
state of Kashmir consists of a central fertile plain 
watered by a system of rivers, lakes, and canals, 
surrounded by valleys in which mountain streams 
provide water for agriculture. This irrigated area is 
bounded by foothills which constitute the dry or 
unirrigated tracts of Kashmir, and the country is 
cut off by high mountain ranges from British India 
and central Asian states. There are no railways, 
but roads and tracks lead in to the country over 
passes, some of which rise to heights of over 9000 feet. 
The country experiences a severe winter, and the 
inhabitants often exhibit great hardiness. 


DIET 


The dietary habits of the people in Kashmir may 
be briefly summarised as follows :— 

Irrigated areas.—The diet of communities inhabiting 
the Vale of Kashmir consists mainly of rice and 
vegetables, the latter being used fresh in summer 
but dried for winter consumption. The people also 
eat pulses. Vegetable oils are used for cooking. 
There are certain modifications of diet among the 
followers of the two chief religious sects. Kashmiri 
Hindus are usually town dwellers. They drink a 
considerable amount of tea with sugar but without 
milk, and with very few exceptions they abstain 
from eating flesh. Kashmiri Moslems include meat 
in their dietary but usually can afford only a very 
small amount. They drink their tea with milk and 
with it use salt instead of sugar. Villagers are mostly 
Moslems. They obtain more milk and vegetables 
than do town dwellers of the same economic status. 
Kashmiri Moslems of one special class pass most of 
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Fia. 1—Height-curves of Kashmiri, English, and South 
Indian boys. 


their lives on the wooden craft plying along the 
rivers, canals, and lakes. They eat a considerable 
amount of fresh vegetables besides some fish, and 
they are noted for their freedom from disease. Since 
but little shelter is obtainable on their primitive 
boats, even in winter all members of the family live 
an active outdoor life. 

Dry tracts.—Dietary habits are necessarily modified 
in the unirrigated foothills and in the scattered hamlets 
situated at high altitudes, for it is only possible to 
grow small amounts of rice. When this is consumed 
the families depend for the remaining part of the 
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Fia. 2—Height-curves of Kashmiri and English girls. 


year on other cereals, possibly wheat or millet, but 
usually maize. Few vegetables are grown, but wild 
fruits and berries may be gathered. People in towns 
often find it more convenient to buy milled rice in 
the bazaars, but in the country districts home- 
pounded rice is still much used. The use of milled 
rice is, however, spreading in rural areas. Mill- 
owners are willing to fetch rice from the homesteads, 
mill it, and return it free of charge, provided they 
are allowed to keep the bran. The rice is usually not 
highly polished. Fermented rice-water is sometimes 
eaten together with the rice when vegetables are 
scarce. 


PHYSIQUE AND HEALTH 


School-children.—Clinical examinations and physical 
measurements of 406 school-children were made. 
The method used was essentially the same as that 
previously described (Wilson, Widdowson, and Wait 
1937), and all the children were examined by the 
same observer. Height and weight were measured, 
and the results are shown graphically in figs. 1 to 4, 
together with corresponding measurements for South 
Indian children (Aykroyd and Rajogopal 1936) and 
for English elementary school-children (Board of 
Education 1927), Kashmiri girls tend to be shorter 
and lighter than English girls of the same age, but in 
the case of the boys there is little or no difference. 
The Kashmiri boys are heavier than boys from South 
Indian towns. 


Dental examinations of the children included records 
of the number of teeth present in the mouth at the 
time of examination and the number noted by 
naked-eye inspection to be carious. The regularity 
of the front teeth was also observed, and the antero- 
posterior occlusion was classified as normal or pre- 
normal and post-normal. A summary of the results 
is given in the table. They will be fully discussed in 
the detailed report. The most noticeable feature is 
the low incidence of caries. 
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A tenth of the children examined showed evidences 
of phrynoderma or toad-skin, the follicular hyper- 
keratosis of the skin described and named by Nicholls 
(1933). The name has since been adopted by other 
writers (Loewenthal 1935a and 1935b, Aykroyd and 
Rajagopal 1936). 

Three per cent. of the children were found to have 
angular stomatitis—i.e., stomatitis of the lips and 
angles of the mouth described by Nicholls (1933), 
Williams (1933), Landor and Pallister (1935), and 
Aykroyd and Krishnan (1936) as a sign of mal- 
nutrition. 

Only 2 of the 406 children had Bitot’s spots, the 
conjunctival lesions, first mentioned by Bitot (1863), 
that look like spots of foam or whitewash on the 


EXAMINATION OF THE TEETH OF 406 CHILDREN 


Percentage of Percentage of 


Por- children with children showing 
Age Number | cent front teeth occlusion 
in of of tee h ——— 
years children ep ani -e 
Regular | Irregular OF or pre noraal 
DEET 9-3 0 100 0 
6 81 3-7 28 99 1 
T 65 3-4 38 100 0 
5 37 2°6 30 97 3 
y 36 3-8 19 100 0 
10 37 3-0 27 100 0 
11 48 2-1 23 96 4 
12 50 2°8 10 96 4 
13 36 2-0 6 100 0 
14 34 1-0 23 100 0 


bulbar conjunctiva, most often to the outer side of 
the cornea, Wright (1931) and Aykroyd and Krishnan 
(1936) record its incidence among ill-nourished peoples 
in. South India. 

Two per cent. of the children had rickets. In 
assessing its incidence the lesser degrees—e.g., 
enlarged epiphyses—were taken into account (Wilson 
1931). 

Adults. —Other deficiency diseases and diseases 
often associated with malnutrition found among the 
adult population include adolescent (late) rickets and 
adult rickets (osteomalacia). Both these syndromes 
(evidence of deficiency of food or of sunshine) have 
previously been met with in North India and 
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described (Wilson 1931). In Kashmir osteomalacia 
was found among those Hindu and Moslem women 
who were poor and yet observed seclusion. Better- 
class Kashmiri women can enjoy sunshine in the 
privacy of courtyards or on the open upper stories 
of their houses. Apart from the bone pains experi- 
enced when the disease is active, the deformed pelvis 
of osteomalacia leads to much difficulty in childbirth, 

Beriberi has been diagnosed among village women 
who had come to live in towns and had given up the 
use of home-pounded rice. 


An interesting collection of cases of pilama has 
been observed at the mission hospitals at Srinagar. 
The patients are chiefly Moslem agriculturists and 
herdsmen inhabiting 
unirrigated tracts. 
Fig. 5 shows a typical 
case. He was a Moslem 
agriculturist aged 26. 

He came from a village 
in the dry zone, where 
irrigation is limited and 
little cereal except 
yellow maize is grown. 
After the harvest the | 
villagers eat first what 
other cereals have been 
obtained, and then until 
the next autumn’s har- 
vest they depend on 
maize. 


This patient had been 
ill for five years, with 
remissions. He com- 
plained of burning and 
itching of neck, chest, 
arms, and legs, together 
with unsteadiness in 
walking and inability 
to open his eyes. His 
mental condition was 
confused. There were 
pigmentation and des- 
quamation of the skin 
over those areas of 
the body which his 
single loose garment 
had left exposed. 
Bilateral ptosis was 
present, the tongue had 
a red edge, the deep 
reflexes were exag- 
gerated, ankle-clonus 
was present, and the 
gait was spastic, 


Fia. 5—A case of pellagra in 
a Kashmiri adult. 
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Leprosy is constantly being carried down the passes 
from central Asia and spreads among the poorer 
villagers. 

Night-blindness and scurvy are occasional com- 
plaints at the outpatient departments of hospitals. 
Stone in the bladder, which is not uncommon among 
wheat-eating communities in India (McCarrison 1931), 
appears to be uncommon in Kashmir. 


SUMMARY 


(1) A brief account is given of the geographical 
and dietary conditions in Kashmir. 

(2) A clinical examination of 406 children of five 
to fifteen years was made. Records of height and 
weight were collected and the results compared with 
those for English and South Indian children of the 
same ages. Dental inspections showed that there was 
a remarkably low incidence of caries. 

(3) Various deficiency diseases occur among these 
people. Phrynoderma was seen in 10 per cent. of 
the children, angular stomatitis in. 3 per cent., and 
rickets in 2 per cent. Late rickets, osteomalacia, 
beriberi, and pellagra are met with among the adult 
population. 

This investigation was made possible by financial 
assistance from the Royal Society. A grant from 
the Ella Sachs Plotz Foundation permitted travel in 
Kashmir. I am indebted to Dr. W. R. Aykroyd and 
the staff of the Nutritional Research Institute, 
Coonoor, for help in many ways, and to the Indian 
Research Fund Association for the assistance of 
Dr. K. L. Shourie. In Kashmir H.H. the Maharajah 
very kindly gave facilities for investigation. Much 
help was also obtained from missionaries and other 
medical men and women. 
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CHEMOTHERAPY OF GONORRHG@A 


THE results of treatment of over 500 cases of 
gonorrheea with Uleron are reported by F. Lana 
Martinez in the December, 1938, issue of a new 
journal, Medicina Española published at Corunna. 
The test of cure consisted in administration of pro- 
vocative drinks and local applications, followed, 
if these proved negative, by intravenous or intra- 
muscular injections of gonococcal vaccine. Even 
then the patients were observed for a further three 
or four weeks. before they were pronounced free of 
the disease. The author concludes that uleron 
has revolutionised the treatment of gonorrhea, 
many patients being cured in 5-10 days without 
other treatment. The dose required in gonococcal 


urethritis was obtained with a total dose of 18-21 g. 


of uleron spread over six or seven days. There were 
very few cases of intolerance towards the drug, and 
they were but slight. Patients who are not cured after 
three courses should be considered as refractory 
towards uleron, and the drug should be discontinued 
in favour of some other method of treatment. The 
effect of uleron on epididymitis complicating gonor- 
rhoea is described as spectacular and dramatic, 
obvious improvement being noted in twenty-four 
hours. Other complications, such as cystitis and 
prostatitis, also proved amenable. 
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PROTECTION AGAINST INDUSTRIAL DISEASE 


Dr. Donald Hunter, speaking to the medical group 
of the Left Book Club on April 13, pointed out that 
in many respects this country was far ahead of other 
countries such as Germany and the U.S.A. where 
legislation was either inadequate or inefficiently 
carried out. Yet in the main protection was not 
up to date. The abolition of wool-sorters’ disease 
was an example of efficient legislation. Dry tool- 
grinding had been almost abolished but the methods 
of washing away silica particles were not always 
effective. The safety apparatus was often under the 
workman’s control and could be put out of action 
by him; this was most undesirable. The increasing 
use of mechanical devices often avoided the exposure 
of the workman to dangerous substances incidental 
to manual processes. Often safe alternatives were 
available. Thus carborundum wheels were quite 
harmless and could well replace sandstone wheels 
which frequently needed ‘ rodding ” or smoothing 
—a highly dangerous process. In small, poorly 
organised and old-established industries conditions 
were. often still bad and education of the workers 
and foremen was essential. | 

Diagnosis of industrial diseases was complicated 
by the fact that modern methods often involved a 
number of separate processes. Thus a rubber-worker 
might get lead-poisoning, as lead was used to treat 
the rubber. Another difficulty was that medical 
practitioners might not be familiar with the manifes- 
tations of industrial disease; the establishment of 
a special hospital for industrial diseases was desirable. 
Only by state control and state research could useful 
knowledge be pooled and mistakes such as that which 
had occurred in the asbestos trade be avoided. 

Dr. Hunter showed a film illustrating a case of 
extreme posterior-column degeneration due to mercury 
methyl acetate, a fungicide used to protect wheat 
and oats from infection. A number of such cases 
had occurred, quite needlessly, as relatively harmless 
substitutes had already been evolved by Imperial 
Chemical Industries and I.G. Farbenindustrie at 
the time whenthe cases arose. Had these investiga- 
tions been carried out by the state, this disaster 
could never have happened, as the knowledge would 
have been pooled and then disseminated throughout 
the industry. . 


STATISTICS OF INFANTILE PARALYSIS 


As the result of an analysis of the official Swedish 
statistics of poliomyelitis for the years 1921-35, 
Jönsson t! arrived at the challenging conclusion that 
there is little or no difference in the incidence of 
infantile paralysis in town and country if corrections 
are made for the comparatively high juvenile popula- 
tion of the country. This finding, which is quite 
contrary to general belief, was soon questioned by 
Prof. Wilhelm Wernstedt ? in a communication to 
the Swedish Medical Society entitled ‘ Statistics— 
a factor for better or worse in medical research.” 
Statistics, he said, can never be more than an ancillary 
science. In medical research it must serve, not lead ; 
but few have hitherto had either the courage or the 
competence to challenge the pure-bred statistician 
on ground that he should share with the common-sense 
clinician. Turning to J6nsson’s conclusions, Wernstedt 
pointed out that in the 15-year period under review 
the disease was sporadic rather than epidemic, and 
that the findings therefore referred only to infantile 
paralysis as a sporadically endemic disease. Wernstedt 
also challenged the inclusion of abortive cases whose 
diagnosis is likely to be inaccurate, and which 
amounted to some 20 per cent. of the total. Again, he 
maintains that the distinction made between urban 
and rural communities may be grossly misleading: it 
is so easy by the stroke of the administrative pen to 
convert a rural into an urban community overnight. 


1. Jönsson, B.. Acta med. scand. 1939, suppl. 98. 
2. Wernstedt, W., Nord. med. Tidskr. March 4, 1939, p. 606. 
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Yet another mistake, according to Wernstedt, was the 
inclusion of the rural and urban communities in the 
whole of Sweden, irrespective of whether they had 
been invaded by infantile paralysis in the period 
under review. ‘These are only some of Wernstedt’s 
criticisms, which may prove as balm of Gilead to 
clinicians and epidemiologists terrorised by the pure 
statistician. 


A HOSPITAL IN JERUSALEM 


THE work of the St. John Ophthalmic Hospital, 
which is concerned only with defects and diseases of 
the eyes, is well known to all who reside in Palestine 
and the Near East, and its benefits are available 
free to everyone of whatever race or creed. While 
the number of patients attending during the past 
year has been smaller than in previous years, owing 
to the difficulties of travel in the country, two items 
in the annual report, which has just been published, 
give some idea of the work that is being done:. no 
less than 12,225 cases of trachoma and 840 cases of 
various kinds of cataract were treated during the 
twelve months. The hospital is in charge of Sir John 
Strathearn, F.R.C.S.E., who is warden and chief 
surgeon, and it is largely because of his indefatigable 
work that its influence is so wide. Besides treating 
patients it trains Arab nurses to combat and prevent 
the spread of conjunctivitis and trachoma, which are 
& major cause of blindness in Eastern countries. 

Little has been spent on the hospital for many 
years, and the time has come when additional accom- 
modation and equipment must be provided. It is 
felt that not even the difficulties of the present 
disturbed condition of Palestine can be allowed to 
delay these improvements, and plans have now been 
drawn up and approved. Already £12,500 has been 
subscribed for these extensions, but a further £10,000 
is needed to complete them. 


THE CLIMATE OF MADEIRA 


. Monsieur Hugo de Lacerda Castelo Branco has 
made a comparative study (in French) of the climate 
of Madeira with that of other typical winter-resorts 
and an English translation of his work is now available 
(Delegacao do Turismo da Madeira. Pp. 118). The 
author, who is not a medical man, acknowledges his 
debt to Piéry’s “ Traité de climatologie biologique et 
médicale.” The outstanding feature of the climate 
at Funchal is the extraordinary equability of tem- 
perature, with only some nine degrees of seasonal 
range and none of the abrupt changes which are so 
injurious to invalids in the winter months. The 
Portuguese authority Narciso, with others, has 
described such climates as sedative over a wide range 
of functions, and as favourable to sleep and nutrition. 
Although often injurious in advanced phthisis, they 
are generally indicated for various breakdowns and 
debilities, the result of illness or overwork. How 
different is the Madeira climate to those of most 
European resorts is shown by the fact that the 
winter warmth at Funchal is 64° F., as compared 
with 53° at Estoril and 46° at Mentone. Although 
the facts are sufficiently striking, little or no investi- 
gation has hitherto been made of the reactions that 
occur in various types of ill health to climatic influences 
at the winter health resorts, whether at the coast 
(as at Funchal) or at various altitudes in the island 
hinterland. There are indeed no records of weather 
in the Madeira hills. 


STRUCTURE AND FUNCTION IN THE BRAIN 


THE medical student who has reached that stage 
in his study of anatomy when he is faced with the 
dissection of the brain mostly tackles it without 
enthusiasm as one of the tasks which fall to the lot 
of those who have examinations to pass. With the 
aid of the textbook he carries out an intricate dissection 
and one by one identifies the structures that he 
uncovers. But he does not as a rule grasp the signi- 
ficance of the different parts of the brain, and later, 
when he studies psychiatry, he learns about diseases 
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of the mind that appear to belong to a world without 
any contacts or associations with what he already 
knows. A simply worded description of some of the 
threads which unite the structure of the brain to 
the way that ordinary men and women behave, and 
of how disease of the brain can produce pathological 
alterations of behaviour, may arouse an interest 
that formal lectures on embryology and neurology 
have failed to stir. We therefore commend to the 
student a book,! designed for laymen, which will give 
him a general idea of the origin and of what is known 
of the function of each of the brain structures that 
his dissection reveals. It is not the sort of work that 
a specialist would have written but is none the worse 
for that, and it makes very good light reading. 


FAMILY-DOCTOR BENEFIT 


AFTER sixteen years of experience of assisting 
subscribers to pay the cost of illness the British 
Provident Association has now devised a scheme for 
the provision of a grant-in-aid towards the family 
doctor’s bill. Obviously no ordi subscription 
is likely to cover the whole cost of general-practi- 
tioner treatment; the suggestion is a small extra 
premium which will entitle the subscriber to assistance 
up to £35 in respect of any one patient in any subscrip- 
tion year, provided that the subscriber bears the 
first fifty shillings of the doctor’s account. The 
illness of any dependant under the age of five is 
not covered by the scheme. 


THE HOME AMBULANCE SERVICE 


IN the twenty years of its existence the Home 
Ambulance Service of the Order of St. John and the 
British Red Cross Society has done much to bring 
the benefits of modern diagnosis and treatment 
within the reach of all, even in the most remote 
country districts. The total number of ambulance 
stations equipped by the committee of the service is 
now 132, and a further 275 ambulances are affiliated 
to it, making 407 in all. The yearly average of cases 
carried by each ambulance rose from 240 in 1927 to 
420 in 1938, and the total of patients carried to 1938 
was 170,878. The work of each individual ambulance 
is, of course, much heavier in thickly populated areas 
than in the country, and in London the service also 
undertakes the transport of patients for whom beds 
have been arranged through the Emergency Bed 
Service, amounting to some twenty journeys a day. 


AN ALL-GLASS ATOMISER.—The Agla Atomiser 
introduced by Messrs. Burroughs Wellcome, of Snow 
Hill Buildings, London, E.C.1, is made entirely of 
glass, except for its rubber bulb, and is therefore 
especially suitable for solutions that may be affected 
by contact with.metal, such as those containing 
adrenaline. The atomiser delivers a vapour-like 
spray with either oily or watery solutions, and is 
intended for both oral and nasal use. 


CORRIGENDUM.—In an annotation last week (p. 939) 
on the kidneys and exercise mention was made of an 
examination of the urine of 18 trained men taking 
part in the Mount Washington race. The sentence 
should run: ‘‘ Of the specimens examined before the 
effort, 4 showed the slightest trace of albumin and 
14 showed none.”’ 


1. The Story of the Brain: A Layman’s Book of the Nervous 
2 ee By E. M. FitzAdam-Ormiston. London: William 
einemann. 1939. Pp. 208. 7s. 6d. 


“. . . Speed and monotony are two aspects of the 
modern workman’s life which demand investigation, not 
only by employers and employed but by scientific psycho- 
logists, for they are, consciously or unconsciously, at the 
bottom of much of the unrest we see around us. We know 
little as yet of the effect of speed on the human brain or 
nervous system.”—Lord Baupwin, reported in the 
Manchester Guardian, April 22, 1939. 
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NEUROPATHOLOGIST, UNIVERSITY OF OXFORD; LATE DIRECTOR 
OF THE LABORATORY OF NORMAL AND PATHOLOGIOAL 
HISTOLOGY, UNIVERSITY OF MADRID 


(From the Nuffield Department of Surgery, Oxford) 


ACCORDING to classical ideas, nerve tissue is 
formed of two kinds of cells which differ in form and 
function—namely, nerve cells and neuroglia cells. 
It has been necessary to admit, in addition, the 
existence of a third group of cells which I have 
called microglia. 

The nerve-cells are the main constituent of the 
nervous centres. The glia cells are of a subordinate 
nature : they may serve such purposes as the isolation 
and protection of nerve-cells or may assist in their 
nutrition and in the neutralisation of endogenous 
poisons or they may produce internal secretions ; 
but these functions are as yet hypothetical. The 
microglia, or third element, although it is not a part 
of the fundamental architecture of the central 
nervous system, is always present in nerve tissue ; 
indeed, it is intimately associated with its elements 
for the auxiliary, but nevertheless necessary, task 
of taking up, transforming and removing the products 
of normal metabolism and abnormal disintegration 
of neurons. 

Each of the three elements of the nervous system 
reacts differently to disease. The nerve cells suffer 
degenerative changes, the glia cells show a tendency 
to proliferate in cicatricial processes, while the 
microglia cells work intensively to take up and 
elaborate in their cytoplasm the products of degenera- 
tion of the other elements. 

The pathological substratum of a nervous disease 
will vary according to the localisation and intensity 
of the anatomical alterations, the way in which the 
nervous elements degenerate and the glial elements 
react, and the macrophagic activity of the microglia. 
That is why modern neurohistopathology is based 
on the search for each of the three elements that are 
associated in the texture of the nerve centres, and this 
study will be successful only if the morphology and 
physiology of these elements are well known. 

I am going to develop in this lecture my ideas on 
the third element of the nervous system (microglia), 
which has also been known by the name of Hortega 
cells, and I shall describe its histogenesis and its 
morphology in health and disease, 


ORIGIN OF MICROGLIA 

I shall start by affirming that the microglia cells 
have a mesodermal origin. This agrees with the 
opinion held by former workers; for example, 
Boll, Eichhorst, Lachi and His all suggested that 
the nerve centres contain elements of a mesenchyma- 
tous origin, different from the classical neuroglia, 
and they reported the presence in nervous tissue, 
during embryonic development and also in patho- 
logical conditions, of wandering cells of multiple 
form. This conception of the mesodermal glia has 
also been maintained by later investigators. Ford 
Robertson called mesoglia cells the indefinite elements 
of the nervous system, comprising those previously 
known by such names as naked nuclei, or round, 
indifferent, cuboidal and pre-ameboid cells—all 
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of which were later described by Ramon y Cajal 
as apolar cells or third element of the nerve centres. 
Cajal likewise suspected their mesenchymatous 
nature. Most of these cells, however, really belong 
to the oligodendroglia and are of ectodermal origin. 


The appearance of phagocytic corpuscles in patho- 
logical conditions also led to the belief that the nerve 
centres contain mesodermal elements—these being 
regarded by some authors as the source of the 
compound granular cells and the rod-like cells of 
Nissl found in many brain diseases, 


But as the idea of the mesenchymatous cells was 
based on intuitions rather than on objective findings 
the vast majority of neurologists were still sceptical 
about their existence and remained attached to the 
conception of purely ectodermal neuroglia. Robertson, 
though he described these mesoglia cells in a very 
objective way, was unable to interpret clearly the 
forms he observed, and his work was not sufficiently 
appreciated. Cajal also was convinced that meso- 
dermal cells existed in the interstitial network of 
the nerve centres, though he had no actual proof 
of it. My own work started from Cajal’s studies. 
I was able to show that, contrary to general belief, 
cells without processes did not in fact exist in the 
nerve centres and in 1919 I found that Cajal’s third 
element, like Robertson’s mesoglia cells, was formed 
by two kinds of cells which by their origin, shape and. 
functions differed considerably from one another. 
One of them, the microglia, is the true third element 
since it is actually mesodermal ; the other, the oligo- 
dendroglia, is simply a variety of ectodermal neuroglia, 

The microglia has a mesodermal meningeal origin, 
has much ramified processes, has migratory activities 
and macrophagic functions, is more abundant in 


-the grey than in the white matter, and is included 


in the general nervous and glial framework as an 
annexed element. The oligodendroglia, on the other 
hand, has an ectodermal ependymal origin; its 
processes accompany and surround the nerve-fibres ; 
it has no phagocytic activities ; it is very abundant 
in the white and scarce in the grey matter; and 
it is a fundamental constituent of the general neuro- 
glial network. The two elements are thus quite 
different in form and function, and their responses 
to disease are correspondingly different and should 
be described separately to avoid confusion. Yet 
errors of interpretation are still found in the recent 
literature. 

The microglia arises from meningeal polyblasts 
at a late period of embryonic development and after 
birth it continues to penetrate into and spread 
throughout the nerve tissue, During their migration 
through the nerve tissue the microglia cells have a 
round or pseudopodial shape, according to their 
motility ; later they become ramified and when they 
reach their final position in the nerve tissue they 
have small dark nuclei surrounded by scanty cyto- 
plasm with two, three or more slender, curving, 
branching and prickly processes. These processes 
end freely ; they do not anastomose with each other 
or with neuroglial elements. 

The microglia is the part of the reticulo-endothelial 
system—using the term in its fullest sense—belonging 
to the nerve centres, Its essential properties, so 
far as they are recognised, include the uptake of 
colloidal particles and the devouring of red blood- 
corpuscles and cellular debris. Its main physiological 
function is the elimination of the waste products of 
neuronal metabolism. 

S 
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The microglia takes an active part in all inflam- 
matory and necrotic processes of the nerve tissue, 
and when mobilised and serving as a macrophage 
it assumes many different forms, the best known 
being the compound granular cells and the so-called 
rod-like cells discovered by Nissl, 


It is possible that microglia cells exist in early 
stages of embryonic development but they become 
visible only in the last period, when the meningeal and 
vascular organisation of the brain is well advanced. 
They are to be seen in large numbers in the superficial 
‘white matter of the brain-stem, and in the deep 
regions of the cerebral hemispheres, of advanced 
embryos or newborn animals, where they show a 
very irregular distribution. The most important 
fact in relation to the origin of the microglia can be 
verified in the small laboratory mammals—i.e., 
mouse, rat, rabbit and cat; for in these animals it 
is seen to appear in superficial parts of the brain, 
immediately underneath the pia-mater, earlier than 
in the neighbourhood of the ventricles. This proves 
that the microglia in its origin is not related to the 
ependymal cells, 

There are in the brain two main sources of microglia : 
(1) the superior tela choroidea, which lines the cerebral 
trigonum and the optic thalamus, and (2) the pia- 
mater, which lines the cerebral peduncles. In the 
cerebellum the main source of microglia is also located 
in the pia which lines white surfaces, and especially 
in the inferior tela choroidea. In the bulbopontine 
region, as also in the spinal cord, the microglia arises 
similarly from the pia-mater and its foldings, Besides 
these main sources, the microglia also arises, although 
to a much smaller extent, from pial elements of the 
cerebral and cerebellar surface and mainly from the 
adventitial layers of the large and medium-size 
blood-vessels. From all these regions the microglia 


cells enter the encephalon in large numbers and . 


rapidly spread throughout the nerve tissue. This 
takes place in a short time, and within ten days 
after birth the microglia is present in all parts 
of the central nervous system. 

_ Which are the elements of the pia-mater that, on 
entering the nerve tissue, give rise to microglia I 
do not know with certainty. Present histological 
methods do not detect the initial stages of trans- 
formation of microglioblasts. Nevertheless in the 
pia and adventitial connective tissue nuclei resembling 
lymphocytes are present in large numbers in those 
places where the microglia is formed, and I am 
inclined to believe that those nuclei are the mother 
elements of microglia, The lymphocyte-like bodies, 
corresponding to the polyblasts of connective tissue, 
immigrate into the nerve tissue, and this might 
explain why microglia cells are able to develop 
migratory activities and amcboid and pseudopodial 
movements, and may be converted into macrophages. 


MORPHOLOGY OF THE CELLS 


In the first stages of formation of the microglia 
there exist under the pia-mater laminar, cuboidal 
or round cells which spread irregularly or form a 
continuous layer which is thicker at the points where 
the microglia arises. In the second phase the nerve 
tissue contains round cells with outgrowths and 
pseudopodia which begin to branch, 


The nerve centres of young mammals contain 
round tuberous bodies, with pseudopodial processes, 
and these are present in surprisingly large numbers 
in the white matter of the hemispheres and the 
commissural region. These elements are young micro- 
gliocytes, more or less spherical in shape, which give 


out blunt tuberous expansions and short processes 
with a tendency to divide, 

The microglia cells have two sorts of movements: 
(1) progression, by which they migrate through the 
tissue, and (2) emission of pseudopodia, which leads 
to their assuming ramified forms. The forms with 
short outgrowths last only as long as the microglia 
cells wander through loose tissue. As soon as the 
tissue becomes more compact they give out a number 
of processes—long or short, thick or thin—which 
show at first bifurcations and later ramifications. 
When they finally reach the places where they are 
to remain, a part of their outgrowth retracts; but 
another part persists, becoming thread-like and 
giving rise to secondary and tertiary branches with 
retractile thorns. ‘All this tends to increase their 
surface, In the first period the shape of the microglia 
cells depends on the ameeboid and progressive move- 
ments ; in the second period it also depends on the 
structure of the tissue through which the cytoplasmic 
expansions spread. In moving through narrow 
spaces along the processes of neurons or around their 
bodies, the microglia cells often assume a stretched, 
bipolar or laminar appearance. 

In adult animals the microglia consists of elements 
with dark nuclei which may be round, oval, triangular 
or elongated, surrounded by a small amount of 
spongy cytoplasm. This cytoplasm gives out two 
or more processes which become thinner as they 
divide more and more, in secondary and tertiary 
ramifications, all of which have a large number of 
smaller branches, which give them a prickly appear- 
ance, The processes end freely as bunches of short 
filaments, Although these morphological characters 
are to be found in all vertebrates and are constant, 
in their essentials, there are many variations of the 
general type, among which are the monopolar, 
bipolar, multipolar and laminar cells. 

All parts of the central nervous system have 
microglia ; but it is distributed in accordance with the 
general architecture and is more abundant in the 
grey than in the white parts. The microglia cells 
are not equidistant, but each has its own zone of 
influence. Their processes rarely cross and never 
form plexuses. | 

These are, in brief, my observations on the normal 
characters of microglia. They have been amply 


confirmed, although. some authors have been slow 


to accept my ideas. It is always difficult to replace 
deeply rooted ideas, and some fundamental con- 
ceptions, such as the mesodermic origin of microglia, 
are still under discussion. Embryological observa- 
tions, however, demonstrate its mesenchymatous 
nature and they are supported by the physiological 
observation that it behaves as a mesodermal element, 
Certainly no-one has shown that non-mesodermal 
elements in the body can act as microglia does, 


FUNCTION OF THE MICROGLIA 


The main differences of behaviour between the 
microglia and the macroglia are intimately related 
to their origin. The macroglia—i.e., the astrocytes 
and oligodendrocytes—is ectodermal and never has 
macrophagic functions. The microglia, on the other 
hand, is mesodermal and its main function is phago- 
cytosis, Nevertheless, the morphological analogy 
between fat-granule cells and oligodendroglia 
continues to be a source of misunderstanding. 

In this period of nervous histopathology—which 
might be called micro- and oligo-dendroglial—in 
which all neurologists study the behaviour of the 
two cellular types in disease, it is important to know 
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well their reactive potentialities. 
of microglia have been thoroughly explored in normal 
and in pathological conditions and though they are 
not yet completely known it may be affirmed that 
all phagocytosisf in nerve centres is exclusively carried 
out by microglia cells. It comes into play in all 
focal or diffuse disintegration of the nervous tissue, 
in all degeneration of nerve and glial cells, in acute 
and chronic inflammatory processes, and also in 
necrotic and hemorrhagic conditions. The microglia, 
therefore, preferentially takes up residues of neurons 
and their abnormal metabolites, red blood-corpuscles 
and dead cells. Its phagocytic activities can be 
summarised in the words neurophagia, hemophagia 
and cytophagia, 

As long ago as 1919 I was able to observe in microglia 
the characteristic properties of Aschoff’s reticulo- 
endothelial system, especially hemophagocytosis. 
Since then many workers have tried to show that the 
microglia in the nerve centres is the equivalent of 
the reticulo-endothelial system, and that it has the 
general and specific functions attributed to that 
system by Aschoff, Kiyono and others. 
in my laboratory, later developed this idea. 

It is known that the reticulo-endothelial system is 
made up of elements which all have similar functions, 
such as storage of colloidal particles, destruction of 
erythrocytes, and phagocytosis and chemiopexis. 
The products taken up are digested and transformed ; 
hemoglobin is broken down to form biliary pigments 
and hemosiderin. The microglia has most of these 


functions, but as it has not been shown to take up. 


colloidal particles doubt has been cast on its being 
really a part of the reticulo-endothelial system. 
Phagocytosis and hemophagy are the only functions 
of microglia that can readily be demonstrated, 
and attempts to prove that it can take up and store 
acid dyes and colloidal particles, without previously 
producing brain injuries, have so far met with little 
success, 

This resistance to the storage of certain substances 
may be put down either to specialisation of the 
microglia or to the existence of a hemo-encephalic 
barrier that prevents the passage of colloidal matter. 
In the first case the microglia would be specially 
adapted to the inclusion and transformation of 
katabolic products and of nerve waste, phagocytosis 
of red blood-cells being a fundamental property that 
it shares with the reticulo-endothelial system. If 
on the other hand there is a hemo-encephalic barrier, 
the microglia may be able to take up carmine, indian 
ink, pyrrol-blue, trypan-blue, &c., if the imperme- 
ability of the vascular endothelium has previously 
been destroyed. Observations made after experi- 
mental brain injuries have shown that microglia 
cells can in fact take up dyes which reach their 
neighbourhood. 

The experiments of vital staining demonstrate that 
dyes can reach the microglia cells provided the 
hsemo-encephalic barrier is removed in some way. 
When this barrier does not exist, as in pure cultures 
of microglia, carmine is rapidly taken up by the cells, 
as I. Costero was able to show in my laboratory. 

All these facts demonstrate that microglia is part 
of the reticulo-endothelial system. Among its func- 
tions phagocytosis is the one that is preferentially 
carried out. 

THE MICROGLIA IN DISEASE 


I shall now turn to the functions of the microglia 
under pathological conditions. 
t The term phagocytosis here refers to macrophagic activity 


and is not meant to include the microphsagocytic function of the 
polymorphonuclear leucocytes. 
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I have already pointed out that during the immigra- 
tion of the microglia cells into nerve tissue they 
undergo a complete morphological evolution, the 
primitive rounded forms being transformed into 
stellated ones with many ramifications, In disease, 
as these cells get into motion and take an active part, 
they show a new change in a reverse direction: 
by increasing retraction of their processes, they 
pass from the ramified forms of the resting state 
into the rounded one which is characteristic of a 
state of movement and cytoplasmic repletion. 

The evolutive cycle of microglia cells has three 
morphological phases, and these are related to the 
two essential properties of their cytoplasm—namely, 
plasticity and ameoboidism. The first phase is 
embryonic, amoeboid and kinetic; in the second 
the cells are stabilised and settle down in the nervous 
network; in the third they regain mobility and 
ameboidism and become macrophagic. These three 
phases correspond to the stages of wandering cells 
(embryonic cells, movable but resting), adult cells, 
and mobilised or active cells. 

Microglia cells in the resting state do not seem 
able to make movements of progression, but their 
cytoplasm may have a certain plasticity and show 
amoeboid movement with emission and retraction of 
cell pseudopodia. Its potential properties—tropism, 
taction, and gliding movement—are held in reserve. 
When destruction of nerve tissue induces activity 
in the microglia, the nearer cells are the first to come 
into action, but they are soon followed by others 
situated further away which pass through the tissue 
by means of ameeboid or gliding movements. 

The capacity of microglia for migration has some- 
times been denied but the evidence is conclusive. In 
1919 I showed by a simple experiment that it is 
capable of rapid movements and of starting phago- 
cytosis very early; a small region of the brain was 
destroyed with a hot needle; twelve hours later 
microglia was mobilised around the wound and after 
twenty-four hours the damaged area was completely 
invaded by microglia cells with great macrophagic 
activity. Many other workers have also observed 
that in the places destroyed by experimental burning 
microglia appears, These cells must come from neigh- 
bouring regions, Costero has demonstrated in cultures 
that microglia cells not only send out pseudopodia 
but make movements of progression. | 

As the microglia cells are mobilised and take on 
phagocytic functions, their shape changes; they 
retract their long processes, give out new pseudo- 
podia and ingest red blood-cells and cellular frag- 
ments, The first morphological change is an increase 
of volume, which occurs earlier in the dendrites than 
in the body of the cell ; the processes become thicker 


and their outline appears angular and thorny. In 


the second phase the processes retract and thicken 
still further, and the cellular body increases in volume, 
assuming a reticular structure. 

In moderately severe inflammatory processes the 
microglial changes stop at this point, but one often 
finds long rod-like forms and also laminar ones 
surrounding the nerve cells and blood-vessels. With 
the retraction of the processes and the polarisation 
of the cytoplasm the nuclei become elongated and 
the cells assume a stretched-out bipolar form, some- 
times of remarkable length. These types never 
fail to appear in slow inflammatory processes— 
e.g., general paralysis—themselves following the 
same direction as the pyramidal cels, with the 
apical processes of which they get closely in touch, 
The most typical rod-like cells have very large, 
straight or curved nuclei; the scanty crtoplasm 
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surrounding them is extended along the main axis” 
in two long thin bands, often with a number of 
collateral branches. By means of specific stains it is 
often possible to show the presence of fat droplets and 
iron deposits. H. Spatz and A. Metz have observed 
that the microglia cells are the only ones that give 
a positive reaction for iron in general paralysis ; 
but these cells do not normally give the iron reaction. 

Around the nerve cells and blood-vessels in most 
inflammatory conditions may be seen flattened 
microglia cells corresponding to the first stages of 
microglial alteration. If the macrophagic activities 
of the microglia are only slow and of moderate 
intensity the morphological changes do not go further 
than hypertrophy or the assumption of laminar or 
rod-like shapes; but if on the other hand they 
become intensive, in places where degeneration or 
destruction has taken place, the cells load them- 
selves with ingested waste materials and assume 
globular or rounded forms which are very similar 
to the embryonic types. In the first period 
the body cytoplasm increases in size while the 
processes decrease ; 
processes become fewer and less ramified; in 
the third period the processes retract still more and 
grow thicker, and the body cytoplasm swells and takes 
a vacuolated appearance, In the fourth period the 
processes have retracted almost completely and the 
cell has a spheroidal or lobular aspect with tuberosities 
and short pseudopodia. Finally, the last trace of 
processes disappears and there remain spherical 


bodies with a reticular vacuolated cytoplasm. These . 


are the scavenger or compound granular cells—the 
Gitterzellen of the German authors. 

During these metamorphoses the microglia cells, 
acting as scavengers, become loaded with phagocyted 
products which very soon are transformed by their 
cytoplasm. Within 24 hours of experimental injury 
compound granular cells appear in the brain, and they 
are also to be found very soon in cases of brain 
softening. In hemorrhagic processes the microglia 
shows an extraordinary greediness for red blood- 
corpuscles, which it rapidly takes up and transforms, 
Five or six days after a hemorrhage microglia cells 
loaded with fat and iron can be seen around and inside 
the hemorrhagic foci. 

The fat-granule cells, whose origin has been so 
much discussed, arise essentially from the microglia, 
although they can also be formed by the perivascular 
histiocytes as well as the other elements of the reticulo- 
endothelial systems. In fact some of these elements 
are in form and function so similar to microglia that 
confusion can arise. 

Neither the astrocytes nor the oligodendrocytes 
ever give rise to fat-granule cells. They may contain 
fat droplets as products of their own degeneration ; 
granules of exogenous origin may be adsorbed on their 
surface ; and they may contain hemosiderin, But the 
hemosiderin has entered the cell in solution ; astro- 
cytes and oligodendrocytes never contain granules 
of iron or globules of fat ingested in phagocytosis, 
and though they can be passively loaded with 
material, they are unable to take it up actively. 
Active phagocytosis in the nerve centres is exclusively 
carried out by the microglia cells. 

What happens later to the substances which the 
microglia has taken up and transformed is uncertain, 
but it is reasonable to suppose that they are utilised 
by the microglia itself, since its volume increases and 
it rapidly begins to proliferate. On the other hand 
there are also grounds for believing that the microglia 
cells, through their capacity for displacement, can 
convey material to the blood-vessels. 


in the second period the- 


SUMMARY 


Nerve tissue contains a type of cell with properties 
corresponding to those of the reticulo-endothelial 
system. The chief function of these cells (the 
microglia) is the phagocytosis of waste products, and, 
if need be, of red blood-cells. 

The microglia arises from meningeal polyblasts 
which immigrate into the nerve tissue and assume 
a stellar and ramified shape. Even when they are 
in apparent rest, microglia cells remain capable of 
migration, and under pathological conditions they 
are mobilised to undertake phagocytic activity. 

Phagocytosis. in nerve centres is a specific function ` 
of microglia; despite opinions to the contrary, 
neither the astrocytes nor the oligodendrocytes take 
part in it, 

Microglia cells take up the products of disintegra- 
tion of the nerve tissue, digesting and elaborating 
them, and making them finally disappear, probably 
by transporting them to the blood-vessels. 

These ideas have been developed in my papers 
from 1919 to 1921, and though they have been 
discussed in many subsequent papers by other 
workers, almost nothing new has been added to our 
knowledge of this subject. Today these ideas 
are widely accepted. 
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Treatment 


THE treatment of infantile gastro-enteritis is 
fraught with difficulty, with anxiety, and frequently 
with disappointment. The more deeply the matter 
is studied the more evident it becomes that an 
intimate knowledge of the normal metabolism of the 
infant is of paramount importance. , 


WATER METABOLISM 


The outstanding feature of these babies is the 
dehydration, and this is responsible for most of the 
other clinical signs. This demands immediate 
attention, and for a proper understanding of the 
responsible factors, and therefore the appropriate 
treatment, the physiology of water metabolism must 
be studied in detail. 

Approximately two-thirds of the weight of the 
human body is water. Actually for the adult the 
figure is about 60 per cent., but the water content of 
the infant is rather more and has been estimated to 
be about 70 per cent. (McQuarrie 1933). Of this 
body water some two-thirds is present within the 
cells—i.e., intracellular or “living water °—and the 
remaining third is found in the circulating fluids 
(McCance 1938). The blood volume according to 
body-weight is relatively much higher in infants 
than in adults. Infants seem to have blood volumes 
too large for their weight but too small for their 
body surface (Rowntree and Brown 1929). 

Within recent years much research work has been 
devoted to the measurement of the water balance of 
the body and the various controlling factors, with 
the result that information of practical value has 
been forthcoming. In health there is a delicate 
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adjustment between water intake and output, so that 
the body content remains remarkably constant. The 
intake of water comprises the water drunk, the water 
content of the food, and the water resulting from 
the oxidation of food within the body. The output 
of water takes place through the kidneys, the lungs, 
the skin, and the bowels, whereby the temperature 
of the body is controlled and various waste products 
are eliminated. With regard to water loss by the 
various routes, that lost by the skin and lungs is 
least subject to variation; in fact the output by 
these routes remains practically constant irrespective 
of the fluid intake. The water Jost in the urine 
is subject to very wide fluctuations, and, other 
things being equal, the urine output reflects accu- 
rately the water intake. In cases of severe depri- 
vation of water the urine excretion may practically 
cease entirely for a time, but loss to some extent 
continues through the skin and the lungs. On the 
other hand, excessive fluid intake produces great 
augmentation of urine output without appreciable 
increase by vaporisation. Levine et al. (1938) proved 
these facts in a comprehensive study of the water 
exchange of infants. Their figures for healthy infants 
showed that of the daily water loss from the body 
45 per cent. was excreted through the skin and lungs 
and 43 per cent. by the urine, but their figures were 
subject to wide variation. Signs of serious dehydra- 
tion appear when the human body has lost 10 per 
cent. of its water content (Rubner, quoted by 
Rowntree 1922), which is approximately 6 per cent. 
of the total body-weight (Coller 1936). The loss of 
20 per cent. of the body water will result in death 
(Maddock and Coller 1937). 

It is generally accepted that a healthy infant 
requires about 24 oz. of water per lb. of body-weight 
per day to maintain water balance, and recent 
carefully controlled investigations have proved the 
accuracy of this figure. Thus the body of a healthy 
baby weighing 12 Ib.’°contains some 6} pints of water, 
and for the maintenance of normal water metabolism 
the daily intake will have to be 30 oz. (approximately 
1-5 c.cm. of water per calorie), If this infant 
becomes evidently dehydrated, as manifested by a 
dry tongue, a depressed anterior fontanelle, a dry 
wrinkled skin, and sunken eyes, it will have lost only 
about ł lb. in weight, the equivalent of 12 oz. of 
water. These physical signs are due to a loss 
of intracellular and extracellular fluids, the volume of 
the blood plasma tending to be maintained at the 
expense of the interstitial fluid. In consequence, to 


successfully combat these physical signs of dehydra- 


tion, the volumes of both interstitial and intra- 
cellular fluids must be restored. to normal (Butler 
et al, 1933). To restore such an infant to a normal 
water metabolism in twenty-four hours, it will be 
necessary to provide it with a total of 42 oz. of 
water: 12 oz. to combat the dehydration and 30 oz. 
for the normal requirements—i.e., about 3} oz. 
per lb. of body-weight. Moreover, this quantity 
makes no allowance for the excessive loss that may 
continue, In other words, so long as a baby suffering 
from gastro-enteritis shows clinical signs of dehydra- 
tion, its daily water requirements may be estimated 
to be about 3}—4 oz. per lb. of body-weight, 


SALT METABOLISM 


Water and salt metabolism are intimately asso- 
ciated, and an understanding of the one necessitates 
also an understanding of the other, particularly the 
part played by sodium chloride. Infants suffering 
from gastro-enteritis lose considerable amounts of 
salt as well as water, and the replacement of these 
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substances on both a quantitative and a qualitative 
basis forms a very important part of the treatment. 
Sodium constitutes over 90 per cent. of the total 
base of the extracellular body fluids (McCance 1936), 
and the average diet of an adult contains 6-12 g. 
of sodium chloride per day. This amount, however, 
is more than adequate for the physiological needs of 
the body (Falconer and Lyall 1937), and the excess 
is excreted in the urine. The human body cannot 
store sodium chloride. If, therefore, the -amount 
excreted rises for any reason, a corresponding increase 
in intake must take place if a deficiency of salt is to 
be avoided. Cow’s milk contains about 146 mg. of 
sodium chloride per 10 c.cm. A healthy baby weigh- 
ing 12 lb. will be taking about 20 oz. of milk per day 
—i.e., a sodium-chloride intake of 0'829 g.—and it 
may be accepted that this amount is adequate for 
the maintenance of normal health. A pint of normal 
saline contains six times this amount of salt. 
Alternatively, about 3} oz. of normal saline contains 
the same amount of sodium chloride as is present in 
one pint of cow’s milk. 

The blood changes in infantile diarrhea have been 
studied by many workers, but widely varying values 
for the blood-chlorides have been recorded. Hoag 
and Marples (1931) analysed the findings in 79 
infants before the institution of treatment; 35 of 
these had a chloride content of the serum or plasma 
above the average normal value, whereas 44 had 
values at or below the average. Some of the children 
examined by Maizels and McArthur (1929) had high 
values for plasma chlorides, but in others the chlorides 
were within normal limits or reduced below normal, 
In a further series, however, that they examined the 
blood-chlorides were raised (Maizels and McArthur 
1930). Cooper (1937) found that in acute gastro- 
enteritis the serum chloride tended to be high, 
whereas in chronic diarrhcea low values were obtained. 
He suggested that in acute gastro-enteritis there was 
a loss of water from the circulating blood, and that 
the water left the blood-stream without its full quota 
of chlorine. The blood of 21 infants suffering from 
acute gastro-enteritis, and before any treatment was 
instituted, has recently been -examined at the 
Birmingham Children’s Hospital (Aldridge 1939), and 
the average value for plasma chlorides was con- 
siderably above that obtained in a series of normals, 
Furthermore, even higher values were obtained in 
some after the administration of saline. Hartmann 
(1928) suggested that the administration of sodium 
chloride was deleterious in that it led to a further 
accumulation of chloride, and our work tends to 
confirm this view. On the other hand, Hoag and 
Marples (1931) contended that the administration of 
an amount of fluid sufficient to overcome the oliguria 
and maintain an adequate output of urine did not 
lead to an abnormal accumulation of chloride, 
Their view implies that the renal function for the 
excretion of chloride is unimpaired in infantile 
diarrhea, but this is not necessarily true. On the 
contrary, there is evidence available pointing to 
definite renal deficiency. Some cases of infantile 
diarrhea were described by Maizels and McArthur 
(1930) in which the blood was more alkaline than 
normal and the osmotic pressure of the plasma 
increased, yet the reaction of the urine remained acid. 
They thought that this occurrence was due to 
deficient excretion of base consequent upon renal 
damage. In this connexion, too, it is noteworthy 
that in diabetic coma the renal function may be so 
disturbed that chlorides are not excreted even when 
the plasma chlorides are considerably higher than 
normal (Fullerton et al. 1932). Investigations of this 
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problem are now being pursued in the research 
laboratories of the Birmingham Children’s Hospital. 


ADMINISTRATION OF FLUIDS 


With all these facts in mind it will readily be 
appreciated that the correct treatment of the 
dehydration and its concomitant disturbances is far 
from simple. The mode of administration, quantity, 
and quality of the fluids are of the utmost importance, 
Theoretically, scientific treatment is only possible 
with the aid of frequent routine blood analyses, but 
in practice this is most undesirable, indeed imprac- 
ticable, in these little patients. When vomiting is 
not a feature, much fluid can be given by mouth. 
By tradition normal saline has been considered 
most suitable, but in the light of recent knowledge 
and in practice it has several disadvantages. On 
account of its distinctly salty and rather unpleasant 
taste, infants are not willing to drink an isotonic salt 
solution for any length of time. Furthermore, if it 


should be taken in liberal amounts, there is a danger- 


of overloading the blood with sodium chloride and 
thus taxing a kidney already damaged by toxemia 
to excrete the excess. To overcome these objections 
a salt solution of half the strength of normal saline, 
flavoured with orange juice, has been introduced and 
in practice has been found to be very satisfactory. 
It has a pleasant taste and is taken freely and for 
long periods without objection. A thirsty dehydrated 
infant may readily drink 14-2 pints of this fluid 
in twenty-four hours. This quantity will in most 
instances contain an adequate amount of sodium 
chloride. Some prefer a glucose solution, with or 
without sodium chloride, but here caution is needed. 
Glucose is readily absorbed from the upper part of 
the alimentary tract. If, however, there is failure of 
absorption owing to increased peristalsis or other 
causes, the unabsorbed glucose will undergo fermenta- 
tion and the diarrhea will be aggravated. In conse- 
quence, it is inadvisable to use as a routine a glucose 
solution stronger than 5 per cent. There is experi- 
mental evidence to show that mixed sugars are more 
readily absorbed than a single sugar (Ross 1938), and 
clinical practice tends to confirm this. The sugar 
mixture of Horlick’s malted milk and Mead’s Dextri- 
maltose have a useful place in treatment in this 
connexion, 

If, on account of vomiting, fluid given by mouth is 
not retained, or if for other reasons an adequate 
amount is not taken, then its administration by 
other routes becomes a necessity. The parenteral 
routes available are subcutaneous and intravenous 
injection. Intraperitoneal injections are favoured 
by some, but in my experience these injections have 
nothing to commend them. Untoward reactions 
have been encountered in many instances, and 
alarming reactions in several; so I have ceased to 
use this route. For subcutaneous injections the fluid 
of choice is normal saline; in fact no other is used. 
The injection may be a single one, the amount 
averaging 50-100 c.cm., or a continuous drip. Since 
the introduction of small-bore needles the latter 
method is painless and more satisfactory in that a 
much larger amount can be given without discomfort 
and with less danger. The rate of injection recom- 
mended is 10-30 c.cm. per hour up to twenty-four 
hours, but obviously this must vary, depending on 
the rate of absorption ; if the rate is too rapid, local 
edema will develop. 

Intravenous injections may consist of normal saline, 
glucose, or blood, and the injection may be a single 
one or a slow continuous drip. In the former case 
the amount of fluid injected will be governed by the 
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weight of the baby, but in no instance should the 
time taken for the injection be less than half an hour. 


-As a routine the amount injected should be about 


10 c.cm. per Ib. of body-weight, but in the presence 
of any bronchitis or other respiratory complication 
not more than half this quantity should be given. 
If the continuous-drip method is employed, the 
average rate of flow recommended is 20-30 c.cm. per 
hour, and the total amount in twenty-four hours 
should not exceed 600 c.cm. (one pint). The indica- 
tions for continuous intravenous therapy given by 
Wilmer (1938) were severe dehydration, cyanosis, and 
clinical evidence of acidosis. She recommended that 
the quantity of fluid should be 2 oz. per lb. of body- 
weight in twenty-four hours, and the fluid she used 
was normal or half-normal saline containing 5 per 
cent. glucose. The amount of fluid given intra- 
venously was decreased as that given orally was 
increased, so that the total fluid taken by the two 
routes remained constant at 2 oz. per lb. of body- 
weight. In my experience this amount of total fluid 
is inadequate to restore normal hydration, and it is 
probable that some of these infants received an 
excessive amount of sodium chloride. It is to be 
noted that 30 per cent. of her patients died from 
bronchopneumonia, which is a not infrequent com- 
plication of intravenous therapy. The dangers of 
intravenous injections are too great a quantity and 
too rapid administration. If the quantity injected is 
too great, fluid passes out of the circulation and 
produces odema (Cohen et al. 1933, Coler et al. 
1936, and Orr 1936), in particular pulmonary cedema, 
when a pneumonia commonly supervenes, If the 
rate of administration is too rapid, the burden thrown 
on the heart as the result of the sudden increase in the 
volume of the circulation will cause collapse and 
death from cardiac failure. 

Passing to the fluids used, although in the past 
normal saline has occupied a foremost place, in the 
light of recent knowledge, particularly regarding the 
high blood-chlorides in the acute cases, caution must 
be exercised. Knowing something of the sodium 
chloride requirements in infancy, it will be appre- 
ciated that in the past excessive amounts must have 
been administered, and it is more than likely that in 
some cases this has contributed to a fatal issue. The 
practice of using normal saline solutions as a routine 
for all parenteral administrations of fluid without 
regard to whether sodium chloride is needed or not 
cannot be too strongly deprecated. An _ isotonic 
glucose solution (5 per cent.) has much to commend it. 
The glucose can be easily and rapidly metabolised, 
and the water so essential to restore normal water 
balance is available. The food value, too, is appre- 
ciable, in that a pint of a 5 per cent. solution of 
glucose supplies 110 calories in a readily assimilable 
form. When it is not possible to obtain blood analyses, 
a & per cent. solution of glucose is a much safer fluid 
to use than normal saline. With the restoration of 
normal water metabolism any excess fluid will be 
excreted in the urine, and the dangers of pulmonary 
œædema are very much less than with a saline solution. 


BLOOD-TRANSFUSION 


Blood-transfusion has been very extensively used 
in the treatment of infantile gastro-enteritis, and in 
the right case has everything to commend it. Here 
we are supplying a fluid that will remain in the 
circulation and a fluid rich in antibodies and in anti- 
toxins which must be of inestimable benefit to the 
toxic and dehydrated infant. Clinical experience, 
however, has taught that transfusions of whole blood 
have not invariably produced the anticipated 
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improvement. On the contrary, the frequency with 
which the reverse effect was encountered led to a 
detailed and systematic study of the problem. 
A hemoconcentration, with a rise in the red-cell 
count and the hematocrit reading, is an almost 
constant accompaniment of the dehydration of 
infantile diarrhea, particularly in the acute cases. 
These infants are not suffering from a deficiency of 
either hemoglobin or erythrocytes, and therefore 
blood-transfusion is definitely contra-indicated. In 
the light of this investigation the current practice is 
to limit the use of whole-blood transfusions solely to 
those infants suffering from a true anemia as shown 
by a detailed blood examination. In other cases the 
red cells transfused must embarrass still further the 
circulation ; they have to be destroyed and their 
products excreted, thus adding a further burden to 
the body and perchance prejudicing a successful 
issue. Another point of importance in connexion 
with blood-transfusion is that blood-grouping alone is 
not sufficient to prevent reactions which, though 
rarely severe, are certainly undesirable. Since the 
introduction of the routine of direct testing in every 
case of the blood of the donor against that of the 
recipient, reactions of any kind to transfusion have 
been entirely eliminated. 

In general, blood-transfusions are indicated in 
those children in whom dehydration is associated 
with toxemia, and in some of these trial has been 
made with blood-plasma transfusions (Aldridge 1938). 
Invariably the concentration of the blood was 
reduced and immediate clinical improvement was 
usually obtained. There are certain technical diffi- 
culties to be overcome before this line of treatment 
can be widely employed, but the results so far 
obtained point to its being a valuable line of treat- 
ment in certain selected cases.. Further results will 
be awaited with interest. 

In all cases the total amount of fluid that the baby 
receives in twenty-four hours, by all routes, is of 
fundamental importance. It has been found in 
practice that the day-to-day charting of the fluid 
antake in ounces per lb. of body-weight has simplified 
this investigation and been of valuable assistance, 

The other problem that constantly arises is how 
much sodium chloride should be given. It is not yet 
possible to put this procedure on a quantitative 
basis, and the decision has to be left to clinical 
instinct and such rough measures as have already 
been mentioned. It has been suggested that an 
approximate guide can be obtained by continuing 
the administration of saline until such time as the 
urine chlorides have returned to normal. This 
method is, however, open to certain fallacies, as has 
already been mentioned (Fullerton et al. 1932 and 
Maizels and McArthur 1929). The administration of 
excessive amounts of sodium chloride will almost 
certainly cause edema. According to Shelburne and 
Egloff, the sodium ion is the cedema-producing 
element rather than the chloride ion (Orr 1936). In 
favourable cases the cdema will disappear if the 
total fluid intake is reduced and the sodium chloride 
entirely eliminated. In some cases where pulmonary 
cedema has developed it may be advantageous to 
give a small intravenous injection of a hypertonic 
glucose solution (10-20 per cent.) to withdraw the 
excessive fluid back again into the circulation. If 
the patient’s weight, the percentage of salt in the 
normal body, and the plasma chlorides were known, 
Coller et al. (1938) claimed that the individual 
patient’s initial requirements could be accurately 
assessed, Unfortunately this procedure is not yet 
applicable to infants, 
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SUPRARENAL CORTEX 


It will be observed that the blood changes in 
infantile gastro-enteritis in many respects simulate 
those encountered after removal of the suprarenal 
cortex in animals. In such animals a concentration 
of the blood is one of the most constant features, and 
experimental evidence points to this being due to a 
withdrawal of fluid from the blood plasma and from 
the interstitial spaces. The injection of an effective 
amount of cortical hormone brings about a dilution 
of the blood and an appreciable diuresis (Harrop 
1936). Besides this hamoconcentration, a drop in 
blood-pressure and a rise in blood-urea and non- 
protein nitrogen, with nausea, asthenia, wasting, and 
increased susceptibility to infections, are common to 
both. Thus, on experimental grounds there appears 
justification for the administration of suprarenal 
cortical hormone to infants with gastro-enteritis. 
This method of treatment is now being explored, but 
the available evidence is insufficient for a considered 
opinion. It appears that in some cases benefit has 
accrued from its administration, but nothing in the 
way of dramatic results has been seen. Much more 
work remains to be done before its place in the therapy 
of infantile gastro-enteritis can be adequately assessed. 


FEEDING 
A period of preliminary starvation, during which 
the infant is receiving only water, glucose, and salt, 
may be prescribed for the first twelve to twenty-four 
hours. Thereafter feeding of some kind must be 


“instituted. The various foods available are innumer- 


able, and there is no consensus of opinion as to the 
best. It is, however, generally agreed that fats are 
tolerated badly and should be avoided or at least 
severely restricted. Cow’s-milk mixtures are seldom 
tolerated well, and I have.a preference for dried 
milks. Several dried milks are available with a low 
fat and full carbohydrate content, and the particular 
one used may be left to individual preference. Some 
authorities deem it important that the milk should be 
acidified to supplement a possible gastric deficiency 
and to diminish bacterial growth, but on clinical 
grounds this does not seem to be necessary in every 
case. Protein milk of one variety or another is 
strongly advised by some, but success is not always 
forthcoming. The important point is that, when 
feeding is begun, the feeds should be small in quantity 
and dilute in quality and advances in both directions 
made with caution. On account of their low fat 
content and therefore poor calorie value these foods 
should not be continued for very long, provided that 
the gastro-intestinal symptoms have abated. The 
change to a more balanced feed may be made as soon 
as the clinical condition will allow. 

Apple diet.—Treatment of all varieties of infantile 
diarrhea with what is now called the apple diet has 
been widely recommended both in Europe and in 
America, The routine advised is to give 1-2 oz. of 
ripe raw grated apple every two hours, day and 
night, for one to two days, and it is claimed that a 
rapid abatement of the diarrhea and toxemia is 
thereby obtained. There is considerable doubt as to 
what portion of the apple produces the beneficial effect, 
but most writers consider that it is due to the pectin. 
I have given this form of therapy a reasonable trial on 
several occasions and have to admit that in my experi- 
ence the results have been most disappointing ; indeed 
not even temporary improvement has been obtained. 


DRUGS 


Drugs are useful only for the treatment of symptoms 
in infantile diarrhea, A timely dose of castor oil in 
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‘the earliest stages of the disease may be beneficial, 
but afterwards aperients are not only useless but 
may be harmful. Astringents in general are contra- 
indicated, for they favour retention and therefore the 
absorption of toxic products from the alimentary 
tract. Opium, however, has an important but 
strictly limited place in treatment; it must be used 
with the greatest caution and should be combined 
with belladonna. The restless crying infant with 
numerous watery stools and severe toxemia may 
gain great benefit from the administration of small 
doses of opium and belladonna. The restlessness is 
relieved, the colic abates, the excessive intestinal 
secretions are reduced, the desire for food returns, 
and sleep follows. Alcohol is another useful drug of 
whose value I am convinced ; it is a sedative, it is a 
food, and it is absorbed from the stomach, all of 
these actions being beneficial. The newer chemo- 
therapeutic drugs—sulphonamide and its compounds 
—are on trial, but I am not yet in a position to offer 
opinion as to their efficacy. 


NURSING 


I cannot conclude my remarks on treatment 
without paying tribute to the nursing staff of the 
Birmingham Children’s Hospital for their unremitting 
care and management of these babies. It is not 
often that one has an opportunity of expressing in 
public the very real appreciation of the nursing 
profession that the medical profession has, and I do 
not intend to let this opportunity pass. Those who 


have been called on to treat babies suffering from — 


gastro-enteritis know full well how much success or 
failure depends on the nursing. Nothing can be 
more disheartening than to find that, after days and 
weeks of fighting for the life of a baby, one’s efforts 
have been of no avail. These disappointments, 
however, have never daunted the perseverance, the 
patience, or the enthusiasm of the nursing staff for 
the welfare of these infants. I am well aware of the 
high mortality, but I am equally conscious of the 
fact that, but for the sterling nursing services placed 
at my disposal, this mortality would have been very 
much higher. 


Prophylaxis 


Realisation of the prolonged invalidity and grievous 
mortality of infantile diarrhoea compels a study of 
its prophylaxis. First and foremost comes breast- 
feeding. This is nothing new, its importance has been 
emphasised by discerning pediatricians for genera- 
tions, but it has to be admitted that in spite of all 
this the incidence of breast-feeding is declining. 
Spence (1938) has estimated that at the present time 
20-30 per cent. of babies are artificially fed from 
birth in many if not most of our big towns, and that 
not more than a third of the mothers of these towns 
are fully feeding their babies until the sixth month. 
Until this state of affairs can be rectified, infantile 
diarrhoea will continue to be a major problem among 
the diseases of early life. 

Another very important precautionary measure is 
prompt treatment at the very first sign of any gastro- 
intestinal upset, as manifested by an undigested, 
loose, or watery stool. Theimmediate cessation of all 
feeds and the giving of liberal amounts of plain 
water or half-strength saline would, I am convinced, 
abort many cases of infantile diarrhea. Rest to the 
alimentary tract at this stage is of inestimable value 
and in most cases is all that is necessary. ` 

Lastly, the part played by parenteral infection 
in the causation of infantile diarrhcea must also be 
emphasised. In almost every case this infection is 
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contracted from an adult. Those responsible for the 
care and management of infants must be made fully 
aware of this great danger and of the steps that can 
be taken to prevent it, both in the home and in the 
hospitals. In this connexion I wish to draw attention 
to the new babies’ block of the Birmingham Children’s 
Hospital now nearing. completion. Therein each 
infant will be isolated in a small cubicle, and the 
nursing and other arrangements have been designed 
to prevent all extraneous infection or cross-infection 


' among the babies in the hospital. 


Summary and Conclusions 


The syndrome known under the names of infantile 
gastro-enteritis, acute diarrhea and vomiting, and 
acute intoxication is a frequent and serious disorder 
of infancy and early childhood. An analysis of 500 
cases treated in the Children’s Hospital, Birmingham, 
during the last few years reveals that it is essentially 
a disease of the early months of life, and that its 
incidence falls most heavily on artificially fed babies. 
Nowadays infantile diarrhea has no particular 
seasonal incidence but is present both in the summer 
and in the winter months, Innumerable classifications 
have been advanced, but none is entirely satisfactory. 
At the present time much attention is being focused 
on the importance of infection in parts of the body 
other than the alimentary tract. Of the.cases here 
considered 46:2 per cent. had evident "parenteral 
infection at the time of admission, and the mortality- 
rate was 56-3 per cent. No parenteral infection was 
present at any time in 30-3 per cent., and the 
mortality-rate of this group was 11:3 per cent. A 
further group of 23-6 per cent. developed parenteral 
infection after admission to hospital, and the 
mortality-rate was 78-8 per cent. The relationship 
between infantile diarrhoea and parenteral infection 
has not yet been elucidated; it is suggested that 
sometimes this infection is the cause, but sometimes 
it is the consequence. 

In the treatment of infantile diarrhcea the correc- 
tion of the dehydration is the most important 
measure, and for this purpose fluid may be given by 
mouth, by subcutaneous injection, and by intra- 
venous injection. Blood examination of these babies 
commonly reveals a heemoconcentration, and therefore 
blood-transfusions are contra-indicated unless a true 
anæmia is proved, It is difficult to assess the 
amount of sodium chloride required, but it is probable 
that in the past excessive amounts have been 
administered. After an initial starvation. of twelve 
to twenty-four hours, feeding should be begun, at 
first with feeds low in fat but with a full protein and 
liberal and mixed carbohydrate content, 

Finally, for the prevention of infantile diarrhea, 
breast-feeding, protection against parenteral infection, 
and early and prompt treatment are precautions of 
immense value. 
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HAEMORRHAGE IN JAUNDICE 
By C. F. W. ILLINGWORTH, M.D. Edin., F.R.C.S.E. 


SENIOR ASSISTANT SURGEON, EDINBURGH WESTERN HOSPITAL 


THE danger of hemorrhage in jaundice has long 
been recognised. It is greatest in the few days after 
operation, though it may occur in unoperated cases. 
During the operation no abnormal bleeding is noticed 
and hemostasis is generally secured without difficulty ; 
the bleeding takes place a few days later, and the 
period of greatest danger lies between the third and 
the sixth days. The hemorrhage usually takes the 
form of a slow ooze into the depths of the wound, 
forming a hematoma, or perhaps leaking on to the 
dressing. Less often there is bleeding from the gums, 
nose, or intestinal mucosa. 

The frequency of postoperative hemorrhage in 
jaundice has been variously estimated. Walters 
(1921) has stated that fully half the deaths after 
operation in jaundiced subjects are due to hemorrhage, 
but most surgeons would probably give a much lower 
estimate, Table I, compiled from four papers by 


TABLE I—POSTOPERATIVE DEATHS IN JAUNDIOE 


Operations 


Anthor ofan) (Eat | Rete trom 
Petrén (1918) 1891 231 30 
Tennesen (1934) 549 80 4 
Judd and Marshall (1931) 1181 108 19 
Ravdin et al. (1938) 155 23 8 
Total .. oe 3776 442 61 


American and Continental writers, shows that in 

nearly 4000 operations on jaundiced subjects 61 of the 
442 postoperative deaths (13-8 per cent.) were attri- 

buted to hemorrhage, and this figure tallies very 

closely with the 12 per cent. given by Sir John Fraser 
1938). 

CAUSE OF HEMORRHAGIC TENDENCY 


My observations lead me to believe that one or 
more of the following factors may be concerned in 
the hemorrhagic tendency :— 


(1) Delayed coagulation of the blood. 

(2) The formation of a soft friable bulky clot, 
which does not retract well. 

(3) Fragility of the capillary blood-vessels, similar 
to that seen in scurvy, but not amenable to treat- 
ment by vitamin C or P. 


Of these three factors by far the most constant 
is the impaired coagulability of the blood. Often 
this is reflected in the coagulation-time, which, 
when estimated by the ordinary clinical methods, 
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may be lengthened to 10, 15, or even 20 min. In other 
cases, even though the coagulation-time appears 
normal, the prothrombin test described below will 
reveal a potential impairment of clotting. 

The cause of the faulty coagulation in jaundice 
has been much discussed. It has been widely 
attributed to a deficiency of calcium, which is “‘ fixed ” 
by bile pigments and thus rendered unavailable 
for coagulation ; but so far there has been no real 
evidence that lack of calcium is responsible. More- 
over, administration of calcium has never been shown 
conclusively to reduce the clotting-time, though it 
is still used for this purpose in many surgical clinics, 
Recent work, initiated by Quick and his colleagues 
(1935) in Milwaukee, makes it clear that the essential 
factor is a deficiency of the prothrombin content of 
the blood. It appears that normal blood contains 
an excess of prothrombin and there may thus be 
a considerable deficiency without much effect on 
the coagulation-time as estimated by the ordinary 
methods; but when the prothrombin level falls 
below a critical level the hemorrhagic tendency 
quickly becomes manifest. This explains the common 
experience that a jaundiced patient whose pre- 
operative blood-coagulation time is normal may 
develop hemorrhages a few days later, when operation 
has reduced the prothrombin level to'a dangerously 
low level. 


FACTORS CONCERNED IN PROTHROMBIN DEFICIENCY 


In seeking the cause of the prothrombin deficiency 
in jaundice we must bear in mind that a similar 
prothrombin deficiency has also been shown to be 
responsible for the hzemorrhagic tendency observed 
in certain cases of external biliary fistula, in which the 
whole bile secretion is lost for a long period. Fig. 1 
illustrates such a case, the history being as follows :— 


A woman, aged 70, referred to me with a short 
history of progressive painless jaundice, proved to 
have a carcinoma of the pancreas. In view of her 
critical condition, I performed a simple cholecysto- 
stomy, thus draining the bile externally. The jaundice 
gradually faded, and fifteen weeks later a cholecyst- 
gastrostomy was performed, to direct the bile once 
again into the alimentary tract. As fig. 1 shows, 
while the external fistula was maintained the pro- 
thrombin index was persistently low (about 40 per 
cent. of the normal), but within a week after directing 
the bile into the stomach the prothrombin index 
had risen to the normal level. 


Thus a prothrombin deficiency is found in two 
distinct conditions: jaundice and biliary fistula. Now 
it is clear that one important feature which these 
two conditions have in common is that no bile reaches 
the alimentary tract: in one case it is dammed back 
in the bile passages, and in the other it escapes 
externally, and thus its digestive value is lost. This 
suggests that the prothrombin deficiency may be 
due to faulty absorption of some substance from the 
intestinal tract owing to the lack of bile. 

It is known from the earlier work of Dam 
(1935), in Copenhagen, that a hemorrhagic dia- 
thesis which occurs in young chickens and is 
associated with a diminished prothrombin content 
is due to a deficiency of the Koagulation-vitamin 
or vitamin K. From this work it was an easy step 
to assume that a similar deficiency of vitamin operated 
in jaundice—not in this case because of deprivation 
from the diet but because of faulty absorption 
in the absence of bile. Butt, Snell, and Oster- 
berg (1938) and other workers in America have 
accepted this view, and the cases [ report 
below appear to give some support for it. It 
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seems likely that besides the difficulty in absorbing 
the vitamin another factor is concerned—the factor 
of liver damage, It is not yet understood fully what 
part the vitamin plays in the synthesis of prothrombin, 
but there is some evidence to suggest that this process 
takes place in the liver. In jaundice, in which the 
liver is so obviously damaged, it seems possible that 
there is not only impaired absorption of the vitamin 
from the alimentary tract but also impaired synthesis 
or storage of prothrombin in the liver. This would 
account for the fact already referred to, that the pro- 
thrombin deficiency appears to run parallel with the 
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Fia, 1—Chart of prothrombin index in complete external 
biliary fistula after cholecystostomy for carcinoma of 


pancreas, showing return to normal range after 
cholecyst-gastrostomy. 


liver damage. Much work has been done in recent 
months, especially in America, to determine the 
distributidn and chemical nature of the vitamin. 
It appears to be widely distributed in various. food- 
stuffs and has been obtained in greatest amount from 
alfalfa grass. It is fat-soluble, and the work of 
Klose and his colleagues (1938) suggests that it is 
a complex unsaturated hydrocarbon, 

In the work reported here I have attempted to 
answer three questions :— 

(1) Is there a prothrombin deficiency in jaundice, 
and if so does it bear any relation to the depth or 
duration or type of the jaundice, to the amount of 
liver damage, or to any other feature ? 

(2) Is such a prothrombin deficiency to be regarded 
as a triste orth? criterion of the hemorrhagic 
tendency ? 

(3) Can the hemorrhagic tendency be prevented 
or cured by the administration of vitamin K ? 


PROTHROMBIN ESTIMATIONS IN JAUNDICE 


I have used the prothrombin test described by 
Quick et al. (1935). Briefly, this is a form of blood- 
coagulation test, so modified as to act as a test of 
the prothrombin content of the blood. According 
to the generally accepted theory of blood coagulation, 
prothrombin, which is a normal constituent of the 
plasma, is activated by thrombokinase or tissue 
extract in the presence of calcium to form thrombin, 
which then converts soluble fibrinogen into insoluble 
fibrin or clot. The aim of Quick’s method of estimat- 
ing prothrombin is to supply an optimal amount of 
all the substances required for coagulation except 
prothrombin ; the coagulation-time of the resultant 
mixture will then be inversely proportional to the 
amount of prothrombin present. The technique is 
not difficult. Blood from a vein is oxalated to permit 
transfer to the laboratory. It is then recalcified 
by adding an excess of calcium chloride, and an 
excess of thrombokinase is supplied in the form of an 
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extract of brain. We already know that fibrinogen 
is present in adequate amount—and I have con- 
firmed it in all the cases in this series—hence the only 
variable is prothrombin. Under these conditions 
normal blood clots very rapidly—in 20-40 sec., 
varying with the sample of brain—whereas blood 
deficient in prothrombin may take three or four times 
as long to clot. The prothrombin index is then 
estimated as a percentage of the normal. Thus, if 
normal blood takes 30 sec. to clot and jaundiced 
blood takes 60 sec., the prothrombin index is 50 per 
cent. This figure is to be regarded merely as an 
index, not as an accurate quantitative measure of 
the prothrombin present. 


The venous blood is obtained by syringe, and 
4-5 c.cm. is added immediately to 0:5 c.cm. of a 
M/10 solution of sodium o te in water. The 
oxalated blood can be stored for two or three days 
(not longer) in a refrigerator. 

The preparation of thrombokinase is made from 
brain tissue, obtained conveniently from the autopsy 
room, After removal of the meninges and vessels, 
the brain is thoroughly washed to remove all blood 
and is pulped and ground into a uniform paste. 
It is then aprees in a thin layer over sheets of glass- 
and dried by a hot electric blower. The dried 
brain is scraped off and stored in a well-stoppered 
bottle. Its thrombokinase activity does not appear | 
to deteriorate with keeping. Immediately before 
use, 2 g. of the dried brain is emulsified in 10 c.cm. 
of physiological saline solution and incubated for 
15 min. at 37° C., after which it is filtered through 
gauze to remove coarse fragments. 

The calcium solution consists of M/40 calcium 
chloride in distilled water. It should be made up 
in bulk and stored for a few days before use. 

For the estimation, 0-1 c.cm. of blood plasma and 
0-1 c.cm. of the brain emulsion are pipetted into a 
clean dry test-tube, and 0-1 c.cm. of calcium chloride 
solution is then added,‘and the tube is immediately 
immersed in a water bath at 37° C., where it is shaken 
vigorously for a few moments and then rocked gently 
until the mixture coagulates. The time in seconds 
(measured by stop-watch) from the moment of adding 
the calcium to the moment of coagulation constitutes 
the prothrombin-time, and by comparing this with 
the clotting-time of a control plasma (which should 
preferably be estimated at each sitting) the prothrombin 
index may be obtained. 


` Unlike the ordinary blood-coagulation test, this 
estimation is highly satisfactory. It is simple to 
carry out, the end-point is exact, and the figures 
obtained in consecutive estimations are remarkably 
constant, Thus in my last 54 control observations © 
on normal bloods, using thrombokinase solution from 
a single batch of dried brain, the prothrombin-time 
was invariably between 25 and 35 sec. and in the 
great majority between 28 and 32 sec. Compared 
with this normal range, the figures obtained in 
jaundiced patients commonly exceed 75 or even 
100 sec. 

I have now carried out prothrombin estimations in 
twenty cases of jaundice, with about 200 observations 
on normal bloods as controls (table II). In eight 
of the cases the jaundice was toxic, varying from mild 
catarrhal jaundice to fulminating, and in one case 
fatal, toxemia, Table II shows that six of the eight 
cases presented a prothrombin deficiency, of slight 
degree in the majority, but severe in a few, and in one 
case, the fatal toxic one, with as low an index as 
24 per cent. In the remaining twelve cases the 
jaundice was due to some form of malignant obstruc- 
tion—carcinoma of the pancreas in the majority— 
and in this series all except one showed a prothrombin 
deficiency, which in the majority was of severe degree, 
The prothrombin deficiency was considerably more 
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severe in obstructive jaundice than in toxic jaundice. 
Table II shows that in general the prothrombin 
deficiency tends to be most evident in long-standing 
deep jaundice (cases 17, 18, and 19). There are, 
however, exceptions to this general rule, and some- 
times a surprisingly low prothrombin index is obtained 
in a case of short duration or in one with comparatively 
slight icterus, whereas the converse holds true that 


TABLE JI—PROTHROMBIN INDEX IN JAUNDICE 


Prothrombin Duration of Depth of 
Case index aundic poundice 
(per cent.) (weeks) (icteric index) 
TOXIC JAUNDICE 

1 107 2 32 

2 98 3 140 

3 91 2 45 

4 76 2 70 

5 74 6 64 

6 63 6 104 

7 55 4 50 

8 24 1 95 

MALIGNANT OBSTRUCTIVE JAUNDIOB 

9 100 l 4 125 
10 83 2 120 
11 83 2 55 
12 80 3 50 
13 71 2 76 
14 70 3 125 
15 68 6 130 
16 54 12 75 
17 52 7 140 
18 46 6 82 
19 23 11 175 
20 18 4 65 


the prothrombin index may remain normal even 
in the presence of severe icterus of several weeks’ 
duration. Thus case 20, a man aged 55, suffering from 
carcinoma of the pancreas, whose jaundice had 
appeared only four weeks previously and was of only 
moderate depth, presented the remarkably low 
prothrombin index of 18 per cent. ; whereas case 9, 
a man of 59, suffering from the same disease and 
clinically very similar but with deeper jaundice, 
presented a normal prothrombin figure. These 
discrepancies may perhaps depend on differences 
in the amount of liver damage. Liver-function tests 
are notoriously unreliable, and I have not carried 
them out as a routine, but the clinical evidence in 
my series of cases suggests that liver damage is one 
of the factors concerned in reducing the prothrombin 
content of the blood. 


PROTHROMBIN ESTIMATIONS AS A CRITERION OF 
HEMORRHAGIO TENDENCY 


It is well known that the tests for blood coagula- 
bility in clinical use are of very limited value in 
estimating the risk of postoperative hemorrhage in 
jaundice, Not only does the blood-coagulation 
time, as judged by such tests, vary between wide 
limits in normal subjects, and even in the same subject 
at successive estimations, but also it is a common 
experience that in jaundice a postoperative hemor- 
rhagic tendency may develop in a patient whose 
coagulation-time is well within the limits of the 
normal. I have had four such cases—patients with 
preoperative coagulation-times of 2}-5 min., who 
subsequently developed serious hemorrhages. Nor 
can the various modifications of the tests for bleeding- 
time and coagulation-time—e.g., those suggested by 
Lee and Vincent (1915) and Ivy and others (1935)— 
be judged more satisfactory. 

It is difficult to dogmatise on the brief experience 
of twenty cases, but my impression is that in the pro- 
thrombin test we have a method which may well 


prove to be a trustworthy criterion of the hemorrhagic 
tendency. Only three of the twenty cases in my 
series have had hsmorrhages, and in one of these the 
hemorrhage was trivial. It is significant, however, 
that all three cases had a considerable deficiency of 
prothrombin (the preoperative figures were 58, 
23, and 18 per cent.), whereas in cases in which the 
deficiency was less no hemorrhagic tendency developed. 
The two cases already referred to (cases 9 and 20 in 
table II) illustrate well the value of the prothrombin 
test in assessing the risk of hemorrhage, 

CASE 9 was a man aged 59, suffering from jaundice 
due to carcinoma of the pancreas. On admission 
his prothrombin index was 100 per cent.; while 
he was under observation it never sank below 75 per 
cent. I therefore felt confident in recommending 
operation and in performing a cholecyst-gastrostomy. 
After the operation he showed no tendency towards 
hemorrhage and made an uninterrupted recovery. 


CASE 20 was a man aged 55, who also suffered from 
carcinoma of the pancreas, but in his case the pro- 
thrombin index on admission stood at the very low 
figure of 18 per cent. It was clear that, if we had 
embarked on an immediate operation, there was a 
strong probability that he would develop post- 
operative hemorrhages, and, even in spite of pre- 
liminary treatment which had the effect of raising 
his prothrombin index to 60 per cent., he did, in 
fact, present a somewhat trivial hseemorrhage from the 
wound on the second day after operation. This 
patient’s further history is given later in this paper, 
when it will be seen that he subsequently came to 
operation again, and again developed postoperative 
hemorrhage from the wound, the prothrombin 
index at that time being 32 per cent. 


Thus it appears likely that the prothrombin estima- 
tion will prove a valuable method of assessing the 
hemorrhagic tendency. 


PREVENTION OF HZMORRHAGE BY ADMINISTRATION 
OF VITAMIN K 


In four of the cases in my series I have made 
observations on the effect of administering vitamin K. 
The preparation used has been Cerophyl, prepared 
by the American Dairy Company and supplied to me 
through Messrs. Glaxo. This preparation contains 
vitamins A, B, and C, and doubtless other factors ; 
hence some caution is necessary in interpreting the 
beneficial results obtained as due to vitamin K.* 
It has not yet been possible to produce this 
vitamin in purified form in sufficient quantity for 
clinical work. Owing to the difficulty in obtaining a 
sufficient supply of the cerophyl, I have been able 
to treat only a small number of cases in this way, 
but this has to some extent been counterbalanced by 
the fact that each case has been the subject of a 
close study, with observations on the bleeding-time, 
the coagulation-time, and many biochemical estima- 
tions. For the purpose of this paper, it is not 
necessary to report all the observations in detail, 
and I propose merely to give such summaries as 
indicate the extent to which the administration of 
vitamin K has been of value. It may be stated first 
that the results of this treatment, although somewhat 
variable, have on the whole been satisfactory in three 
cases but completely ineffective in the fourth, a case 
of external biliary fistula. The following are the 
details of the three cases in which the vitamin proved 
effective. 

CASE 15.—This is the first case in which the vitamin 
was given, and, in a sense, it was experimental ; but, 


* Isolated observations made since this paper was written lead 
me to suspect that the results described may be due to some sub- 
stance present in the crude extract otber than vitamin K. 
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although the issue was fatal, some benefit appeared 
to be derived from the vitamin. The patient was a 
woman aged 50, who was admitted to hospital deeply 
jaundiced. She had previously had one breast 
removed for carcinoma, and the jaundice was due to 
the pressure of a solitary metastasis on the common 
bile-duct. On admission to hospital she had a pro- 
thrombin index of 58 per cent. (fig. 2). Cerophyl 
was not available then, so she was given 5 oz. 
of bile daily by stomach-tube in the hope that it 
might promote the absorption of sufficient vitamin 
from the ordinary diet to influence the prothrombin 
content. 


Thistreatment, however, proved insufficient, perhaps 
because in conditions of liver damage a great excess 
of vitamin is required. At this stage a supply of 
cerophyl was obtained and was given over a period 
of sixteen days. This raised the prothrombin index 
almost to the normal range, in spite of the fact that 
the jaundice was becoming deeper and the patient's 
general condition increasingly grave. At this stage it 
was decided to perform a laparotomy ; the malignant 
mass was detected, and the gall-bladder was drained 
externally. However, the patient did not improve 
after the operation. There was evident impairment 
of liver function, and she died a week later. No 
bleeding was noted until the third day after operation, 
but from then until death there was oozing from the 
wound, which persisted more or less continuously 
in spite of a small transfusion. 


It is noteworthy that in this case the prothrombin 
level was not maintained after operation but sank 
rapidly, and at the time of the postoperative bleeding 
it was below 50 per cent. I have observed this 
feature in several cases, and it appears that this is 
the reason for the peculiar liability to hemorrhage 
in the immediate postoperative period. Two lessons 
are to be learnt from this case. The first is that 
administration of the vitamin should be continued 
after operation, especially if there is much liver 
damage, for only in this way can the prothrombin 

index be 
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BILE CEROPHYL Z2drachms tds. over the 
5oz.daily dangerous 
postopera- 

tive phase. 


The second 
e lesson i8 
INDEX. that an 
p7 external 
biliary 
fistula 
should be 
avoided 
whenever 
possible, 
for the loss 
of bile tends 
to increase 
the pro- 
thrombin 
deficiency. 


CASE 20. 
—In this 
case the 
administra- 
tion of 
vitamin 
was more 
effective. 
This was 
the man 


r 


PROTHROMBIN INDEX 


0 5 10 15 20 25 30 35 
DAYS 


Fia, 2—Chart of prothrombin index in 
fatal jaundice due to malignant mass in 


pancreas secondary to breast carcinoma aged 55 
(case 15). A, cholecystostomy; B, trans- previously 
fusion. referred to. 
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He was admitted with moderate jaundice, the result 
of a carcinoma of the pancreas. 

On admission his prothrombin index was 18 per 
cent. (fig. 3)—the lowest figure in this series. The 
vitamin was given over a period of eleven days, and, 
although its effect was not dramatic, there was a 
steady rise in the prothrombin index up to 50 per cent. 
Operation was thought advisable at this stage, and a 
cholecyst-gastrostomy was performed. After opera- 
tion there was again a transitory fall in the pro- 
thrombin index to 32 per cent., and at this point, 
on the second day, there was some bleeding from the 
wound. Later, however, the prothrombin index rose 
rapidly and within a week of operation attained the 
normal level. 

The further progress of this case is of special interest. 
A fortnight after operation the prothrombin index 
had again fallen—to 44 per cent.—and at this stage it 
was also becoming obvious that the jaundice showed 
no appreciable improvement. The patient was kept 
under observation for a further period of ten days, 
when these findings were confirmed. It was decided 
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Fia. 3—Chart of prothrombin index in 


jaundice due to carcinoma of pancreas 
(case 20). A, cholecyst-gastrostomy; B, 
cholangiogastrostomy, 


that probably the cholecyst-gastrostomy had been 
ineffective in relieving the jaundice owing to encroach- 
ment of the growth up the common duct and involve- 
ment of the termination of the cystic duct. The 
patient was therefore advised to undergo a second 
exploration. Before proceeding with the operation 
a further period of treatment with cerophyl was 
given. In this instance a preparation of bile-salts 
(Bilron) was also given, to promote the absorption 
of the vitamin. Fig. 3 shows that the effect was 
a rapid increase in the prothrombin content, which 
attained 90 per cent. by the end of one week and 
maintained this level for a further period of a week. 

The second operation was now carried out and the 
provisional diagnosis confirmed. Accordingly the 
common duct above the growth, which was much 
dilated, was anastomosed to the stomach. This 
proved effective in relieving the jaundice, which 
rapidly faded. The prothrombin index again 
diminished after operation, falling to 32 per cent., 
and at this stage again on the second postoperative 
day there was a free hemorrhage from the wound, 
necessitating packing with adrenaline gauze. Later, 
however, the prothrombin index rose again, and 
within a week of operation it attained a normal 
figure, where it remained during the patient’s sub- 
sequent stay in hospital. 


CASE 18 was a man aged 60, who had suffered from 
jaundice, painless in origin and progressive, of seven — 
weeks’ duration. He was admitted to the Royal 

, Edinburgh, under the care of Dr. W. A. 
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Alexander, to 
whom I am in- 
debted for per- 
mission to carry 
out the investiga- 
tion. The case is 
believed to be 
one of carcinoma 
of the head of 
the pancreas, but 
no operation was 
performed, and 
the patient left 
hospital before 
the diagnosis 
could be con- 
firmed. 


On his admis- 
sion to hospital 
the prothrombin 
index stood at 
46 per cent. 
(fig. 4). Cerophyl 
was administered, 
and sligbt im- 
provement in the 
prothrombin con- 
tent was ob- 
tained, the index 
being raised in 
a fortnight to 70 
per cent. At 
this point the 
bile-salt preparation (bilron) was added to promote 
absorption of the vitamin, and within ten days the 
prothrombin index was raised to the normal level and 
was maintained at this level for a further period of 
one week. At this stage, when it was decided not 
to advise operation, the cerophyl was discontinued, 
the administration of bilron, however, being main- 
tained. The result was a rapid fall in the pro- 
thrombin, which at the end of fourteen days had 
regained its original level of just over 40 per cent. 


From this case, it seems clear that the improve- 
ment in the prothrombin index was attributable 
to the vitamin preparation. 
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Fia. 4—Chart of prothrombin index 
in obstructive jaundice thought to 
be due to carcinoma of pancreas 
(case 18). 


SUMMARY 


(1) Hæmorrhage is a not uncommon and often 
fatal complication after operations on jaundiced 
persons. 

(2) The hemorrhagic tendency is attributable to 
a prothrombin deficiency, which is most noticeable 
during the few days after operation. 

(3) The prothrombin deficiency appears to be 
associated with faulty absorption of a vitamin 
owing to the absence of bile from the alimentary 
tract. There is evidence to suggest that another 
factor is the faulty utilisation of the vitamin as a 
result of liver damage. 

(4) Estimation of the prothrombin content of the 
blood appears to be a useful method of assessing the 
risk of hemorrhage. To ensure reliable results the 
test should be carried out not only before operation 
but also afterwards, and any sudden fall in the 
prothrombin index at this time should be regarded 
as a danger-signal, 

(5) The risk of hemorrhage in jaundice may be 
reduced by the administration of preparations con- 
taining vitamin K. This should be done for a 
sufficient period before operation to remedy the 
prothrombin deficiency, and the administration should 
be continued later until the dangerous postoperative 
period is past. 


(References at foot of next column) 
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SODIUM AND CHLORINE RETENTION 
WITHOUT RENAL DISEASE 


By E. N. Abort, M.A., B.Sc., B.M. Oxfd, F.R.C.P. 


PATHOLOGIST, L.0C.0. GROUP LABORATORY, LEWISHAM 
HOSPITAL, LONDON 


DURING the last few years several patients not 
suffering from renal disease have been observed in 
whom a very high level of sodium and chloride was 
found in the blood, with nearly complete absence of 
these elements from the urine. The data are in many 
ways incomplete but seem of sufficient interest to 
publish. The chemical findings in each case are given 
in the table. 


CASE-HISTORIES 


CASE 1.—Caretaker, aged 38. Admitted to hospital 
following hematemesis. He had been taking an alka- 
line powder for indigestion. He was dehydrated and 
drowsy, and died in spite of transfusion and intra- 
venous administration of 1 litre of distilled water 
as soon as the results of the blood analysis were known 
(von Farkas 1934). Post mortem: Cirrhosis of the 
liver, with cesophageal varices. The kidneys were 
normal on naked-eye examination; histologically 
there was a very occasional fibrosed glomerulus, but 
the great majority of glomeruli were healthy ; there 
was definite degeneration in the tubules, particularly 
of the distal segments. 


CASE 2.—Housewife, aged 66. Admitted suffering 
from headache, vomiting and paraplegia. She was 
drowsy, with spastic paralysis of both legs and left 
arm. Blood-pressure 155/75. Post mortem: A large 
cerebral hemorrhage between the frontal lobes from 
a ruptured aneurysm of the left anterior cerebral 
artery. Marked atheroma. Hypertrophy of the 
heart. Kidneys showed very slight ischsemic fibrosis ; . 
the majority of the glomeruli appeared healthy but 
there was some tubular degeneration. 


CASE 3.—Radio-dealer, aged 55. Vague history of 
illness for one week,’ with development of left hemi- 
paresis; had been taking an alkaline powder for 
indigestion. Blood-pressure 136/70. No hematemesis, 
but passed large meleena stool after admission. Post 
mortem: Recent softening of right internal capsule. 
Ulcer in first part of duodenum. Kidneys showed a 
slightly granular surface when capsule was stripped ; 
sections showed occasional fibrosed glomeruli with 
some tubular degeneration. 


CASE 4.—Child, aged 4 months. Sent in as a case 
of postvaccinal encephalitis. Very drowsy ; bulging 
fontanelle; would not feed; dehydrated. Post 
mortem : Adenoma of choroid plexus infiltrating right 
posterior lobe beneath the lateral ventricle. Kidneys 
completely normal. 


CasE 5.—Child, aged 2} years. Admitted with 
complete suppression of urine, and died without 
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DR. ALLOTT : SODIUM’ AND CHLORINE WITHOUT RENAL DISEASE 


[way 6, 1939 - 


CHEMICAL FINDINGS 


CASE 2 


Serum 
Na 140 | 384 167-0 
K &| 12-5 3-2 
Ca ó 8-4 4-2 
Mg 2 56 4:7 


Eee | Ee | oe 
(ee @ ees | ee | eee 


T.F.B. | 152| .. | 179 


rm ns | ce, | Ee | ES | OD | ee 


Cl |100\492 | 138-8 
P 2) 48! 28 


Serum 


2-561374 |162:5 
68°0 | 16:°9| 4:3 
8'1; 13°6| 68 
- 37| 80 


amr | ees | eS | coc | eee | e | 


74 e. |177 


6:9381 (107-6 
29-4| 28| 18 


HCOs | 27| 45'0 | 20-2 a 88:5 | 39-8 
S ; 7” 198 |1240| 3-4| 2-1 
T.P. | 16| 59| 13-2 pè 6-6| 1683) o | 
“pa, |145) .. |173 Pops [168 | e (208 | as [82 [oe [an 
Urea |.. 220 | .. z100 |.. | 55 |105 | .. (4000| .. 345 
on 
Output 
per min’ 


T.F.B. = Total fixed base (sum of all determined bases). 
T.A.= Total determined acids. 
T.P. = Total protein (g. per 100 o.cm.). 

Figures in roman type represent values in mg. per 100 c.cm. 
except protein, which is given as g. per 100 c.cm. and bicar- 
bonate which is given as vols. per 100 c.cm. f 

Figures in italics represent values in m. Eq. per litre : in the 
case of phosphate the basicity of phosphoric acid has been 


re-establishment of urine flow. This case is included 
because, although there were no chemical observations 


except a high and rising blood-urea, it may possibly 


represent an extreme example of the same condition. 
Post-mortem showed extensive tuberose sclerosis of 
the brain. Kidneys completely normal. oad: onal 


_ The principal findings in all cases were high sodium 
and chlorine in the serum, with a high blood-urea, 
The urines all showed very low sodium and chlorine, 
with high concentrations of potassium, phosphate, 
sulphate and urea; all were strongly acid, even in 
case 3 where the patient was suffering from alkalosis. 
Except in this last case there was no evidence of 
disturbance of the usual acid-base relationships in the 
serum. The fairly close agreement between the 


values for total fixed base and total determined acids 


shows that there is no accumulation of ‘* undeter- 
mined acids ” such as occurs in ureemia due to chronic 
nephritis. The differences in the three cases reported 
here were 6, 7 and 9 m.Eq, per litre; in uremia 
values of 20 m.Eq. per litre and upwards are usually 
met with, The kidneys in general showed normal 
glomeruli, apart from very slight focal ischemic 
fibrosis, but some showed tubular degeneration. 


DISCUSSION 


The mechanism by which this condition originates 
is not clear. All the patients, it is true, showed to 
some extent the clinical symptoms of dehydration, 
but most patients with dehydration do not show this 
accumulation of sodium and chlorine in the blood. 
All the patients, except one whose brain was not 
examined post mortem, had a lesion in the central 
nervous system; the lesions were very varied in 
nature and distribution and it is difficult to find any 
factor common to them all. Starling and Verney 
(1924) have shown that the excretion of chloride 
and water is largely under the control of a pituitary 


calculated as 1'8 at the pH of serum, and as 1:0 in the strongly 
acid urines; in the case of protein the figure is calculated as 
the on of the separate values (not recorded here) of albumin 
and globulin. 

“Clearances ” are calculated directly as c.cm. blood cleared 
per minute : in the case of urea only the square-root formula 
has been employed. 

Assuming serum-sulphur as 1°5 mg. per 100 c.cm. 


hormone, and in the absence of this hormone there 
occurs a diuresis with a very low concentration of salt 
even with high chloride in the plasma; by the 
administration of this hormone the concentration and 
absolute amount of chloride excreted rises very much. 
It seemed possible that the varied intracranial lesions 
might in some way act through interference with the 
secretion of this hormone. The recent observations 
of Ebbs (1937) that there is often a very high cerebro- 
spinal-fluid chloride levelt in cases of spontaneous 
cerebral venous sinus thrombosis in children would 
fit in with the hypothesis that some lesion of the 
central nervous system may be indirectly responsible 
for the condition. Ebbs stresses the fact that there 
was no evidence of dehydration of his patients at the 
time of onset. l 

It is well known that abnormalities in the urinary 
secretion may arise after intracranial accidents—e.g., 
the albuminuria after subarachnoid hsmorrhage— 
and a number of patients with cerebral hemorrhage 
and other intracranial accidents have therefore been 
investigated, but the retention of sodium and chloride 
has not been found to be a general phenomenon in 
these conditions. 

Another hormone which is known to influence the 
excretion of sodium, potassium and chloride is that 
of the suprarenal cortex, the metabolic changes 
in patients described resembling what might be 
envisaged as a result of excessive cortical activity. 
However, this explanation seems unlikely on quanti- 
tative grounds, for even very massive doses of cortical 
extract have effects which are slight compared with 
the nearly complete absence of sodium and chloride 
from the urine (Harrop and Thorn 1937). 

Borst (1938) has described a similar retention of 
chloride and sodium with high levels in the blood in 


t High cerebrospinal-fiuid chloride is always associated with 
high serum-chloride. 


THE LANCET] MR. LEWIS: 


TRENDELENBURG’S OPERATION FOR PULMONARY EMBOLISM [may 6, 1939 1037 


some cases of massive gastro-intestinal hemorrhage, 
and ascribes the result to imperfect filling of the 
cardiovascular system. Actually dehydration in the 
ordinary sense was not always present, for some of 
the patients had odema and quite large urinary 
outputs at the time of maximum retention. His 
patients at the time when the sodium and chloride» 
excretions were lowest had normal blood-pressures, 
and if his explanation is correct’ it seems possible that 
this dehydration acts on the kidney indirectly through 
nervous or hormonal influence. 

An alternative explanation arises from the demon- 
stration by Shannon and Fisher (1938) that the 
tubules are capable of reabsorbing a given maximum 
quantity of glucose from the glomerular filtrate in a 
given time whatever the level of the blood-sugar. 
McCance and Lawrence (1935) and others have shown 
that in some cases of diabetic coma with very high 
blood-sugar values there may be no or a negligible 
glycosuria: this usually occurs in patients with very 
low urine output, and in view of Shannon and Fisher’s 
work, the explanation may be that the glomerular 
filtration-rate is so low that the tubules are capable 
of reabsorbing all the sugar in the glomerular filtrate 
even when the blood-sugar is high. This explanation 
has been put forward as a possibility by McCance 
and Widdowson (1939). 

About the excretion of potassium very little is 
known, but even if it is admitted that some of the 
phosphate, sulphate, and urea is excreted by the 
tubules, which is by no means definitely proved, 
the excessive reabsorption of sodium and chlorine 
with high serum sodium and chlorine levels remains to 
be explained. There is at present no evidence as to 
whether a mechanism similar to that shown by 
Shannon and Fisher to regulate the excretion of 
glucose operates in the case of any electrolytes. If 
such a mechanism does operate it might be possible, 
by assuming a low glomerular filtration-rate, which 
seems likely from the low urea-clearances, to account 
for the disappearance of the sodium and chlorine, 
but even so it is still not obvious why the other 
electrolytes—potassium, phosphate, and sulphate— 
are excreted in such high concentration. 

Case 3 18 of particular interest, for in spite of the 
alkalosis this patient had a strongly acid urine. 
McCance and Widdowson (1936) have suggested that 
the acid urine found in some cases of alkalosis is due 
to a deficiency of fixed base available for excretion : 
this explanation does not cover a case such as this, 
in which there is gross excess of base in the serum, 
but little in the urine. Maizels and McArthur (1930) 
have also reported a series of cases of diarrhea and 
vomiting with dehydration in infants, in which the 
urine was acid and contained little chloride in spite 
of a high bicarbonate and chloride concentration in 
the plasma. 

The explanation seems to be either that the tubules 
handle chloride and sodium in a similar manner to 
glucose, and reabsorb up to a certain maximum 
quantity per unit time, whatever the level in the 
blood, or that there is some abnormality in 
the nervous or hormonal influences acting on the 
kidneys. It is hoped in any future case to obtain 
further information as to the mechanism by means 
of the inulin clearance as a measure of glomerular 
filtration-rate, and organic iodine clearance as a 
measure of the renal blood flow. 


SUMMARY 


A number of patients have been observed in whom 
there was nearly complete absence of sodium and 
chloride from the urine, with very high levels in the 


blood. Other electrolytes were dealt with normally, 
There was no evidence of renal disease sufficient to 
account for the condition, but all cases where the 
brain was examined post mortem showed some lesion 
of the central nervous system, It is suggested either 
that the tubules reabsorb sodium and chloride 
independent of their concentration in the blood up 
to a definite maximum quantity per minute, or that 
there is an abnormality in the nervous or hormonal 
control of the kidneys. 
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TRENDELENBURG’S OPERATION FOR 
PULMONARY EMBOLISM 
A SUCCESSFUL CASE 


By Ivor Lewis, M.D., M.S. Lond 


MEDICAL SUPERINTENDENT, NORTH MIDDLESEX COUNTY 
HOSPITAL, LONDON 


IT is now just over thirty years since Prof, Friedrich 
Trendelenburg, already a veteran surgeon of 64, 
embarked on his endeavours to evolve an operation 
for pulmonary embolism. After much work on the 
cadaver, followed by animal experiments, he wrote :— 


“ The operation in the calf, on account of the form 
of the thorax, the situation of the pulmonary artery, 
and the intercommunication of the pleurz, presents 
much greater difficulty than in man. It is therefore 
greatly to be hoped that, sooner or later, a successful 
case in the human will follow this successful operation 
in an animal.” 


That was in 1908. In his animal experiments at 
Leipzig, Trendelenburg used long sterile strips of 
lung tissue, which were introduced into the internal 
jugular veins of calves. Carried by the blood- 
stream to the heart, the strip then blocked the 
pulmonary artery. Eventually he was able to operate 
successfully for this experimental embolism, and he 
and his team of assistants determined to ‘try their 
hand at raising the dead ’’—those patients struck 
down suddenly and unexpectedly when recovering 
from an operation, a fracture, or childbirth. Con- 
tinental surgeons received this daring proposal with 
surprise and doubt. 

Trendelenburg’s first case died in the operating- 
theatre. The second however, operated on by 
Sievers, his assistant, lived 15 hours and died of 
“ heart failure.” The third, operated on by Trendelen- 
burg himself, lived for 37 hours, dying tragically of 
hemorrhage from the internal mammary artery. 

Within the next year or so a number of European 
surgeons, with more keenness than sense according 
to some of their elders, tackled these forlorn hope 
cases. Among them must be mentioned Schumacher, 
Sauerbruch, and Kriiger, a pupil of Trendelenburg.* 
Kriiger’s case (1909) gave hope that at last a human 


* Only a minimum number of references are quoted in this 
article ; they, have already been given fairly fully—e.g., in 
Sauerbruch’s “ Chirurgie der Brustorgane’’ and Sauerbrucb 
and O'Shaughnessy's *“ Thoracic Surgery.” 
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patient might indeed be saved, for the patient lived 
5} days, dying of infection of the left pleura. It is 
not surprising that these repeated disappointments 
led to the undertaking coming to be looked upon as 
hopelessly difficult and formidable—not a practical 
proposition, as Finney dismissed it. 

Trendelenburg lived to see Kirschner in April, 
1924, show a successful case before the congress of 
the German Surgical Society in Berlin (Kirschner 
1924), but he died at the end of the same year. 
Kirschner, who was then professor of surgery at 
. Königsberg, carried out the operation exactly as 
laid down by the master, removing the second cartilage, 
tying the internal mammary vessels, and opening the 
left pleura. After this dramatic and belated vindica- 
tion, surgeons were once again stimulated to under- 
take the operation, again to be met by a crop of 
disappointments. However, in 1927, Meyer of the 
Krankenhaus Westend, Berlin, published another 
successful case and moreover described his very 
important improvements on the operation. He 
showed how, by removing the third 


8th: Still complained of pain. /Pyrexia. 10th: 
Impaired percussion note and diminished breath- 
sounds, bronchial in character, left base. Still blood- 
stained sputum. 12th: Complained of sudden 
inability to get breath. Greyish-blue lips. Obviously 
pulmonary embolism. Had been talking normally to 
patient in the next bed when she suddenly sat up 


*and said, ‘‘ Staff, I can’t breathe. I feel faint,” and 


grasped her throat. This was at 10.50 a.m. She 
complained of pain ih the left chest and was blue. 
11.5 A.M.: Blue and sweating a good deal. Taken 
down to theatre on trolley and instruments got out. 
(A sterile Trendelenburg tray is always kept ready.) 


TRENDELENBURG’S OPERATION 


Operation 11.30 A.M. (assistant, Mr. Galloway, jun.), 
Incision made at leisure under local infiltration ; 
2nd and 8rd costal cartilages freed and removed. 
Owing to laboured respiration great care had to be 
taken of the pleura, which bulged dangerously 
between the cartilages. Triangularis sterni cleaned 
off back of 4th costal cartilage and margin of sternum. 
We then waited as patient was not yet in articulo 


as well as the second cartilage and | | --—-——- aa — -a a M 


by dissecting behind the inner end 
of the fourth cartilage, it was 
possible to incise the. bare area of 
pericardium, and then by his special 
‘two-index manceuvre, tear open 
the pericardium reflecting with it 
the pleural sinus intact. In this 
way the operation becomes a special 
variety of anterior mediastinotomy, 
with great advantages both immediate and late. 
Meyer altogether had four successful cases, before his 
tragic death in November, 1933. It is to Meyer’s 
work and brilliant successes that the operation owes 
its position today. The following five surgeons have 
had successful cases: Kirschner of Königsberg (1), 
A. W. Meyer of Berlin (4), Nyström of Uppsala (2), 
Crafoord of Stockholm (3), and Valdoni of Rome (1). 
It may be convenient here to give a chronological list 
of the previous eleven cases. 


Date Case Reference 
March 18, 1924 Kirschner’s Kirschner 1924 
Feb. 9, 1927 Meyer’s first Meyer 1927 
March 15, 1927 Meyer’s second Meyer 1928a 
Sept. 23, 1927 Crafoord’s Crafoord 1928 
Feb. 4, 1928 Nystrém’s first Nyström 1928 
Feb. 10, 1928 Meyer’s third Meyer 1928b 


Oct. 11, 1928 Crafoord’s second Crafoord 1928 


Jan. 23, 1929 Nystrém’s second .. Nyström 1930 
Feb. 24, 1931 Meyer’s fourth Meyer 1931 

Jan. 4, 1933 Crafoord’s third Crafoord 1939 
Nov. 27, 1935 Valdoni’s Valdoni 1936 


CASE-RECORDS 


A woman of 49 was admitted to the North Middlesex 
County Hospital on Aug. 9, 1938, with an infected 
prepatellar bursa (left), A routine examination of 
lungs, heart, and abdomen revealed no abnormality. 
She was a strong, tall woman, and very heavy, 
weighing 15 st. (100 kg.) on admission. She had 
had no illnesses except influenza and colds. She had 
had three children (two alive), the youngest being 19. 

The inflamed bursa was fomented for two days, 
and on the llth was incised under an anesthetic. 
The pus contained Staphylococcus aureus. The knee 
made good progress, but on the 19th the leg became 
tense and cedematous below the knee owing to 
phlebitis of the internal saphenous vein. 31st: 
complained of pain over lower left ribs. Chest 
moved well on respiration, Percussion note good. 
No adventitious sounds. Sept. 2: Still complained 
of pain in lower part of chest. Diminished air entry 
and occasional crepitations left lower lobe. 5th: 
Sputum slightly bloodstained. Evidently an infarct. 
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Fic. 1—Clot removed from pulmonary artery (slightly shrunken), with scale 
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mortis. Presently pulse completely disappeared, and 
respiration became reduced to irregular gasps. As 
soon as patient was in articulo (12.10 P.M.) pericardium 
was incised and split up by Meyer’s manceuvre 
reflecting the pleura safely with it. Heart had 
ceased to pulsate and only twitched irregularly. 
Trendelenburg’s sound passed and rubber tourniquet 
tightened around great vessels. Pulmonary artery 
incised for 2 cm., producing gush of blood: owing to 
tension of pull on rubber and escape of blood it was 
very difficult to find the incision with the Trendelen- 
burg thrombus forceps. With first insertion of 
forceps a large one-piece clot 16 in. (40 cm.) long was 
pulled out (fig. 1). Lips of incision clamped. Heart 
massaged ; adrenaline 1 c.cm. into sinus aortæ. Beat 
came back, at first feebly and then regularly. 
Respiration did not, but oxygen under positive 
pressure administered all the time with McKesson 
apparatus by Dr. Patrick Nagle. Lobeline into aorta. 
Breathing started at once, but 6 min. since it had 
stopped. The circulation had probably been absent 
for about 3 min. Heart became strong and regular 
and patient a good colour. Continuous catgut size 1 
for the artery suture, round and round the forceps 
and then tied after removing forceps, with some more 
loss of blood, but this was well controlled. Gauze 
packing left in. Skin sutures. Patient breathing 
well and pulse very fair on leaving theatre for oxygen 
tent. 2.30 P.M.: Good colour, Breathing well in 
oxygen tent, but had sevefal clonic fits of arms and 
face; evidently cerebral anoxsemia had lasted too 
long. Fits continued during afternoon, some lasting 
as long as 10 min. Eventually relapsed into uneasy 
sleep. Had not regained consciousness. 
13th: In morning patient began to answer 
questions and ask for things. Only worry was that 
she could not see, Continued to improve cerebrally. 
Pulse 116-130 ; volume tended to vary with alternate 
beats. Towards evening I removed gauze packing ; 
a good deal of serum escaped, but no blood. As 
atient was obviously anæmic 650 c.cm. of citrated 
lood was given between 10 and 10.45 P.M. Patient 
was very bright, and in a curious mental state of slightly 
fatuous repartee. She would discuss her family, 
her friends, the hospital staff, or her fellow patients 
with complete frankness and absence of reserve. No 
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reaction from transfusion and it was decided to fix 
her upright in the oxygen tent for the night. Breath- 
sounds good in both lungs, with few rales. At 
11.10 P.M. patient suddenly went blue and said she 
couldn’t get her breath. Pulse had almost dis- 
appeared. Extremely anxious—very like when she 
had her large embolus. Gradually improved in next 
hour; pulse became fair; answered questions; no 
blanching. Given morphine gr. } which certainly 
eased her, Colour very fair later. This was evidently 
another clot; probably fixing her up for the night 
had disturbed another thrombus in the leg. 

14th: Colour quite good. Pulse 120, but volume 
still fair. Rather restless. Wound a little moist. 
Chest radiogram and electrocardiogram taken in ward. 
Radiogram (fig. 2) showed considerable area of 
opacity at left base; no collapse of lung. Electro- 
cardiogram (fig. 3): rate 125; rhythm regular, 100; 
P.R. lead I normal; lead I appears normal; in 
lead II voltage is low; T, is upright; one P wave 
appears to be inverted; T, is deeply inverted. (Dr. 
C. Allan Birch.) During day condition remained 
satisfactory. In the evening was given another 
400 c.cm. of citrated blood, with no reaction. Could 
not see by artificial light. About midnight was 
rather restless and respiration quicker, Pulse-rate 
up to 130. 

15th: Brighter again but temperature 101° F, 
and pulse quicker. Left base dull and poor air 
entry (see fig. 2). Much thin yellow fluid escaping 
from wound, so two lowest stitches removed ; about 
2 oz. yellow serum with some flakes came out on 
coughing. MRe-dressed. Sight quite good again, 
could count fingers easily. Sulphanilamide 1 gramme 
four-hourly begun 11.30 a.m. 

16th: Slightly “strange,” and worried; called a 
two-shilling piece a shilling. Fluid from mediastinum 
reported to contain hemolytic streptococci, which 
grew freely on culture. Sulphanilamide continued 
l g. four-hourly. Temperature 99° F., pulse 140, 
respiration 36, about the same. 

17th: A little better. Radiogram of chest showed 
opacity left base much the same; some mottling 
right base; breath-sounds adequate, although, 
rhonchi ++ and rales. Wound: frank yellow pus, 
draining freely; ends of wound healing. Throat: 
dry and sore with some exudate on fauces. 

18th: Worried by sore tongue. Streptococci now 
failing to grow on culture. 

19th: Definitely better. Pus yellow and mucoid, 
and escaping profusely. Sulphanilamide reduced to 
5 g. a day. Blood-count: white cells, 25,000; red 
cells, 4,570,000 ; Hb., 84 per cent. Still spent most 
of time in oxygen tent. _ 

20th: Catheter passed into anterior mediastinum, 
dipping behind 4th costal cartilage, and connected to 
electric suction pump. All pus now drained by this 
method. General condition much the same. Right 
lung: few rales at base only. Dullness and silence 
still at left base. This was now aspirated and found 
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Fig. 3—Electrocardiogram two days after operation 
(Sept. 14, 1938). 


to be a bloody effusion, evidently from the infarction ; 
400 c.cm. odourless fluid aspirated; no organisms 
found in it. In oxygen tent all night and most of day. 

21st: Draining well into pump; 225 c.cm. in 
36 hr. Skin over sacrum giving way; could not 
tolerate 
lying on 
side on 
account of 
difficulty 
in breath- 
ing. : 

22nd: 
Catheter 
had been 
draining 
pus from 
behind 
shelf 
formed 
by lower 
costal car- 
tilages. By 
that time 
she had, 
of course, 
not only 
suppura- 
tive medi- 
astinitis . 
but also 
suppurative pericarditis, In evening, as pulse, 
temperature, and respiration were definitely rising, 
it was decided to’ drain pericardium. Patient taken 
to theatre in her bed. 


DRAINAGE OF SUPPURATIVE PERICARDITIS 


. Operation at 8 p.m. under local infiltration with 
Novocain. Midline over ensiform infiltrated. Incision 
made downwards from previous one to tip of ensi- 
form. Left 6th and 7th costal cartilages carefully 
and slowly cleaned, and an inch of each then removed 
bit by bit with nibbling forceps. This turned out an 
excellent and safe device. Superior epigastric vessels 
tied and cut between. Pad of fat pushed aside. 
Taut pericardium eventually opened by a 2 cm. 
vertical incision, Finger was freely introduced and 
much fibrin could be felt. Moderate amount of pus 
escaped but there was no loculation. Draining 
freely. Patient stood operation well. 

25th: Wound kept dry with continuous suction, 
by a small catheter fixed at pericardial opening. 
Left hemothorax aspirated again in 8th space pos- 
teriorly, till no more could be obtained—700 c.cm., of 
bloody effusion. General condition still precarious, 
but cerebration good, and orientation much improved. 
Sight recovered well; could read 1/10 in. print. 
Still somewhat naive but less so, 

Oct. 2: Draining about 6 oz. pus into pump 
daily. Getting markedly deaf. Sulphanilamide 


Fic. 2—Radiogram of chest taken in bed 
two days after-operation (Sept. 14, 1938), 
showing commencing effusion at left base, 
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Fia, 4—Electrocardiogram on Feb. 3, 1939. 
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stopped. About a quarter of wound healed, rest 
wide open, showing auricles and roots of great 
vessels plainly, covered with granulation tissue. 
Also draining well from 7th cartilage pericardiotomy 
‘opening. Lungs: some rhonchi in right; left reson- 
ant and 
breath- 
sounds 
good. 
Pulse 
about 120 
and quite 
strong. 
Tempera- 
ture 99° 
100° F. 

Tth: 
Pain in 
left side 
and tem- 
perature 
101°—103° 
F. Pleura 
aspirated ; 
20 c.cm. 
fluid re- 
moved, 
not obvi- 
ously 
purulent. 
Large 
gangrenous area over sacrum had now sloughed. 

h: Diarrhca for two days, improving with 
kaolin. Š 

llth: Culture of fluid obtained on the 7th showed 
that it had now become infected, after four weeks, 
by hæmolytic streptococci. Infection presumably 
blood-borne and evidently coincided with her new 
pyrexia and pain in side. Fluid, at first thin pus, 
then bloody, aspirated from chest. General condi- 
tion no change; getting thin. 

12th: Intercostal drainage of infected hæmothorax 
under local infiltration by novocain in the ward. 
Using trocar and cannula, a No. 6 catheter was inserted 
in 9th space, postaxillary line. Airtight attachment 
“to air pump with 5 cm. Hg suction. 

18th : Somewhat anemic again in spite of massive 
dosage with iron (gr. 90 daily). Blood-transfusion 
of 700 c.cm. 

22nd: Intercostal drainage with pump working 
satisfactorily. Breath-sounds coming through well 
at left base. Heart wound had cleaned up wonder- 
fully and there was now only such pus as soaked 
into the gauze. Temperature 99°-100° F. at night. 
Getting up half an hour a day. Sacral sore still 
large but healing a little. 

24th: Blood-transfusion 550 c.cm. 27th: Stronger. 
Wound of mediastinum and granulations on back 
clean. Breath-sounds good. 

28th: Radiogram of chest: opaque area in upper 
part clearing; collection in inner part of lower 
zone ; dome could just be seen. 

Rib resection for empyema under local infiltration. 
An inch of 9th rib in axillary line just below sinus 
resected. Flanged tube. Flat cavity with thick 
yellow pus, the size of adult hand. Suction to tube 
for 5 days. 

30th: Rise of temperature and pulse 140. Put 
on sulphanilamide again, : 

Nov. 5: Temperature normal. Empyema drained 
6 oz. in twenty-four hours; now thick yellow and 
viscid discharge. Left chest resonant down to 
empyema tube. 

Dec. 11: Making steady and quite fast progress. 
Been walking around her room for a fortnight. 
Pericardial wound almost healed; clean granulating 
area 4 in. across. Empyema cavity closed. Sacral 
wound clean and about 24,in. across only. Pulse 
regular at about 80, 

15th: Worried by numbness of little and ring fingers 
of right hand. Cannot wring face flannel with right 
hand. Some weakness of muscles of the right hand 


Fic. 5—Radiogram of chest on March 21, 
1939, taken at 2 metres under standar 
conditions. j 


supplied by ulnar nerve, with wasting. No demon- 
strable loss of sensation. No evidence of pyramidal 
lesion, Pulses equal. Wassermann reaction negative. 
Shoulder-girdle muscles had become wasted and 
flabby through the long illness. Diagnosis probably 
scalenus anticus syndrome. 

Jan. 11: Wasting of hand progressive, with 
tendency to main-en-griffe in 4th and 5th digits. 
Not helped by physiotherapy or sling. Full of 
spirits and quite strong. Weight, 11 st. 6 lb. Peri- 
cardial wound very firm; one or two points of 
granulation size of a grain of wheat. Pyothorax 
healed. Sacrum: area size of penny only unhealed. 

12th: Scalenotomy (right) under local infiltration. 
Approach as for phrenic avulsion. Right scalenus 
anticus divided just above its insertion. 

23rd: Doing well. Gained 8 lb. in previous 
fortnight. Scalenotomy wound healed. Symptoms 
definitely relieved and interdigital grip stronger. 

Feb. 3: Electrocardiogram (fig. 4). . 

March 21 : Very fit. Weight 12 st. Walking about. 
All wounds healed except granulating area size of 
halfpenny over sacrum and two tiny scabs over 
sternum. Radiogram of chest (fig. 5). 

April 6: Discharged well. Cerebration normal. 
Amnesia from moment she cried out ‘I can’t get 
my breath,” until a few days after the operation 
when she remembered being in the oxygen tent. 


DISCUSSION 


This is the first successful pulmonary embolectomy 
recorded outside continental Europe, and is the 
twelfth in the world literature. Apart from its 
interest as a Trendelenburg embolectomy this case 
presented a remarkable series of complications, 
almost any of which might have proved fatal of itself 
in such a dangerously ill patient. 

Cerebral complications—In none of the other 
recorded recoveries were there clonic convulsions, 
though several of the patients were unconscious for 
some hours. Crafoord’s first is the only other case 
that developed amaurosis, although in a personal 
communication he informs me that his third case 
also “had some peculiar symptoms from the central 
nervous system.” My 
patient also developed 
marked temporary deaf- 
ness after about three 
weeks. The amnesia 
extending over the later 
and most distressing 
phase before operation, 
the time in the theatre, 
and a varying period 
afterwards is a feature 
of all the recorded cases. 
Crafoord’s second case, 
however, vaguely re- 
membered ‘‘ somebody 
had been poking about 
in her chest, as in a 
dream, and people 
talking.” It is presum- 
ably due to temporary 
suspension of the 
cerebral circulation and 
is thus comparable to 
the amnesia in cerebral concussion. The striking tem- 
porary psychological changes in the present case 
have not been recorded in any other case. 


Second embolism.—The embolism ‘at the end of 
twenty-four hours must have been a large one, but 
fortunately not too large to pass on into the left 
branch where it caused an infarct, followed by a 
large hemorrhagic effusion. Meyer’s second case 


Fre. 6—The patient in 
March, 1939. 
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died from a second pulmonary embolism on the 
25th day, when she was ready to get up. (This 
raises the question of criterion of a successful case— 
must the patient walk out of hospital ?) A prophy- 
lactic ligation of the femoral vein was seriously 
considered in the present case after the second 
embolism. 

Suppurative mediastinitis and pericarditis —These 
were overcome by drainage and the exhibition of 
sulphanilamide in full doses (6 g. daily) for lengthy 
periods. I have no doubt of the great benefit con- 
ferred by the drug. The case illustrates that even 
in a desperately ill patient hemolytic streptococcal 
mediastinitis and pericarditis are not necessarily 
fatal if free and early exit is provided for the pus. 
The electric suction pump was of great help at this 
stage in maintaining effective drainage of the 
mediastinum and keeping the patient dry of the 
profuse purulent discharge. The seventh-cartilage 
dependent drainage of the pericardium was also 
amply justified. The way in which the large purulent 
cavity behind the sternum eventually became 
obliterated was striking. 

Necrosis of buttocks.—At one stage this seemed to 
threaten a fatal issue. The patient was very heavy 
and the damage seems to have been done during the 
first few hours of unconsciousness when she was 
completely immobile and was being nursed in an 
oxygen tent. The difficulty was increased by the 
fact that change of posture—e.g., on to the side— 
was intolerable for the patient for some days. In 
Crafoord’s first case there was extensive necrosis 
of the buttocks, followed by abscesses and erysipelas. 
The mercury-vapour lamp was used in treatment, but 
it was some weeks before the patient could tolerate 
lying on her side for any length of time. 

Empyema.—tThe advantage of Meyer’s manœuvre 
for maintaining an intact pleura could never be 
better shown. Although a large left hæmothorax 
formed, and although the mediastinum welled with 
streptococcal pus, separated only by the filmy. 
transparent pleura, this was enough to prevent the 
hemothorax becoming fatally infected at an early 
stage, The collection of blood was aspirated several 
times on account of its size. It was only after four 
weeks that it became infected, the infection being 
then probably hematogenous as it did not follow 
aspiration. By that time it was possible to treat it 
safely by suction drainage followed later by rib 
resection. 

Scalenus anticus syndrome.—This syndrome, which 
developed after about three months, must be attributed 
to falling. of the shoulders due to the grave and 
prolonged illness. The diagnosis presented some 
doubt, but was clinched by the therapeutic response. 
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SUMMARY 


A summary is given of the history of Trendelen- 
burg’s operation “for pulmonary embolism and a 
successful case is described; the twelfth in the 
literature and the first in Britain. 

The case showed a number of remarkable post- 
operative features : (a) Pronounced cerebral symptoms 
—prolonged unconsciousness, clonic convulsions, 
amaurosis, deafness, psychological changes. (b) A 
second embolism. (c) Suppurative mediastinitis and 
pericarditis, treated by drainage and chemotherapy. 
(d) Heemorrhagic pleural effusion, later becoming 
an empyema. (e) Massive necrosis of the buttocks. 
(f) Scalenus anticus syndrome, All these conditions 
were duly overcome, 

I should like to thank Dr. Patrick Nagle, the 
anzsthetist, for his help in resuscitation, and Sister 


Jessie Peers for her skilful and devoted nursing of the 
patient. 
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Clinical and Laboratory Notes 


HERPES FEBRILIS IN LOBAR PNEUMONIA 


By JAMES A. MONTGOMERY, M.D. Gləsg. 


MEDIOAL OFFICER AT THE ISOLATION HOSPITAL, 
MUSWELL HILL, LONDON 


ARTICLES and letters in recent issues of THE 
LANCET have shown interest in herpes febrilis. In 
a letter in the issue of April 15, Dr. Edwin Goodall 
asked for clinical observations on the incidence 
of herpes in pneumonia. The following note on 
cases seen in a large fever hospital may therefore 
prove of interest. The statistics are based on 500 
consecutive male cases of lobar pneumonia admitted 
between 1930 and 1936 to Belvidere Fever Hospital 
in Glasgow. Very full notes were made daily on 
each case, the occurrence and extent of herpes 
febrilis being one of the points observed. The 
impression gained during this period was that herpes 
was of little significance one way or another, but 
when the figures were investigated some surprising 
points emerged. The accompanying table shows 


INCIDENCE OF HERPES FEBRILIS IN LOBAR PNEUMONIA 


Non- Case- 

ae fatal hpi Total | mortality 

cases (per cent.) 
Herpetic _ P 49 2°04 
Type I Non-herpetic .. 93 12.9 
Total 129 13 |142 9-15 
4 chad eae pA 41 16 57 28:06 
Type II |> on-herpetic .. | 111 31 |142 21:83 
Total .. | 152 47 | 199 23°62 
Herpetic ae 2 2 4 50:0 
Type III Non-herpetic .. | 6 4 10 40:0 
Total 8 | 6 14 42°85 
| Herpctic .. , 40 2 42 4°76 
Group x | Non-herpetic afd 90 | 13 | 103 12-62 
l Total .. | 130 15 |145 10:35 
ie. Herpetic .. ! 131 |} 21 | 152 13-82 
Total . Non-herpetic .. ! 288 | 60 348 17°24 
ae eee Total „e | 419 | 81 | 500 | 16-2 


that in 152 cases, or 30-4 per cent., there was a herpetic 
eruption during the course of the pneumonia and the 
case-mortality for this section was 13-82 per cent., 
whereas for the non-herpetic group the case-mortality 
was 17-24 per cent. This difference is not great, but 
it suggests that the presence of herpes makes the 
prognosis a little more favourable, 

The figures for cases caused by the different types 
of pneumococcus show that of the type I cases 34-5 per 
cent. had herpes with a case-mortality of 2-04 per 
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cent., which is much less than the 12-9 per cent. of 
the non-herpetic section. Of the type II cases 
28-64 per cent. had herpes with a case-mortality of 
28-06 per cent.—more than twice the rate for the 
non-herpetic type I group and greater than the 
21-83 per cent. of the non-herpetic type II cases. 
The paucity of type III cases prohibits definite 
conclusions, but the figures show that of the 4 patients 
with herpes 2 died. Of the group X cases 28-96 per 
cent, had herpes, and here the case-mortality of 
4-76 per cent. was slight as compared with 12-62 per 
cent, in the group without herpes. 

When the area of skin surface involved was 
considered, it was found that in 137 cases the herpes 
appeared on the face (usually round the lips, external 
nares, and less often on the cheeks and ears) and the 
case-mortality was 14-5 per cent. In the remaining 
15 cases other sites on the body surface were affected, 
and of these patients only 1 died (6-6 per cent.). 


SUMMARY 


Herpes febrilis was observed in 30-4 per cent. of 
a series of 500 male cases of lobar pneumonia, Its 
incidence was greater in type I cases and approxi- 
mately equal in the cases caused by the other groups 
of pneumococci. The case-mortality suggests that 
the prognosis in type I and group X pneumonia 
was good but was less favourable in type II and 
type III cases when herpes febrilis was present. 


The work in Belvidere Fever Hospital was carried 
out with the permission of Dr. Thomas Archibald, 
medical superintendent. The types.of the pneumo- 
cocci were identified by Dr. Robert Cruickshank, to 
whom I am greatly indebted. 


DERMATITIS AND STOMATITIS IN 
PNEUMONIA TREATED WITH M. & B. 693 


By Err Davis, M.Sc., M.D. Manc., M.R.C.P. 


SENIOR ASSISTANT MEDIOAL OFFICER (PHYSICIAN), ST. STEPHEN’S 
HOSPITAL, LONDON COUNTY COUNCIL 


At the Royal Society of Medicine’s recent discussion 
on the treatment of pneumonia (Lancet 1939) the 
rarity of serious complications following the adminis- 
tration of M. & B. 693 was emphasised by Whitby 
and Gaisford. As severe skin reactions were not 
mentioned, I made brief reference at that discussion 
to the following case 


A thin female child 16 months old, who had had 
no previous illness, was admitted to St. Stephen’s 
Hospital on Jan. 9, 1939, with four days’ history 
of cough, fever, and anorexia. She was seen to be 
ill and febrile, and rales were heard in both lungs. 
The tonsils were enlarged but only moderately 
congested. Next day her temperature, pulse-rate 
and respiration-rate (T.P.R.) reached 104°4° F. and 
180 and 66 per minute respectively. She was seriously 
ill, and clearly suffered from pneumonia. The heart 
rhythm was tic-tac; there were rales and rhonchi 
in profusion in both lungs, but rales were most 
numerous in the right lower lobe. A dose of 0-25 g. 
M. & B. 693 by mouth was given on Jan. 10 and 
thereafter 0-125 g. four times a day. The child was 
nursed in an oxygen tent. She became cyanosed on 
Jan. 11. High fever and toxemia continued until 
Jan. 18 when the temperature did not exceed 99-6°, 
On Jan. 19 and 20 there was only moderate fever 
and the child had much improved, though rales 
persisted in the right lower lobe. 

Next day (Jan. 21) the child became very fretful, 
and the: temperature mounted to 101°. On Jan. 23 
a diffuse morbilliform rash appeared over the face, 


limbs and trunk (T. 102°). M. & B. 693 was stopped, 
but the eruption became more raised and extensive, 
and on Jan. 27 a vivid scarlatiniform rash became 
superimposed. This mixed rash persisted, associated 
with severe toxsemia and high fever. (Jan. 28: T.P.R. 
105°, 160, 32.) Although rales were still heard, there 
were no respiratory symptoms. The leading feature 
was then the dermatitis which covered the skin in a 
raised confluent sheet and was resistant to treatment 
(calamine lotion, Lassar’s paste with 3 per cent. tar). 
On Jan. 31 the T.P.R. was 104-8°, 148, 28. The rash 
was most intense over the face where large blebs 
showed, and it had spread to the lips and mouth. 
There was general facial cedema with gross cheilitis, 
blepharitis and stomatitis. The most serious feature 
was the severity of the stomatitis, and feeding the 
child was very difficult. Sulpharsphenamine (0:15 g.) 
was injected intramuscularly, and repeated applica- 
tions of Dettol (1 in 30), acriflavine, and Mandl’s 
paint seemed of no benefit. The patient’s condition 
deteriorated further. 

On Feb. 4 Dr. Alan Moncrieff suggested using 
1 per cent. gentian-violet. This was applied to the 
mouth first two-hourly, later four-hourly, and subse- 
quently twice per day. Her mouth improved from 
the first applications of gentian-violet, and likewise 
her general condition. On Feb. 6 the T.P.R. was 
nearly normal, and she steadily improved. ‘The 
superficial layers of the skin peeled off in sheets 
from Feb. 14 and the skin became irritable. Never- 
theless improvement in skin, mouth and general 
condition continued. By March 1 the skin was nearly 
healed, and until then lips and gums had bled very 
easily. The lungs were free from adventitis by 
Feb. 15. In the latter half of February improvement 
was checked by the development of right otitis media, 
and on Feb. 20 right aural discharge began—and 
continued, Otherwise the child made excellent pro- 
gress and on March 23 the only abnormalities were 
moderate roughening of the skin and a diminishing 
scanty right aural discharge. 

The total dose of M. & B. 693 was 6-75 g. in 
fourteen days. 

Additional data.—The rash appeared on the 19th 
day of the disease, and on the 14th day of the 
administration of M. & B. 693; 6-75 g. of the drug 
was given in all. Blood-count, Feb. 3 (stomatitis 
severe): red cells 5,120,000, Hb. 82 per cent., 
colour-index 0-8, white cells 16,200 (polymorphs 42°0, 
eosinophils 6-0, basophils 1:5, lymphocytes 37-5, 
monocytes 13-0 per cent.). Feb. 23 (right otorrhaa) : 
white cells 23,500 (polymorphs 39-5, eosinophils 9-0, 
lymphocytes 45°0, monocytes 6-5 per cent.). On 
Feb. 6 the centrifugalised deposit of urine showed 
a few blood-cells, epithelial cells and calcium-oxalate 
crystals. No uroporphyrins were detected spectro- 
scopically. On Feb. 18 a catheter specimen of urine 
showed no abnormality in film or culture. On Feb. 3 
mouth swabs were examined but no spirochetes were 
found; on the 20th hemolytic streptococci were 
cultured from a nose swab; and on the 22nd an 
aural swab was taken from which no diphtheria bacilli 
or hemolytic streptococci were grown. i 


M. & B. 693 cannot escape responsibility for the 
dermatitis and stomatitis described above. Similar 
though much milder skin eruptions have been seen 
during the administration of M. & B. 693 to pneumonia 
patients at St. Stephen’s Hospital. The rash followed 
dosage of the drug much lower than that recommended 
by Evans and Gaisford (1938). Noteworthy features 
were that the stomatitis though gross was not accom- 
panied by neutropenia ; that eosinophilia was present 
(9 per cent. of 23,500 white cells); and that no 
uroporphyrins were found spectroscopically (one 
examination only). 


I must thank Sir Frederick Menzies, medical 
officer of health for the county of London, and Dr. 
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MEDICAL SOCIETIES 


MEDICO-LEGAL SOCIETY 


AT a meeting of this society held on April 27 the 
chair was taken by Sir TRAVERS HUMPHREYS, the 
_ president, and a paper on the 


British Workmen’s Compensation Acts 


was read by Sir AMBROSE WOODALL. In a short 
historical survey he represented the acts as a stage 
in the progressive improvement of the lot of the poor. 
Benefit, however, was limited to 30s. a week, which 
was often less than the public assistance allowance. 
Many workmen therefore did not apply, preferring 
sickness benefit or public assistance. The term 
“ compensation ” was misleading, for its true meaning 
was an equivalent to a loss. The injured workman 


had two immediate problems: to pay his way and ~ 


to recover earning capacity. Dreading the poor- 
law, he kept going for a time with borrowed money 
and his weekly compensation. Unless he was a 
patient in hospital, he first attended the surgery of 
his panel doctor, where he received a sedative— 
usually bromide—and liniment. After about six 
weeks of this treatment the panel doctor sent him 
to a hospital, where he would probably undergo a 
course of massage and radiant heat. Travelling, 
hospital treatment, certificates, and appliances cost 
money, and the workman now became worried, but 
the panel doctor could only strengthen the nerve 
tonic. The workman would probably then be 
summoned to Harley Street to be examined by an 
eminent specialist on behalf of the insurance company. 
After detailed examination and many unintelligible 
questions he would probably be told he was fit for 
light work. He usually agreed, as a weekly wage 
seemed to offer a way out of his difficulties. A day or 
two later he received the usual notice reducing his 
compensation to 15s. a week or less, and when he 
asked his old employer for light work he was told to 
look elsewhere—another shock to a man whose 
nerves were already frayed. He sought the aid of 
his union or of a solicitor and was told to sign on 
at the labour exchange and seek work from all firms 
in the district, in which search he would be unsuccess- 
ful. Eventually the case came into court, and the 
workman, handicapped by ignorance of procedure 
and anatomy, attempted to give evidence. After 
the judgment he was told how much weekly compensa- 
tion, if any, he was entitled to, and after a time 
negotiations were usually commenced for a lump- 
sum settlement. Some men were so anxious to pay 
off their creditors that they would take a totally 
inadequate sum; others, having lost heart, were 
quite content to drift on with unemployment benefit 
or poor-law relief in the hope of securing the maximum 
amount. The full redemption value of a claim was 
seldom paid. The system of lump-sum redemption 


(Continued from previous page) 


D. S. Sandiland, medical superintendent of St. 
Stephen’s Hospital, for permission to publish this 
case ; Dr. Alan Moncrieff for help in the management 
of the child; Dr. G. W. Goodhart, of the L.C.C. 
Group Laboratory, for pathological investigations; 
and the nursing staff concerned for their skill. 
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. explained the popularity of the acts. 


A lump sum 
might enable a man to start a small retail business, 
or, if he were a craftsman, to join the employing class. 
He could also live comfortably for a time, or, if he 
could get back to work, make provision for his old age. 

Improvement in the acts must take the form of 
increasing benefits and widening their scope. The 
ideal arrangement was that the workman should 
receive more pay than he received in wages. This 
principle, however, was not likely to be applied 
immediately, and a reasonable modification of the 
act would be to pay about two-thirds of the average 
wage. Many authorities considered that these cases 
should be taken from the county courts and made 
part of the social services of the country ; this would 
save an enormous annual expenditure on legal and 
medical fees. The railway companies now paid to 
members of the National Union of Railwaymen 
£281,000 a year, and the number of cases heard 
every year between the companies and the union 
did not average more than about fourteen. Not 
only did the injured railwayman get reasonable 
treatment, but every endeavour was made to find 
him suitable work. Litigation was replaced by 
mutual goodwill, Sir Ambrose admitted that his 
proposal would probably double the cost of working 
the acts, but he pressed it as a return for the 
unnecessary suffering inflicted by society on a deserv- 
ing and unfortunate class, because it would foster 
a better spirit in industry, and because the expense 
was small in comparison with expenditure in other 
directions. 


DISCUSSION 


Judge W. B. EARENGEY, K.C., denied that county- 
court judges had so much sympathy with the poor 
that they did not do justice to employers. The 
acts had given the workman a right which he had not 
enjoyed under the existing law, and it was therefore 
wrong to say that they had inflicted suffering on him. 
Once a weekly payment had been made, a lump-sum 


settlement needed the approval of the judge, who 


must bear in mind the immediate advantages of a 
lump sum to the man, and on the other hand the 
probability of a quick recovery as soon as the troubles 
of litigation were removed. The disadvantages 
of such a settlement to the workman had been highly 
exaggerated, 

Mr. J. L. SMYTH, a member of the Trade Union 
Congress, said that the lenience of the county-court 
judges to the workman, which induced them to 
stretch the law in his favour, was the best evidence 
that the acts needed reform. The right of the 
workman at common law was practically useless, for 
if the injury was caused by the carelessness of a 

ellow-workman the right was barred by the doctrine 

of “common employment’; and the workman had 
always to establish personal negligence or breach 
of statute by the employer. 

Dr. KENNETH McFADYEAN pointed out that unless 
a workman belonged to a union, there was no provision 
for training him to a new occupation. 

Mr. R. C. ELMSLIE, F.R.C.S., remarked that the 
lot of the workman was better than that of the 
professional man, for the doctor or lawyer who 
suffered injury had to bear his own burden. More- 
over, the injured workman might be entitled to 30s. 
a week but the sick workman could only obtain 16s. a 
week under national] health insurance. The amount 
expended in compensation every year was about 
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£13,000,000; he asked whether the country was 
receiving proper value for this expenditure in terms of 


men returned to work. Most accidents were not the . 


fault of anyone, and to abolish the doctrine of common 
employment would not assist many workmen. A 
tribunal similar to the court of referees under the 
unemployment insurance system would settle the 
large majority of disputes with ease, 

Mr. V. SAMUEL (barrister) spoke of the work of the 
Bentham committee, which advised, through its 
“poor man’s lawyers,’ workmen who would other- 
wise not obtain legal assistance. This committee 
had suggested compulsory insurance of liability to 
pay compensation, the extension of common-law 
rights, and the payment of compensation for all 
illnesses arising out of the employment. 


Mr. W. H. THompeson (solicitor) said that the acts ` 


had been passed to interpret an obligation owed by 
society to workmen. Under the industrial transference 
scheme approved societies, public-assistance com- 
mittees and other bodies responsible for assisting 
injured workmen, struggled to push candidates 
from one to the other. The practical working of the 
acts presented a much more sombre picture than 
was drawn on a basis of theory. Insurance companies 
pocketed 40 per cent. of premiums, and the workman 
had to pay legal and medical charges. Moreover, 
he was deprived of his rights in all sorts of unseen 
administrative ways. A barrier to reform would 
be found in the large vested interest of the medical 
profession in the examination of workmen suffering 
from injury and industrial disease and in the giving 
of evidence in court. 

Sir ARNOLD Wilson, M.P., said his attention had 
been drawn to the shortcomings of the acts by the 
hard cases that had constantly been referred to him by 
general practitioners in his constituency. He thought 
compensation should be at the rate of two-thirds of 
the man’s wages without an upper limit. This scheme 
would work well and would only cost 15-25 per cent. 
more. No country in Europe had so low a scale 
of compensation in comparison with wages, or failed 


to make the employer liable for medical treatment,- 


or to make statutory provision for rehabilitation. 
He leant to a system under which medical referees 
would examine the patient privately. They would 
generally reach an agreement, for the truth was much 
more easily arrived at when a man was treated 
sympathetically. He would sooner retain the county 
court than set up a special tribunal; there were not 
too many judges to make uniformity of treatment 
possible. Only 2 per cent. of all compensation 
cases went to the court ; 90 per cent. were terminated 
after less than twenty-six weeks, and very few went to 
court before the man had been disabled three months. 
The 2 per cent. represented, therefore, a small number 
of the more serious cases. Such disputes ought to 
be settled by litigation. He did not like lump-sum 
payments, and they were not allowed by the majority 
of civilised countries. They were bad unless combined 
with effective rehabilitation, He hoped for a 
Rehabilitation Act, under which compensation would 
be continued until recovery. Legal persons interested 
in the problem should do their best to restore medical 
men to the position of persons charged with 
rehabilitation, 


Prof. HERMANN LEvy said he was much impressed 
by the benevolent and charitable spirit which 
animated judicial decisions on these acts, and by the 
regret of judges that the law did not go far enough. 
More medical and industrial assistance should be 
given to the courts. In Germany the Berufsgenossen- 


s 


schaften (mutual indemnity associations), on which 
employers and men of the trade concerned were 
represented, gave the court invaluable advice on the 
special circumstances of the industry. 


TAVISTOCK CLINIC 


AMONG the lectures delivered at the clinic this . 


week was one given on May 1 by Dr. EMANUEL 
MILLER on the relationship between 


Neurophysiology and Psychology 


He thought there was no need for the dog-fight that 
so often happened when neurologist and psychologist 
came together. Both dealt with the same subject 
in different languages. In relating the two subjects, 
there were two approaches with different fields of 
reference. Neurophysiology was concerned with an 
instrument of behaviour, an instrument that could 
be described and studied. The nervous system could be 
assumed to be composed of fundamental units which 
could be built into a hierarchy of higher structures 
still subservient to their constituent units. To what 
extent that law held good through the whole range of 
behaviour was the burden of the lecture. The neuro- 
logist believed that all the intervening elements 
between receptor and effector were of the same kind. 
Despite this doctrine, differences in value of responses 
were seen and required explanation by the neuro- 
logist. The reflexology of Becterew and Pavlov had 
been so modified by further researches as to suggest 
that the edifice of reflexology had collapsed. The 
analogy of the telephone exchange, for example, was 
falsified by an example from electricity : a changing 
electric sign by which a message moved across @ 
screen was effected by an operator who inserted a 
a stencil-contact which was seen as light. If the 


totality of that switchboard were mechanical, so 


might the nervous system be. But a symbolic event 
had taken place and the message conveyed to the 
reader bore no relationship at all to the electrical 
ares and circuits. At each end of the machinery was 
a person who understood the message and belonged 
to the same symbolic level. The operator might have 
shouted the message from a balcony but chose 
instead to use electrical machinery. Take those two 


cultural persons away and the machine was meaning- 
less. In the same way, a stimulus was received at 
one end of the nervous system; it was meaningless 


until the oscillations of the sther impinging on the 
retina had undergone a synthesis not explicable in 
neurological terms. The neurologist was apt to 
confuse a sensation of red with a red sensation. 
Events in an instrument and events in an organism 
were different, and events in awareness must be 
described in the language of awareness. 

The method of approach of neurology was different 
from that of psychology; it claimed to be purely 
objective while psychology was said to be incapable 
of objectivity. The psychologist could reply: Why 
do you call a set of phenomena “subjective” ? 
We regard them as quite as objective as your observa- 
tions. The neurologist retorted that they are incap- 
able of ordinary measurement and came from inside. 
Lashley’s experiments on rats in mazes indicated 
that the rate of learning depended on the quantity 
rather than on the locality of any brain lesion inflicted. 
The integrity of the visual, olfactory or tactile 
system was not the essential factor in enabling them 
to find their way out of a maze, This showed that 
the rat’s brain worked as a whole and the alleged 
reflex arcs could be switched over to other areas. 


ee 
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Coghill’s embryological study of the behaviour of 
amblystoma showed that there were total forms of 
integrated muscular pattern even when there was no 
evidence of any nervous arcs, when muscle had 
developed but not neural structure. The organism 
acted massively rather than on a basis of neuro- 
muscular reflex-are configurations. The latter grew 
into and implemented the pre-existing pattern. 
Reflexology was now turned hind-forwards. If simple 
instinctive responses preceded delicate and complex 
ones, the instinctive apparatus was much older than 
the reflex, which was imposed on it. . The ambly- 
stoma embryo lived through its muscle movements 
in the absence of a nervous system. Therefore 
neurology failed to explain entirely the whole reactions 
of an organism, and there was good reason to criticise 
reflexology as an explanation of the totality with 
which psychiatrists were concerned. 


Up to the time of Henry Head the study of aphasia 
had been an anatomical one. More and more of the 
cortex had been included in the speech area, but 
Head had found it still insufficient and had been 
obliged to describe aphasia in terms of grammar 
rather than of areas, The translation of a symptom 
into Greek did not explain it. Despite the fact that 
the lesion might be localised, the whole understanding 
of a language defect had to be explained in terms of 
language. The loss of a piece of cortex did not 
account for or help the loss of a particular piece of 
language-structure. 

When it came to imagery the neurologists used the 
most extraordinary terms. ‘‘ Image traces in the 
cortex’? were spoken of, the traces of past events 
being somehow registered in the cortex. The whole 
nature of imagery seemed to make the use of such 
language impossible. Experiments suggested that an 
image had a specifically organic correlation; for 
example, after-images on the retina. But certain 
types of image—especially those seen in certain kinds 
of children—showed clearly that that chemical inter- 
pretation was untenable. Eidetic images could not 
be explained in this way; they were perceptual in 
intensity and did not conform to the ordinary laws 
of memory. Sometimes they had a dynamic quality, 
and evoked other images immediately afterwards. 
The image must be regarded as a process and not a 
structure and the neurologist must explain it as such. 
It was a transaction in the same way that perception 
was. The image was made of history and all histories 
belonged to time. Neurology pre-eminently belonged 
to space. Every word used in language was not an 
object but a class. Even “‘ Yes” was a class-name. 
When it came to the description of events the neuro- 
logist must hand over to another discipline, 


If the neurologist said that every neurosis had its 
psychosis or mental event, then there were no forms 
of behaviour not capable of some neurological descrip- 
tion. As the instrument seemed to predetermine the 
psychological life—knock a man on the head and he 
became unconscious—the neurologist would say that 
neurological events preceded psychic events. The 
reductio ad absurdum of that argument was that 
it abolished consciousness altogether. All we knew of 
consciousness was just laryngeal behaviour. That 
hypothesis could be held, and no conclusions about it 


on the level of science could be drawn. If there was: 


room for consciousness after all, what did neurology 
tell us about conation, affectivity and cognition ? 
Had they a local habitation as well as a name ? 
Cognition and recognition lay in integrated cortical 
activitv. There was evidence that the affective life 
was closely related to the hypothalamic and thalamie 
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apparatus, Having isolated a local structure, how- 
ever, did not explain affectivity. The various forms of 
thalamic syndrome showed that affectivity was 
related to that region of the brain, but the problem 
of feeling, emotion and instinct went beyond the 
confines of the central nervous system and arose 
from every tissue of the body. The solution was not 
in the dethroning of neurology and enthroning of 
psychology, but in the assertion of a biological 
point of view speaking in terms of the organism. 
Both disciplines must abdicate in favour of a bio- 
logical attitude. Psychology must give up many of 
its trimmings and neurology many of its claims. 
Both were far too narrow. Behaviour was anterior 
to even an autonomic nervous system, but not to an 
integrity of the organism as a whole. For the study 
of behaviour was that of a vital series of which neural 


. events were an essential part but not the whole. It 


needed a universe of discourse capable of describing 
its configurations. 


MANCHESTER MEDICAL SOCIETY 


AT a meeting on April 5 a discussion on the 


Treatment of Cancer of the Breast 


was opened by Mr. H. H. Rayner. He recalled 
a statement made twenty-five years ago by a 
surgeon that in thirty years’ practice he could 
not remember one patient with breast cancer who 
had been cured by operation. Possibly that was 
an unduly pessimistic observation but it did bring 
home to us that real progress had been made in the 
treatment of the disease, mainly because of the 
adoption of the radical operation, for of the patients 
operated on for cancer of the breast in stage 1 
50-80 per cent. now survived for at least ten years. 
Of all the patients submitted to the radical operation, 
however, in only about a quarter to a third was the 
disease in an early stage. Probably the proportion 
of early cases was much smaller than this twenty 
years ago; the slowly progressing appreciation 
amongst women of the significance of a painless lump 
in the breast and the diminishing dread of surgical 
operations were factors tending to increase the 
proportion of early cases. The fact must be faced 
that in a proportion of cases the disease produced 
no visible or palpable change in the breast perceptible 
to an observant woman until it was far advanced— 
for example, a deep-seated growth in a firm and well- 
developed breast commonly betrayed no evidence of 
its presence until there was obvious enlargement 
of the axillary lymph-glands. 

The accepted grouping of cases into three stages 
according to the extent of the disease should be 
supplemented by other details, such as the histological 
type of growth, if it was to allow safe comparison 
between different methods of treatment. Mr. Gordon- 
Taylor’s recently published results were noteworthy 
for the efficient way in which the patients were 
followed up and for their excellence, for of his 113 
patients in stage 1, 84 per cent. survived at least ten 
years. In Mr. Rayner’s own series of 128 radical 
operations, all of which were confirmed histologically, 
45 cases were in stage 1; of these, 14 (31 per cent.) 
were known to have died from cancer within ten 
years of operation; of the 14 failures 8 were in 
patients whose original growth was situated at the 
extreme inner periphery of the breast overlying the 
sternal edge. Of the 83 stage 2 and 3 patients 
62 (or 77 per cent.) had died from cancer within 
ten years; of the 9 known to have survived for ten 
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years several had lived for much longer periods and 
were still apparently cancer-free. Not all the deaths 
were due to recurrence and hence it was difficult to 
give results in a simple form. 

Dr. RALSTON PATERSON said that although surgery 
was the dominant method of treatment in carcinoma 
of the breast, radiation (radium and X ray) also had 
a very real place. It could be used alone with results 
not quite as good but certainly comparable stage 
by stage with surgery alone, where cases were unsuit- 
able for the radical operation. It was the only treat- 
ment for late cases, in which it was occasionally 
curative and consistently palliative. Used in con- 
junction with surgery it definitely improved the 
probabilities of permanent cure, Radiation therapy 


had to be of a radical nature, a considerable reaction — 


of normal tissue being unavoidable. In radium therapy 
this required an extensive implantation of the whole 


breast, axilla and supraclavicular zone in continuity. 

In X-ray therapy a similar zone had to be irradiated 

a the limits of skin tolerance by means of “ tangent ” 
elds. 

The combination of methods now adopted at the 
Radium Institute was: stage 1, short preoperative 
course followed by immediate radical surgery ; 
stage 2, radical surgery followed by postoperative 
intensive X-ray therapy to the whole. postoperative 
zone, axilla and neck ; stage 3, radiation first (radium 
or X ray), amputation in the face of failure of resolu- 
tion ; stage 4, radiation only. 

A plea was also made for immediate admission to 
hospital of all early breast carcinomas, and attention 
was called to the dangers of local excision or local 
mastectomy except where the surgeon is prepared to 
proceed at once on naked-eye diagnosis to the radical 


- Operation. 
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-~ Recent Advances in Medicine l 
Clinical—Laboratory—Therapeutic. (9th ed.) By 
G. E. Beaumont, D.M. Oxfd, F.R.C.P., physician 
to the Middlesex Hospital; and E. C. Dopps, 
M.V.O., M.D., D.Sc. Lond., Courtauld professor of 
biochemistry in the University of London and 
director of the Courtauld institute of biochemistry 
at the Middlesex Hospital. London: J. and A. 
Churchill, 1939. Pp. 431. 15s. 

THis pioneer of the Recent Advances series has 
siwave been a valuable and popular book, though 
the clinician may feel that in spite of its compre- 
hensive title laboratory tests and procedures have 
bulked very large in its pages. The new edition 
opens with a chapter on the sulphanilamide drugs, 
giving their names, formuls, and chemical properties 
with admirable succinctness and indicating their 
fields of usefulness so far as these had been demarcated 
in the earlier reports on them, 

Vitamins A to E plus K occupy chapter II. Keto- 
genic diets disappear from the treatment of urinary 
infections, but mandelic acid remains. The dietetic 
treatment of diabetes has been largely rewritten, 
with the incorporation of the new food analyses of 
McCance, Widdowson and Shackleton. Preliminary 
starvation, followed by a rather elaborate series 
of graduated diets, is recommended; in the largest 
of these the carbohydrate allowance is only 
135 grammes, and in all of them the daily allowances 
in grammes of carbohydrate, protein, and fat are 
calculated to one or even two places of decimals ! 
Surely the laboratory worker does not credit the 
clinician with that degree of accuracy; one might 
as well recommend the counting of every pulse with 
the electrocardiograph. We would question the 
statement that “with protamine zinc insulin the 
blood-sugar begins to fall in nine to eleven hours ” ; 
there is evidence that protamine zinc insulin exerts 
a considerable action much sooner after injection 
than that, and many physicians therefore prefer to 
give it in the morning rather than, as here recom- 
mended, in the evening. In the account of diabetic 
coma, the importance of dehydration in the patho- 
‘genesis and the clinical picture of the condition 
scarcely emerges, and in its treatment drugs of such 
doubtful value as strychnine and Coramine are given 
a place. A description of gastroscopy is introduced. 
The preface states that the account of the medical 
and surgical treatment of gastric and duodenal 
ulcers has been largely modified in accordance with 
present knowledge. The reader may therefore be 


disappointed not to find an adequate discussion of 
the rôle of surgery in treating chronic uncomplicated 
ulcer, or of the types of gastric operation now 
practised and the risks they involve—matters of 
great moment to the physician in charge of a difficult 
case, 

Dr. Bedford has supplied a new series of electro- 
cardiograms, and the value of chest leads in the 
diagnosis of coronary disease is emphasised. Treat- 
ment in cardiac disease is well summarised ; digitalis 
is given by the ultra-precise American method of 
calculating the dose in relation to the body-weight. 
There is an excellent chapter on the sex hormones. 
A number of new laboratory procedures have been 
introduced, the old chapter on tests of pancreatic 
function has been omitted, and there are many 
minor alterations. 

The book has neither increased in size nor diminished 
in usefulness ; such critical notes as we have made 
should be construed as a tribute to its general 
excellence, 


Analysis of Parergasia 
By GLADYS C. TERRY, formerly research assistant 
in psychiatry, Phipps psychiatric clinic, Johns 
Hopkins University ; and Tuomas A. ©. RENNIE, 
M.D., associate in psychiatry in the clinic. New 
York: Nervous and Mental Disease Publishing Co. 
1938. Pp. 202. $4 


INTEREST in schizophrenia is at present pre- 
dominantly therapeutic, and is sometimes accom- 
panied by indifference to clinical study and to any 
forms of treatment other than those making use of 
insulin and Cardiazol. This interesting book is a 
timely exposition of how much can be learnt and done 
by solid psychiatric methods. Prof. Adolf Meyer of 
Baltimore has for more than a quarter of a century 
been urging a psychobiological conception of schizo- 
phrenia (which he prefers to call parergasia) and has 
insisted on his pupils putting it to practical account 
in treatment, The study of 77 cases here presented 
by two of the workers in his clinic indicates the value 
and the limits of the method employed. The case- 
histories were for the purposes of the inquiry carefully 


` coded and charted, and the reaction patterns divided 


into six groups, in which aggression, conversion, 
passivity, deliroid features, affective disturbance, and 
defeatism were prominent. Nearly half the cases 
had at the time the monograph was written (mostly 
four or five years after treatment) recovered to the 
point of being able to live outside hospital; details 
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are given as to the nature of this recovery and the 
condition of the other patients who are now living 
and in need of institutional care. It is concluded 
that there is no significant relationship between 
outcome and clinical reaction type, and that the 
factors prognostically favourable are: sympathetic 
environment to which patients can return ; interests, 
goals and pursuits in keeping with their ability ; 
onset of the psychosis in a setting of unusual strain 
that can be modified ; intact rapport; and both will 
and ability to codperate in treatment. In the 
psychosis itself hopeful features are intact thinking 
and personal appearance, absence of hallucinations, 
affective admixture, and the presence of a temporary 
infection. None of the cases in the series was treated 
with insulin or cardiazol. This is a careful and 
rei sensible clinical study in a complicated 
eld 


Aids to Public Health 


(4th ed.) By LLYWELYN ROBERTS, M. D. (in hygiene), 
D.P.H., deputy medical officer of health, borough 
of Ealing. London: Bailliére, Tindall ‘and Cox. 
1938. Pp. 263. 4s. 


Tus little book now appears in entirely new guise. 
Good as was its predecessor (by Dr. W. G. Aitchison 
Robertson), the new edition has lost nothing in the 
rewriting, and cannot fail to be of value to the student 
who is preparing for his finals. The subject matter 
is excellent and right up to date. In one small 
respect it might have been improved—by giving 
references in footnotes to the statutes, orders or 
regulations upon which local authorities might base 
their actions. For example, we read that ‘‘ Persons 
` in infected households must notify the local authority 
if they possess any books from a public library ” ; 
a footnote indicating Public Health Act, 1936, 
S.155 (3) would be useful both to familiarise the 
student-reader with the details of sanitary law 
and to remind him later, when he has become an 
administrator and still keeps the “Aids” on his 
shelves, of the proper course of action. The book 
includes a useful innovation in a chapter setting out 
the framework of central and local government 
administration and the openings which are offered 
to medical students who wish to enter the public- 
health service. 


Uber die Liebe 

By Dr. med. H. VON HATTINGBERG. 

J. F. Lehmann. 1938. Pp. 362. RM.5 

IN twenty-five years of practical experience as a 
psychotherapist, Dr. H. von Hattingberg has found 
in all the patients who have sought his help a 
disturbance of the capacity to love. Too many 
persons today, he says, are misguided by false notions 
of love, a condition which cannot be remedied by 
anxiously preventing these notions from interfering 
with their emotional life. In this book he tries to 
explain perversions and inhibitions by revealing the 
motives behind them and thus to suggest to sufferers 
a way out of unnecessary misery. He has treated his 
material in a popular form and, though he sometimes 
expresses known facts in a novel way, he does not 
set out to establish any new concept. The main 
section of the book deals with what he calls “sham ”’ 
love, such as masturbation, perversions, mechanical 
sexuality, homosexuality and jealousy, and inhibitions 
of love such as impotence, frigidity, matrimonial 
conflicts and ‘‘ coupled neurosis.” This section is 
intended to help ‘‘love-sick”’ neurotics by giving 
them an insight into their problems. To the medical 
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and psychotherapeutic reader the first and third 
sections will be of greater interest, since they are 
concerned with an attempt to incorporate the ideas 
current in modern Germany into a scheme of psycho- 
logy, which was developed on theories now repudiated 
there. The author tries to prove (in six pages) that 
Freud’s approach is wrong, though his own psycho- 
therapeutic practice has clearly been based on it. 
His criticism of the various schools of psychology, 
his attitude towards love and sex in pre-Hitler 
Germany, and his exposition of the attitude of the 
Third Reich towards love, evoke the picture of a 
psychologist who is groping for a firm foothold 
but whose. mental outlook wavers between the 
irreconcilable convictions of two generations. 


Doctors in Shirt Sleeves 

Edited by Sir Henry BAsHFORD, F.R.O.P. 

London: Kegan Paul, Trench, Triibner and Co. 

1939. Pp. 294. 10s. 6d. 

Sir Henry Bashford says he has found it a pleasant, 
though not an easy, task to select extracts from the 
“ happy-go-lucky ” contributions to the Grains and 
Scruples which appeared in THE LANCET between 
July,, 1936, and December, 1938. He has quoted 
from only twenty—that is, from less than a siath of 
the articles published during the period—choosing 
those which in bis view are likely to make most 
appeal to the general public. These, in the words of 
the subtitle, are the ‘‘ musings on hobbies, meals, 
patients, sport and philosophy ” of a mixed bag of 
doctors of different occupations, generations and 
experience. Generally one, sometimes two or three, 
of the lighter dishes are chosen from the varied menu 
originally supplied by the author, and the fare is no 
less palatable à la carte than when it formed part of 
a full-course meal, The arrangement is as apt as 
the selection. The opening chapter comments on 
modern youth, as exemplified in the medical student ; 
the closing chapter reflects on retirement—with a 
garden. In between, three practitioners—from the 
west country, from the back streets of a midland town, 
from a London suburb—show (as one of them puts it) 
that medicine is an extremely individual matter. 
A surgeon praises the life of a surgeon as the best 
job in the world; a physician is less enthusiastic 
about his own work. There are five philosophers, of 
whom one pours scorn on false biological analogies 
and inexact reasoning, another defends spiritual 
values against a materialistic philosophy, and a third, 
using a sick child’s toys as a peg, shows at any rate 
that man tends to imbue the materials that surround 
him with spiritual meaning; the fourth gives reason 
for his conclusion tbat medicine as such has no 
philosophy, and the fifth analyses war as a social 
disease. A biologist analyses medical students (and 
finds none wholly foolish) and elaborates the thesis 
that man is the greatest undeveloped baby among the 
mammals, One essayist recalls his hobbies, two others 
memories of a public school and of work and play in 
India. Another passes easily from consideration of 
an old diary to the duties and interruptions in the 
day’s work of a non-clinical professor. Three of the 
essays recall the vivid personality of writers no 
longer with us—Sir Squire Sprigge, Prof. A. E. 
Boycott, and Prof. C. C. Okell. Some of the omissions 
will be regretted and it is a pity that Sir Henry’s 
modesty should have deprived readers of his own 
contributions. Enough is retained to make a book 
of substantial size and attractive appearance which 
will certainly create a happy hour or two TOR lay as 
well as medical readers, 
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British Journal of Surgery 


Tue April issue (vol. 26, no, 104) contains the 
following articles :— 


. TUBERCULOSIS OF THE SPLEEN WITH TUBERCULOUS 
SUBPHRENIC ABSCESS. By W. G. Gill and W. N. Mann 
(London). The case seems to be unique in the literature. 
Shoulder-tip pain with unexplained pyrexia suggested 
subphrenic suppuration; the pus removed was sterile. 
The whole spleen was occupied by a single abscess. 

ADOLESCENT DEFORMITIES OF THE ACETABULUM. 
By John Gilmour (Newcastle-on-Tyne). An investigation 
into the nature of protrusio acetabuli. Primary protrusions 
are regarded as arising from distortion of the growth focus, 
due to an acceleration in the rate, and an advancement 
in the timing, of primary epiphyseal ossification. Treat- 
ment is discussed. 

THE RELATIONSHIP OF ACETABULAR DEFORMITY TO 
SPONTANEOUS OSTEO-ARTHRITIS OF THE HIP-JOINT: an 
investigation of the intra-articular factors which pre- 
dispose to osteo-arthritic degeneration. By John Gilmour, 
Increase in the depth of the acetabulum is said to impair 
the fluid mechanism and increase the susceptibility of the 
joint to trauma and infection. 


Osterris FIBROSA DisseminaTa. By Mark Coleman 


(London). Report of a case admitted to hospital with a 
history of recurrent fractures due to trivial injury. The 
association with pigmentation of the skin and precocious 
puberty in females is discussed. 

COMPLETE THYROGLOsSAL FrstuLa. By Victor J. 
Kinsella (Sydney). Cure has been effected in one case 
by ligation of the tract and careful closure of the skin. 
There are two types, the tubular and the racemose. The 
anatomical relations are discussed. 

THE CLOSED OPERATION FOR INTRACAPSULAR FRACTURE 
OF THE NECK or THE FEMUR: final results in recent and 
old cases. By Thomas King (Melbourne). The results are 
described in 50 cases of recent fractures and in 30 cases 
operated on three weeks to three months after the fracture. 
The author reports success from an operation which 
combines the use of a nail and a fibular bone peg. 

THe PROBLEM or “Brack Out” IN AVIATION 
(Amaurosis Foeax). By Wing-Commander P. C. Living- 
ston. The author’s personal experience is described. 
The cause of the condition is gravity, brought into action, 
in this case, by a violent turn in the air, roughly at right 
angles to the initial course. Postural and mechanical 
methods of combating ‘“‘ black out ” are briefly discussed. 

CARCINOMA OF THE LOWER END OF THE COMMON BILE- 
. DUCT. By John C. Dick (Glasgow). The macroscopic 
and microscopic examination of 13 cases which came to 
autopsy suggests that the condition is of slow growth and 
of very low-grade malignancy, and that cure by operation 
should be feasible. 

OPERATIVE TREATMENT OF STENOSIS OF THE VESICAL 
Neck. By W. K. Irwin (London). A transvesical 
operation is described in which the author’s clamp incisor 
is used. This has given uniformly good results in 48 cases. 

OBSERVATION ON SIMPLE AND MALIGNANT PatTHo- 
LOGICAL CONDITIONS OF THE BREAST. By Thirza Redman 
and J. T. Hewtson (Birmingham). The 205 cases diagnosed 
as simple have not developed malignant changes during 
a period of 3-8 years. Operation for cancer in the early 
stages has given a survival-rate of 67°9 per cent. 

MASSIVE NECROSIS OF THE MUSCLES OF THE LEG AFTER 
OPERATION FOR REMOVAL OF A BONE-GRAFT FROM THE 
Trp1a. By N. Ross Smith (Bournemouth). The graft 
was taken from the tibia with the knee acutely flexed. 
All the muscles of the leg completely necrosed, and the 
limb, amputated 18 months after the original operation, 
showed the muscles replaced by fat. The etiology is 
discussed. . 

DETACHMENT OF THE MEDIAL EPICONDYLE OF THE 
HUMERUS WITH DISPLACEMENT INTO THE ELBOW-JOINT. 
By E. J. Radley Smith (London). Case-reports are given 
of 32 cases. Abduction force is the cause, and in nearly 
half the cases there was proof of a dislocation. The 
diagnosis is radiological; and ulnar-nerve injury is a 
common complication. 
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CONGENITAL DISLOCATION OF THE Hip. By Bryan 
McFarland (Liverpool). A method of treatment by 
traction in the extended position has been successfully 
used in 18 cases, most often in combination with an opera- 
tion to form an acetabular shelf. Many advantages over 
the usual abducted position were found. 

CHRonio NON-TUBERCULOUS DISEASE OF THE EPI- 
DIDYMIS. By Donald McGavin (London). The condition 
is described as being quite common. The clinical histories 
and operative findings are given in 7 cases, the causes 
being classified as inflammatory, obstructive and vascular. 

THE PITUITARY ADENOMATA: a follow-up study of the 
surgical results in 338 cases. By W. R. Henderson 
(Leeds). The paper is concerned with the after-histories 
of sufferers from tumours of the pituitary in Dr. Harvey 
Cushing’s series of 338 cases. Pathology and operative 
technique are briefly described, and there is a very full 
analysis of the early and of the late results of operation. 

SURGERY OF THE ADRENAL CorTEX. By L. R. Broster 
(London). A critical review of the development of 
medical knowledge of the relationship of adrenal disease 
to sexual abnormalities ; and of the biological tests and 
the isolation of male hormone ; together with a discussion 
of the results of operative treatment. 


There is also a tribute to Dr. Harvey Cushing on 
the occasion of his seventieth birthday; and an 
appreciation of the late Mr. Graham Simpson. Notes 
on several rare and obscure cases are appended. 


NEW INVENTIONS 


FORCEPS FOR INSERTING RADIUM INTO 
THE CERVIX 


THE insertion of a radium applicator into the 
cervix uteri is usually simple, and is carried out by 
means of the instruments normally found in a well- 
equipped operating-theatre. 
None of these is, however, really 
suitable for this procedure : some 
are clumsy and obstruct the 
view, and most do not grasp 
the applicator satisfactorily, so 
that when even the slight amount 
of pressure necessary for the 
insertion is applied the appli- 
cator tends to tilt, necessitating 
manual replacement and unneces- 
sary exposure to radium. 

These considerations led to 
the development, in collabora- 
tion with Prof. James Hendry, 
gynecologist to the Glasgow 
Royal Infirmary, of the forceps 
shown in the figure. The forceps 
hold almost any radium appli- 
cator in common use, without 
unnecessary pressure on the 
radium container and at a con- 
venient angle, and permit a 
clear view of the field. They are 
especially helpful when used with 
a form of gum-elastic tube for 
holding the radium. This tube 
can be bent and will retain the 
bend for an appreciable time, 
facilitating introduction into 
cervices that are difficult to enter or abnormally 
placed. 

The forceps were made for me by Messrs. C. F. 
Thackray of Leeds, who also supplied the gum- 
elastic tubes that are specially designed for radium use, 


RosBert R. Morrison, M.B. Glasg., D.M.R.E. 
Radium therapist to Glasgow Royal Infirmary. 
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BIOCHEMISTRY OF MALIGNANT GROWTH 


Many attempts have been made to discover 
a chemical or physicochemical basis for cancer. 
An account of such investigations would fill a 
bulky volume, but none of them has established 
any significant differences between the normal and 
the malignant cell, either as regards its chemical 
composition or its physicochemical condition. 
On the contrary, the results of these numerous 
investigations have seemed to lead to the surprising 
conclusion that, in spite of the difference in the 
biological behaviour of these two types of cells, 
there is a close resemblance in their chemical 
make-up. An important advance was made by 
WaRBURG’S observation that the cancer cell, 
unlike most normal cells, can live and carry out 
its metabolic functions in the absence of oxygen, 
resembling in that respect a more primitive type 
of cell, such as yeast. But this property is not 
strictly confined to malignant cells; it is shared 
by some other types, both normal and pathological, 
belonging to the higher animals, and while it 
accounts for the greater independence of the 
malignant cell and its ability to grow through 
tissue spaces, where the oxygen tension is low, it 
gives no ready explanation for the power of growth 
possessed by malignant tumours. 

A paper by Prof. Frrrz KöcL,! the noted bio- 
chemist of Utrecht University, promises to open 
up a fresh approach to cancer on chemical lines, 
for he is able to announce new discoveries about 
the amino-acids which result when the proteins 
of malignant tumours are hydrolysed by boiling 
with acid. Amino-acids are the relatively simple 
chemical units of which the complex protein 
molecule is built up, and the many which have 
been isolated all have a fundamental similarity 
of structure. They consist of chains of carbon 
atoms of varying length, and the penultimate 
carbon atom of such a chain always carries the 
acid group COOH and the basic amino group NH,. 
A third valency of this penultimate carbon atom 
carries a hydrogen atom and with the fourth 
valency it is tied to the rest of the carbon chain. 
Diagramatically this arrangement is represented 
by the formula given below, where Ris the carbon 
chain, which varies for the different 


R ; : 

| amino-acids. A carbon atom carry- 
H—C—NH, ing four different groups is called 

doon an asymmetrical carbon atom, 


and. since these four groups are 
arranged round the carbon atom in space, and not 
(as on paper) in a plane, two possible arrange- 
ments in space are possible, which have the same 
relation to each other as any object has to its 


1. Kögl, F., and Erxleben, H., Hoppe-Seyl. Z. 1939, 258, 57. 
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mirror image or as the right hand to the left. 
Any substance having such an asymmetrical carbon 
atom exists therefore in two forms (stereo- 
isomerides), having exactly the same chemical 
composition but differing from each other in the 
spatial arrangement of the four groups attached 
to the asymmetrical carbon atom, and a third 
(racemic) form in which the two stereo-isomerides 
are present in equal proportions. The presence of 
an asymmetrical carbon atom in a compound 
manifests itself physically by the ability of a 
solution of the compound to rotate the plane of 
polarised light, and two stereo-isomerides rotate 
polarised light to the same extent but in an 
opposite direction. In the racemic form, which 
contains the two stereo-isomerides in equal pro- 
portions, the effects on the plane of polarised light 
balance each other; so the racemic form is 
optically inactive. 

The biological significance of these chemical 
facts is that when the normal living cell builds 


up organic compounds containing asymmetrical 


carbon atoms, it always forms one of the two 
optically active stereo-isomerides, whereas synthesis 
in the laboratory always leads to the optically 
inactive racemic form. Moreover, the ferments 
present in the body can split only one of the two 
stereo-isomerides—namely, the one formed in the 
body—and cannot attack the other stereo-isomeride. 
Thus the amino-acids found after hydrolysis of 
proteins of normal tissues are all optically active 
and represent one of the two possible stereo- 
isomerides of each acid. But when K6au and 
ERXLEBEN examined the mixture of amino- 
acids obtained by hydrolysing the proteins of 
malignant growths they found that while some of the 
amino-acids were represented entirely in the form 
of the normal stereo-isomerides—present in the 
proteins of normal cells—a few were present also 
partly in the form of the other, optically 
antagonistic, stereo-isomeride. The amounts of 
the optical antagonist that were present varied 
considerably for the different amino-acids. For 
some of these acids the figures are too small to be 
convincing, but for such amino-acids as leucine, 
lysine, and valine, and particularly for glutamic 
acid, the amounts of the abnormal optically 


antagonistic stereo-isomeride were so considerable 


as to leave no doubt that the abnormal stereo- 


isomerides had entered into the structure of the . 


proteins of malignant cells. The most striking 
results were always found for glutamic acid, which 
was represented by its abnormal stereo-isomeride 
in amounts varying in different tumours from 
15 to 42 per cent. of the normal stereo-isomeride. 
Glutamic acid plays an exceptionally important 
part in the intermediate metabolism of proteins, 
and quite recently it has been shown by FILpEs 
and his collaborators? that glutamine, a substance 
closely related to it, is an “essential growth 
substance’ for most strains of streptococci. 
It has also to be noted that the presence of a 
few abnormal stereo-isomerides in the chain 


2. MclIiwain, H., Fildes, P., Gladstone, G. P., and Knight, 
B. O. J. G., Biochem. J. February, 1939, p. 223. 
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of amino-acids, which go to the building up of a 
protein molecule, will make these chains more 
resistant to the action of the normal ferments 
which regulate the building-up and the breaking- 
down of the cellular proteins. The proteins of the 
cytoplasm of the cell are not static; they are 
always undergoing synthesis and disintegration. 
It is to be expected, therefore, that the presence 
of a few abnormal stereo-isomerides will interfere 
profoundly with the normal processes of cellular 
metabolism. It seems that one must postulate 
for the cancer cell an alteration of the normal 
ferment system in the sense that this system has 
lost its selective power to synthesise protein from 
only one stereo-isomeric group of amino-acids. 
Autonomous growth—which means essentially 
the autonomous synthesis of protein—is the 
criterion of malignancy, and it is not difficult to 
correlate this property with the loss of selectivity 
on the part of the ferment system which regulates 
the protein metabolism of the cell. One must 
bear in mind, however, that the presence of 
abnormal metabolites in malignant new growths 
may be the result, rather than the cause, of their 
irregular growth, and may owe its origin to such 
factors as inadequate vascularisation, processes 
of cellular degeneration, infection, or interference 
with the vital processes of the organ by the growth 
which has arisen in it. The neoplasms analysed 
so far by K6eu and ERXLEBEN have been trans- 
plantable tumours of the mouse (Ehrlich’s adeno- 
carcinoma) and of the rabbit (Brown-Pearce 
carcinoma) and human carcinomata of the mamma 
and of the ovary. These Studies require, therefore, 
to be extended to as many different types of 
malignant tumours as possible, including the 
filtrable fowl sarcomata, and also to types of 
pathological overgrowth other than malignant 
tumours, such as granulomata, benign tumours, 
infective papillomata and the various non-malignant 
cellular hyperplasias due to viruses. Some of 
these investigations have already been begun 
at Utrecht. If the presence of abnormal stereo- 
isomerides of amino-acids proves to be a specific 
and regular concomitant of malignant growth, 
an important advance will have been made in our 
understanding of the biochemistry of cancer. It is 
also likely to provide information on the mode of 
action of the viruses capable of transforming 
. normal cells into malignant cells. 


H/EMORRHAGE IN JAUNDICE 


FacED with a case of jaundice, whether obstruc- 
tive or hepatogenous, even the most courageous 
surgeon may fear to operate. The tendency of 
these patients to bleed has long been recognised, 
and none of the various explanations of it has 
produced an effective remedy or even a means of 
predicting abnormal hemorrhage. During the 
past few years, however, the mystery surrounding 
this subject has become less profound. The first 
relevant observation was that of L. M. RODERICR, 
who showed in 1929 that in the hepatic necrosis of 
sweet-clover disease in cattle there is a hemorrhagic 
state and a deficiency in plasma prothrombin. In 
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1935 a similar deficiency was demonstrated by 
QUICK and others! in the plasma of jaundiced 
patients and in the same year Dam ? of Copenhagen 
found that young chicks fed on a diet adequate 
except for certain fat-soluble substances developed 
a fatal hemorrhagic disease with erosions of the 
gizzard. This disease was associated with a fall 
in the plasma prothrombin and could be prevented 
by feeding the chicks with alfalfa or the non- 
saponifiable non-sterol fraction of hog’s liver fat. 
For the factor protecting against this hemorrhagic 
tendency Dam suggested the name vitamin K 
(Koagulations-Vitamin), and since that time it 
has been shown to have a wide distribution. It 
is found in kale, spinach, carrot tops and tomatoes, 
as well as some vegetable oils; more remarkable, 
it develops, apparently by bacterial synthesis, in 
putrefying fish meal and casein; it occurs in 
numerous micro-organisms such as Bacterium coli ; 
and it may apparently be formed by bacterial 
activity in the alimentary tract, for it is recover- 
able from human feces even in jaundiced patients. 
Exact information about its chemical nature is 
lacking although highly potent extracts have been 
made. KrosE, ALMQUIST and Mecomt? think it 
is probably a complex unsaturated hydrocarbon. 
The clinical applications of this knowledge derive 
from QUICK’s observation! that the prothrombin 
coagulation-time of jaundiced patients is increased ; 
SmitH and his associates * have confirmed the 
presence of this deficiency by a different method, 
both clinically and under a variety of experimental 
conditions. The lack of prothrombin seems to be a 
consequence of the lack of vitamin K and may be 
caused by defective absorption from an intestine 
in which there is no bile or by inability of a 
damaged liver to synthesise prothrombin from the 
vitamin. Numerous observations have now been 
published which support these suggestions and 
show Quick’s prothrombin coagulation-time to be a 
valuable indication of the tendency to bleed; if 
the “prothrombin time” is increased to more 
than twice the normal value hemorrhage is likely 
to take place. The clinical reports go further, 
however, and show that administration of vitamin K 
and bile salts by mouth will often reduce the 
prothrombin time to normal and banish the danger 
of hemorrhage. On another page of our present 
issue Mr. ILLINGwoRTH records his experience with 
20 cases of jaundice. He estimates that hæmor- 
rhage is responsible for about 12 per cent. of 
postoperative deaths in such cases and finds the 


prothrombin time a valuable means of assessing the 


risk of this complication. He believes that this 
risk can be greatly diminished, for the prothrombin 
time was lowered by administration of a prepara- 
tion containing vitamin K ; but he is apparently 
not sure that the active factor is the vitamin itself. 
Bott, SNELL and OSTERBERG® attach more 


1. Quick, A. J., Stanley-Brown, W., and Bancroft, F. W., 
Amer. J. med. Sci. 1935, 190, 501. 

2. Dam, H., Biochem. J. 1935, 29, 1273. s 

3. Bo 1s agp nd st, H. J., and Mecchi, E., J. diol. Ohem. 

4. Warner, E. D., Brinkhous, K. M., and Smith, H. P., dmer. J. 
Physiol. 1936, 114, 667 ; Amer. J. med. Sci. 1938, 196, 50. 

5. tt, H. R., Snell, A. M., and Osterberg, A. E., Proc. Mayo 
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importance than ILLINGWoRTH to the simultaneous 
administration of bile salts; but even with a 
normal diet, which is rich in vitamin K, they have 
sometimes found supplementary doses of alfalfa 
concentrate necessary to lower the prothrombin 
time to normal. STEWART’S observations ê agree 
with those of other observers, but he has shown 
that blood-transfusion is an ineffectual means of 
lowering the prothrombin time and diminishing 
the bleeding tendency. 

The dosage recommended by various workers 
differs. Burtt and his colleagues use 400-1200 mg. 
of their alfalfa concentrate daily with 1-2 g. 
of bile salts as a prophylactic. No concentrate 
appears to be available yet in a commercial form, 
but it is to be hoped that these observations will 
encourage manufacturing chemists to market one. 


THE MICROGLIA 


Many people, even among pathologists, still 
regard the minute histology of the brain as too 
intricate a subject for any but specialists, and any 
discussion that involves the mention of astrocytes, 
oligodendroglia and microglia is apt to be received 
by them with a polite indifference bordering at 
times on incredulity. This unfortunate attitude 
has doubtless arisen largely because our more 
detailed knowledge of these cells is almost entirely 
derived from the work of the Madrid school during 
the past twenty years, the relevant papers being 
published in Spanish journals little known in this 
country. Moreover the methods of demonstrating 
the minute structure of the brain need scrupulous 
care in their application. 

The magnificent work of CAJAL, the founder 
of the Madrid school, began to make its mark on the 
rest of the world fifty years ago and was advan- 
tageously presented in the French translation of 
his treatise on the histology of the nervous system 
(1909-11). To Horrrea, now working at Oxford, 
we owe the separation, in 1919 and later, of CAJAL’S 
third element into oligodendroglia and microglia. 
This is of special interest to us because it was 
Forp Rosertson, of Edinburgh, who first clearly 
demonstrated these cells by his platinum method 
at the beginning of this century in a work that is 
too little remembered. ROBERTSON failed however 
to distinguish between microglia and oligoden- 
droglia, these being collectively named “ mesoglia ” 
until analysed by Horteca. A great service 
has been done by WILDER PENFIELD in making the 
English-speaking people more familiar with the 
recent Spanish work, but it is even better that 
we are able to publish on p. 1023 of this issue a 
lecture given in this country by Horteca himself. 
In this he reviews his work and teaching concerning 
the microglia. He is responsible for the view, for 
which there is overwhelming support, that these 
cells are of mesodermal origin and migrate into 
the central nervous system during its development 
from the pia and its invaginations, such as the 
velum interpositum. In the process the cell 
becomes altered from its primitive ameceboid 


6. Stewart, J. D., Ann. Surg. April, 1939, p. 588. 
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state to assume an increasingly complicated 
form until, in its resting phase, it looks remarkably 
like a twig of gorse. This elaboration of structure 
is a reversible process, and when stimulated by 
neighbouring inflammatory or degenerative pro- 
cesses the cell again becomes amosboid and migrates 
to the pathological focus to exercise its normal 
scavenging functions. Thus the microglial cell 
should properly be regarded as the neurological 
member of the reticulo-endothelial system, and 
this view has gained wide though not yet universal 
acceptance. 


The latest confirmation of HorTEGA’s conception 
comes from KERSHMAN,! a pupil of PENFIELD’s 
at Montreal, who in a masterly study of the first 
comprehensive series of human embryonic and 
foetal material to be so investigated has mapped 
out the various sites at which the microglial cells 
make their entry into the nervous system. He 
shows that the process has already begun by the 
eighth week of intra-uterine life and he concludes, 
from an examination of the collection at the 
Carnegie Institute of Embryology, Baltimore, 
that migration begins with the vascularisation of 
the brain. Making due allowance for the highly 
specialised functions of the central nervous system 
and for its peculiar physical and chemical 
characters, there is much to be said for studying 
it histologically along the same lines as other organs. 


STUDENTS AND MILITARY SERVICE 


Last week the House of Commons approved by 
376 votes to 145 the Government’s proposal to 
introduce a system of compulsory military training, 
and on p. 1079 are set out the chief provisions of 
the Military Training Bill as they will affect the 
student at universities and training colleges. The 
Minister of Labour may for good cause permit the 
anticipation or the postponement of the lability to 
be called up in a particular case, but at the time of 
writing no sign has been given that third-year 
students as a group are to be allowed to take their 
degree (or the 2nd M.B. examination) before they 
enter military training. The choice of the age-group 
20-21 will cut into the careers of students so as to 
prejudice their future prospects more severely perhaps 
than those of any other men. Even the anticipation 
of disruption of studies, apart from the actual period 
of military training, is likely to disorganise academic 
life, While it is agreed that all sections of the com- 
munity must share equally in providing trained 
men, the nation will gain if the sequence of calling up 
can be so arranged as to enable students near the 
end of their course to complete it. As for medical 
students already embarked on clinical training, we 
do not see how their course can justifiably be inter- 
rupted at all in the name of national necessity. It 
is already and rightly recognised that in time of war 
the student who has passed his anatomy and 
physiology would have to be kept on medical work 


. because it would be of national importance that he 


should qualify. If, as Mr. Chamberlain says, we are 
forced to take special measures because we are no 
longer living in time of peace, it seems unreasonable 
to meet the present emergency by removing medical 


students from their work and delaying their quali- 


fication by at least six months. 


1. Kershman, J., Arch. Neurol. Psychiat. January, 1939, p. 24. 
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ANNOTATIONS 


SWIMMING AND OTITIS MEDIA 


OPENING a discussion arranged by the Medical 
Officers of Schools Association on April 14, Mr. T. B. 
Layton (who is an ex-president of the United Hos- 
pitals Swimming Club) dealt with the vexed question 
of swimming for patients with otitis media. He 
pointed out that a clean bathing-suit contained 500, 
and a bathing-suit in use 150,000, bacteria per square 
inch, and that most of these organisms came from the 
skin, fæces, and saliva of the wearer and were usually 
considered as non-pathogenic, such as B. subtilis, 
B. prodigiosus, and B. fluorescens liquefaciens. River 
and sea waters cleansed themselves by virtue of their 
high content of oxygen produced by weeds. Even 
. ponds in the centre of large towns did this with 
complete efficiency. It was only when the tempera- 


ture of the water exceeded 70° F. that the percentage 


of oxygen diminished and trouble might arise. 
A great “ bathing-load ” might also impair the eff- 


ciency of the natural process of cleansing, which . 


otherwise only failed in rivers running through 
mighty cities. The self-cleaning power of the open 
sea was shown by the fact that at Whitstable both 
inshore and in mid-channel Bact. coli was absent in 
samples of 100 c.cm. of water, although near a watch- 
boat two miles out at sea it was present in samples 
of 50 o.cm, 


Turning to the question of the infecting organisms 
in disease of the mastoid antrum, Mr. Layton said 
that for the last ten years he had made a practice of 
dropping into a tube of broth a piece of bone from 
every mastoid opened by him. In acute disease the 
organism found was nearly always the hemolytic 
streptococcus, whatever the clinical picture. Occa- 
sionally the pneumococcus was found, and, more 
rarely, Friedlander’s bacillus, Bact. coli, and the 
Vibrio septicus. One could therefore conclude that 
the hemolytic streptococcus and the pneumococcus 
were the organisms concerned. So far he knew of 
no record of the pneumococcus, and of only one 
record of the hemolytic streptococcus, having been 
found in waters used for bathing. On the other 
hand he had found no evidence of infection of the 
middle ear by such organisms as polluted swimming- 
pools. Even bathing in the lower reaches of the 
Thames during very hot weather—i.e., under the worst 
possible conditions—according to thirty-nine years’ 
experience at Guy’s Hospital among patients from 
the south bank, had not been associated with otitis 
media. In the few cases in which Bact. coli or the 
Vibrio septicus had been found there had been no 
suggestion that swimming had led to infection. The 
organisms causing middle-ear disease did not live 
long in water, and those that polluted water were not 
responsible for such infection. 


Many cases, however, had been attributed, by 
many doctors in different types of practice, to 
swimming and bathing. Some of these might be 
caused by the pushing up of water, and with it 
pathogenic organisms present in the nasopharynx, 
into the eustachian tubes owing to inefficient respira- 
tion during swimming. Further, a doctor, asked by 


a parent about the desirability of a child’s bathing, - 


might be tempted to play for safety by forbidding it. 
He might just as reasonably forbid skating for fear 
that the performer might fall and injure himself. 
Again, false reasoning might suggest that every case 
of otitis media in visitors to a watering-place was 
due to the bathing, although bacteriologically this was 


impossible. Moreover, the peak of incidence of otitis 
media in schools was in the Lent term before the 
bathing-season opened. Towels were a more likely 
source than water, but Mr. Layton doubted whether 
even towels had anything to do with otitis media. 
It was more probable that the overloading of dressing- 
accommodation, by increasing droplet infection, was 
responsible. 


Usually the hemolytic streptococcus disappeared 
from the middle ear by the eighth week after perfora- 
tion of the drum, and the bacteriology of the chronic 
ear was the same as that of the skin and of polluted 
water. Three clinical stages had to be considered. 
First came the ear that was on the border of becoming 
chronic (sixth to tenth week after perforation). The 
organisms of the skin needed moisture in which to 
grow, and, if the meatus were wetted, there was a 
greater risk of infection of the ear from the skin. 
For fear that water might enter the ear, Mr. Layton 
would not allow a patient to bathe at this stage. 
The second stage was that of active chronic otitis 
media. He could see no reason for stopping such a 
patient from bathing for fear of polluting the water, 
for the organisms were the same as those already 
contaminating the water. If the purification, natural 
or artificial, of the water were efficient, they could 
do no harm. If it were not, the additional amount of 
pollution was infinitesimal compared with that 
caused by the skins, secretions, and excretions of 
other bathers. Bathing did not harm such patients ; 
indeed, swimming helped them. The third stage was 
that of the healed disease with persistent perforation 
of the drum. The alleged harm done to these patients 
by bathing (which he did not admit) was infinitesimal 
compared with the mental damage inflicted by the 
prohibition of bathing, thus making a distinction 
between the patient and other children. 


‘CARDIOVASCULAR CHANGES IN MYXCEDEMA 


THE discovery that the heart sometimes shows 
gross changes in myxcedema is comparatively new, 
but in the last few years knowledge of the cardio- 
vascular effects of thyroid deficiency has extended 
considerably, chiefly because radiography has become 
a routine and because there have been opportunities 
for studying the myxedema produced by total 
thyroidectomy. Although congestive heart-failure has 
in the past been reported frequently in association 
with myxcodema and has been found to react 
favourably to thyroid extract, more recent observa- 
tions suggest that in uncomplicated myxedema gross 
heart-failure is unusual. This fits in with the observa- 
tion that therapeutic myxedema tends to lessen the 
symptoms of cardiac failure in organic heart disease, 
and that failure is sometimes precipitated in spon- 
taneous myxcedema by thyroid extract. In a clinical 
study Savy, Froment, and Jeune? note a remarkable 
absence of cardiac symptoms, even when the heart 
is considerably enlarged. Ansmia and increase in 
weight are usually sufficient to account for the effort 
dyspnoea that may be present. With an impalpable 
apex-beat, absence of murmurs, and a slow regular 
rhythm, there is little to call attention to the heart 
clinically, but on radiography, which is indispensable 
in this condition, gross changes may be discovered. 
The most characteristic of them is a general increase 
in the heart shadow, and this with the feeble con- 


1. Savy, P., Froment, R., and Jeune, M., Ann. Méd. February, 
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tractions simulates the appearance of pericardial 
effusion. Under thyroid extract the heart can be 
seen to shrink back to more or less normal size, but 
digitalis is without effect. Not all cases show striking 
enlargement of the heart, and in some the fact of 
enlargement is proved only by the specific action of 
thyroid extract in causing a reduction. The difficulty 
in establishing slight changes in heart size is recog- 
nised by Savy and his co-workers, and they appear 
to have eliminated the common sources of error. 
They recognise two ways in which angina of effort, 
which is not rare as a complication of myxedema, 
may react to the specific treatment. Most often the 
pain is aggravated, sometimes even with minimal 
doses. Less commonly, as in the case reported by 
Dr. Beaumont and Dr. Robertson in our issue of 
March 25, the pain is abolished. The need for caution 
in the treatment of any case complicated by angina 
is emphasised, because of the probability that the 
attacks will be aggravated, and a number of cases of 
cardiac infarction are reported, in the presence of 
which it is held that thyroid is especially dangerous. 
Hypertension, though found in only a quarter of the 
cases, was sometimes abolished by treatment; but 
æ previously normal arterial tension may be raised, or 
hypertension be aggravated, with the result that 
treatment has to be discontinued. The electro- 
cardiogram shows changes which are well known, 
the voltage of all waves, especially T, being reduced. 
Conduction defects have also been reported, which 
(like the low-voltage waves) are corrected by treat- 
ment with thyroid extract. Myxcdema appears at a 
time of life when degenerative cardiovascular disease 
is likely to complicate the picture, and if the effects 
of the two conditions are clearly distinguished, 
myxcedema will probably be found to disturb cardiac 
function less than has been thought. 


MILK-BORNE SCARLET FEVER 


In describing a recent outbreak of scarlet fever in 
Denmark Juel-Henningsen and Ernst! paint a picture 
as vivid as that which H. H. Scott provides in ‘‘ Some 
Notable Epidemics.” If the plot of all these stories 
is more or less the same, the detective work entailed 
is always interesting. The Danish outbreak began 


on April 13, 1937, with the notification of about | 


20 cases of scarlet fever in Vejle, a community of 
about 25,000 people. On April 14 the outbreak 
culminated with the notification of about 40 cases, 
As most of the patients had been supplied with milk 
from the same dairy its owner was questioned, and 
he was able at once to state which was the milk 
cart and which were the farms providing milk for the 
part of the town where infection had broken out. 
Medical inspection of the farms led to the discovery 
of a hitherto undiagnosed case of scarlet fever in a 
milkmaid whose hands were peeling, and one of 
whose ears was discharging pus. She was at once 
admitted to hospital, and all the dairy’s milk was 
pasteurised. The prompt elimination of the milk- 
maid as a source of infection was doubtless the reason 
why the outbreak ceased as abruptly as it had begun. 
The bacteriological examination revealed Lancefield’s 
group A and Griffith’s type 3 Streptococcus pyogenes 
in the pus from the milkmaid and in 108 of the 118 
cases of scarlet fever. As in most such outbreaks the 
infection of the milk is maintained by mastitis in 
one or more cows, diligent search was made for 
disease of the udders in those that had supplied the 


1. Juel-Henningsen, E., and Ernst, J., Ugeskr. Laeg. March 9, 
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offending milk, But though every cow was examined 
twice at an interval of six days, and the aid of the 
State Veterinary Serum Laboratory and of the 
State Serum Institute was invoked, neither the cows 
nor their milk proved to be infected. The milkmaid 
therefore seems to have been alone responsible for 
this outbreak, and it is remarkable that though raw 
milk is a poor culture-medium for the germ in 
question, and the cows did not coédperate in spreading 
the infection, she still succeeded in giving scarlet 
fever to 118 persons and angina faucium to about 
50 others. 


THE ROYAL ACADEMY, 1939 


A PAINTING that was outstanding in the exhibition 
of the Medical Art Society last October has received 
the honour of being hung in the principal gallery 
at this year’s Royal Academy. It is Alexander C. _ 
Dalzell’s “ The Aude Valley ”’ (186), with its remark- 
able sense of land formation. In this sense it is 
almost a scientific study, yet it holds its own with 
its neighbours as a landscape painting of real 
originality. The painting commonly acclaimed as 
the picture of the year, “The Nativity ” (215), 
a tempera by Miss Louisa Hodgson, is a very ordinary 
hospital scene of a mother with her baby, the doctor 
and father standing by; but the painting is 
heightened in meaning by the treatment, in manner 
and subject. The people have a kind of skinny 
solemnity, and the working men in prayer are almost 
too obviously shepherds in modern dress, A number 
of portraits, always the main standby of the Academy, 
have medical and scientific interest. The white 
stone bust of the first Lord Moynihan of Leeds 
(1203) by Sir W. Reid Dick is a notable likeness. 
Miss Flora Lion’s large portrait of Lady Dawson of 
Penn (562), in a mauve dress, although not comfort- 
ably composed is gracious. The presentation portrait 
by Edward Halliday of Prof. W. E. S. Turner (659), 
seen in his laboratory but wearing academic robes, 
is a model of what a portrait of a scientist should be, 
the wall charts and apparatus enlarging and not 
swamping the character interest. Finally it should 
be said that the architectural room at this year’s 
Academy contains excellent illustrations of the 
many fine hospitals recently built in this country or 
contemplated, including the new St. George’s Hos- 
pital, the new outpatient block of the Royal Northern 
Hospital, and the Wingfield-Morris Orthopedic 
Hospital, Oxford. There is a spacious impression 
of the Birmingham Hospitals Centre (now the Queen 
Elizabeth Hospital), and a model of the Medical 
Research Building, Mill Hill. 


METHA-MOGLOBINAEMIA AFTER 
SULPHANILAMIDE 


SincE the introduction of sulphanilamide into 
therapeutics cyanosis has been recognised as a not 
uncommon complication of its use. The cyanosis was 
at first attributed solely to the presence of methemo- 
globin, sulphemoglobin, or both pigments, and in 
many cases of cyanosis absorption bands due to tbese 
pigments can readily be detected by spectroscopic 
examination of the blood, and the quantity present 
can be estimated as the difference between total 
hemoglobin and oxygen capacity. In one case 
Bensley and Ross! found over 25 per cent. of the 
hemoglobin in the form of methemoglobin. The 
smallest quantity they were able to detect with a 
hand spectroscope was about 0:4 g. methemoglobin 


1. Bensley, E.H.,and Ross, J. B. Canad. med. Ass. J. 1937, 37, 62. 
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per 100 c.cm. blood. Many cases of cyanosis are 
however met with in which abnormal pigments 
cannot be found on spectroscopic examination, and 
Marshall and Walz]? and Chesley è have shown, by 
comparing the oxygen or carbon-monoxide capacity 
of the blood with the hemoglobin content caltulated 
from the blood-iron, that in these cases all the 
hemoglobin is present in available form and the 
cause of the cyanosis must be sought elsewhere, 
perhaps in the form of coloured oxidation products 
of the drug itself. It is clear from the literature that 
the incidence of cyanosis and of sulphemoglobinemia 
and/or methemoglobinzemia varies much from clinic to 
clinic, and while traces of methemoglobin in a person 
with a reasonable hemoglobin level. are of no 
importance, in a person who is already anzmic the 
inactivation of 30 per cent. or more of the total 
hæmoglobin may be serious. It is therefore of great 
importance that a way has been found of rapidly 
abolishing the methemoglobinemia due to these 
drugs. 

Following a suggestion made by Wendel,* whose 
results have now been published in full, Hartmann, 
Perley, and Barnett ë have found that methylene- 
blue is an effective antitode. Both sets of workers 
found methemoglobinemia in the great majority of 
patients receiving 0-1 g. sulphanilamide per kg. of 
body-weight per day, and significantly high levels of 
methemoglobin in a large number. The degree of 
methemoglobinemia was not proportional to the 
blood-sulphanilamide level. By the administration of 
methylene-blue intravenously, in doses of 1-1°5 mg. 
per kg. of body-weight in a 1 per cent. solution, the 
methemoglobin and cyanosis disappear dramatically 
in the course of 30-45 min., whereas without 
methylene-blue they may take a day or two to dis- 
appear after sulphanilamide is stopped. The methy- 
lene-blue is equally effective if taken by mouth in 
four-hourly doses with the sulphanilamide, the dose 
suggested being 65-130 mg. (gr. 1-2), and there is no 
evidence that this interferes with the action of the 
sulphanilamide. Methylene-blue produces no major 
toxic effects, though when given by mouth it some- 
times causes vomiting and diarrhea, and special 
care should be taken when giving the drug intra- 
venously, because extravasation is painful and may 
lead to necrosis of the tissues round the vein. It is 
not suggested that methylene-blue should be given 
as a routine with sulphanilamide, but in a seriously ill 
patient who develops cyanosis it will allow sulphanil- 
amide to be continued without risk. 


SUBCUTANEOUS IMPLANTATION OF 
DESOXYCORTICOSTERONE 


SmncE Deanesly and Parkes ® first showed that 
hormones can be administered by implanting tablets 
under the skin the method has been used clinically 
for giving cestrone, testosterone and progesterone. 
The technique is simple: the tablets are sterilised 
in an autoclave at 100° C., or even more simply in a 
test-tube of boiling water, and are then inserted in 
the subcutaneous fat under local anesthesia. In 
man their action does not seem to last longer than 
three months by which time the tablets so far given 
are completely absorbed ; but a more prolonged effect 
might be obtained by using larger ones. From the 


. Marshall, B. K.jun.,and Walz), E. M., Dull. Johns Hopk. 
Hosp. 1937, 6l, 140. 
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sex hormones proper this method of therapy has 
been extended to desoxycorticosterone acetate, and 
Thorn, Engel and Eisenberg? report that sub- 
cutaneous insertion of two tablets of approximately 
100 mg. each will maintain adrenalectomised dogs 
in good health for four or more months. Their studies 
were controlled by investigations of mineral meta- 
bolism and it is noted that normal serum values and 
a positive balance for sodium and chlorine were 
maintained. The weights of tablets removed at 
intervals suggested that 1 mg. of desoxycorticosterone 
acetate was utilised per day, whereas 1°5 mg. was 
the dose necessary to get a similar effect from daily 
injections. In this country Levy Simpson 8 has 
already reported the successful use of implanted 
tablets in Addison’s disease, having inserted four 
tablets of 50 mg. desoxycorticosterone acetate (total 
200 mg.) in each of four patients. In an additional 
note ? he says that, as with other hormones, the effect 
lasts about three months. As the rate of absorption 
depends on physical laws and not upon physiological 
demands, extra effort or infection calls for additional 
therapy. The great advantage of the method is the 
obviating of injections, but this can also be attained 
by inunction, for Levy Simpson finds that desoxy- 
corticosterone acetate, like cstrone and testosterone, 
is effective when applied to the skin. IJInunction 
may therefore prove to be the method of choice, 
but at present the larger quantity needed for 
cutaneous absorption is an important consideration 
in view of the high cost of the drug. 


FUNCTIONAL DISORGANISATION OF THE 
KIDNEY 


DURING the last few years our knowledge of renal 
physiology has been extended largely owing to the 
discovery, in inulin, of a substance which is excreted 
solely by glomerular filtration and is unaffected by 
the tubules. By comparison of their clearances with 
that of inulin the substances excreted by the human 
kidney can be divided into three main classes: those, 
like inulin, which are filtered off by the glomeruli, 
and subsequently untouched by the tubules ; those, 
like creatinine, which are apparently excreted by 
tubular activity as well as by glomerular filtration ; 
and those, like urea and sugar, which are filtered off 
by the glomeruli*and reabsorbed to a greater or less 
extent by the tubules. 

The mechanism of glycosuria and the meaning of 
a threshold for glucose have been considerably 
elucidated by the demonstration by Shannon and 
Fisher 1° that the tubules are capable of reabsorbing 
glucose from the glomerular filtrate up to a certain 
maximum amount per unit time, whatever the level 
of the blood-sugar; only if the amount of glucose 
in the glomerular filtrate exceeds this maximum 
does glucose appear in appreciable quantity in the 
urine, The fact that the glomerular filtration-rate 
seems to be reasonably constant in a normal man 
explains the apparent stability of the renal threshold 
for glucose under ordinary circumstances. On the 
other hand it has been realised for many years that 
in diabetic coma there may be very high blood- 
sugar with practically no renal excretion of glucose. 
A number of cases of diabetic coma have recently 
been studied by McCance and Widdowson ™ who 


7. Thorn, G. W., Engel, L. L., and zuisombers, H Bull. Johns 
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' show that this phenomenon is only one aspect of a 
wide derangement of renal function; in particular 


the relationship between the inulin clearance and the- 


creatinine and urea clearances is quite different from 
the normal one and in some cases the level of chlorine 
in the blood is high while the urinary concentration 
islow. On another page Dr. Allott describes a number 
of patients suffering from various conditions, but 
not from renal] disease, in whose blood sodium and 
chlorine were retained though these substances were 
almost completely absent from the urine; other 
electrolytes were dealt with normally. It will 
be remembered that J. G. G. Borst!2 observed a 
similar failure to excrete sodium and chlorine after 
hæmatemesis. 

The work of Shannon and Fisher suggests a possible 
explanation of the high threshold for sugar in diabetic 
coma. If the glomerular filtration-rate is cut down 
(and in fact, owing to low blood-pressure, it is much 
less than normal in many cases) the absolute quantity 
of glucose in the glomerular filtrate per unit time 
may not be more than can be completely reabsorbed 
by the tubules; in this case, notwithstanding the 
high concentration of glucose in the filtrate, no 
sugar will be excreted although the blood-sugar is 
above normal. It has recently been shown ?* that 
a similar mechanism of glomerular filtration with 
tubular reabsorption up to a certain limit explains 
the excretion of ascorbic acid, but at present we 
do not know whether any similar mechanism 
plays a part in the excretion of electrolytes, It 
will be recalled that with the isolated kidney a very 
hypotonic urine is secreted, and the concentration 
and total amount of chloride is greatly increased by 
addition of posterior-pituitary extract to the perfusion 
fluid. Possibly the explanation of the abnormal 
metabolism of sodium and chlorine in these patients 
may lie in some interference with the secretion of a 
pituitary or other hormone, rather than in a pure 
filtration-reabsorption mechanism corresponding to 
that for glucose. In the cases described by Allott, 
for example, the various central nervous lesions found 
may have disturbed in some way the secretion of a 
pituitary hormone, and have thus led indirectly to 
the abnormal electrolyte metabolism. 


CYCLOPROPANE 


CYCLOPROPANE seems to be steadily increasing in 
favour as an anesthetic, though its peculiar properties 
and the need for special apparatus if it is to be 
properly given are likely always to restrict its use. 
It is a highly potent anesthetic and one to which the 
ordinary criteria of the presence and depth of anss- 
thesia do not apply. More work, both experimental 
and clinical, has been done on its properties in 
America and Canada than in this country, and a 
useful summary of this is now available in a report 
of the council on pharmacy and chemistry of the 
American Medical Association.14 Experimentally car- 
diac irregularities have been shown to be common 
when cyclopropane is inhaled, but, as Seevers and 
Waters point out, almost every anesthetic can be 
shown to produce such irregularities if its clinical 
use is subjected to electrocardiographic examination. 
Cardiac arrhythmias and the like are of little import 
except when unusually high doses of the anesthetic 
are being used, Pharmacologically cyclopropane 
stands the test of experimental investigation well, 
no organ suffering tissue change or functional depres- 


12. See Lancet, Feb. 11, 1939, p. 339. 
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CEREBRAL DAMAGH FROM CAROTID LIGATURE 


. and Pritchard discuss four mechanisms ; 


[may 6, 1989 1055 


sion to an injurious degree when the gas is used 
within fairly wide limits of strength. Most people 
lose consciousness if the inhaled vapour reaches 
6 per cent., and it is not generally known that sub- 
anesthetic concentrations—3-5 per cent.—produce 
analgesia if continuously inhaled, The great difference 
between cyclopropane and the other commonly used 
inhalation anesthetics is that the former alone never 
acts as a respiratory stimulant. This has the advan-. 
tage of ensuring that respiratory movement will not 
be embarrassingly violent, and indeed the expert 
with this gas can sometimes abolish respiratory 
movement entirely to facilitate the surgeon’s task. 
However safe such a manœuvre may be as regards 
risk on the table, it may possibly lead to trouble 
later, and perhaps the most formidable objection to 
cyclopropane is the occasional occurrence of massive 
atelectasis after its use. This sequel is attributed to 
the deficiency of inert gas in the pulmonary alveoli 
consequent on the high percentages of oxygen 
employed with cyclopropane, and the use of helium, 
an inert gas slowly absorbed from the lung, is therefore 
recommended in association with cyclopropane. 
Until fairly recently cyclopropane was not easily 
obtained in this country, but this difficulty has now 
been removed. 


CEREBRAL DAMAGE FROM CAROTID LIGATURE 


A REPORT of gross cerebral damage after ligature 
of the left external and internal carotid arteries for 
intractable epistaxis 1 serves to remind us how little 
precise knowledge we have of this catastrophe. It 
is difficult to estimate the risk in a given case and 
although observation of the effect of temporary arrest 
may be the means of avoiding some immediate 
accidents, there still remain those of late onset 
which elude prediction or prevention. Fetterman 
anomalies 
of the collateral circulation, thrombosis and embolism, 
stimulation of the cervical sympathetic and stimula- 
tion of the carotid sinus. In their case hemiplegia 
developed immediately after ligature but the patient 
survived for more than a year; post mortem no 
posterior communicating artery was found on the 
left side. Thrombosis and embolism are held 
responsible for late accidents but they cannot always 
be demonstrated at autopsy. There are several 
indications for carotid ligature and the risks of 
cerebral damage must vary accordingly. In hæmor- 
rhage it is not likely to be undertaken except as a 
last resort and the exsanguine state of the patient 
must increase the chance of cerebral damage. When 
it is done for the removal of malignant tumours the 
actual ligature is but an incident in an extensive opera- 
tion, which is apt to cause shock and to aggravate 
its effects. In aneurysm—perhaps the commonest 
indication—it might be supposed that the obstruction 
already present would ensure an adequate collateral 
circulation, In many cases it probably does; but, as 
Jefferson ? has remarked, an intracranial aneurysm 
may have the opposite effect, although this is less 
probable with arteriovenous than with saccular 
arterial aneurysms. Pilcher and Thuss® discussed 
the effect of aneurysm on the collateral circulation 
and rejected it as a safeguard on the basis of Pilz’s 
figures which were, however, published 70 years 
ago; it was in 1868 that he reported 30 per cent. of 
cerebral complications following ligature for aneurysm 
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and similar conditions. In 1935 Matas ‘. reported 
damage to the brain in 11 per cent. of 80 ligatures, 
but there do not seem to be any recent records of 
large series in which distinction is drawn between 
cases with and without previous obstructive lesions. 
It is desirable that the risk of carotid ligature should 
be examined in the light of modern experience and 
that the conclusions drawn from  pre-Listerian 
surgery should be reconsidered. Such an examina- 
tion should take into account the indications for 
ligature and must discriminate between cases with 
and without obstruction, subdividing the former 
group according to the site, intra- or extra-cranial, 
of the obstruction. 


OPERATING IN A RESPIRATOR 


In the British Medical Journal last week Mr. J. S. 
Rowlands called attention to the possible difficulties 
of surgical operations during or after gas attacks. 
This subject has been discussed in the continental 
medical press—for example, by von Fehr '—and 
it is suggested that the war-time surgeon should 
learn to carry out his duties in a gas-mask, just as 
the army telephonist or gunner or infantryman learns 
to do so. Ideally of course it should never be 
necessary to operate in the presence of gas, for 
operating-theatres ought to be made gas-proof and 
splinter-proof ; the conversion of Nissen huts to this 
purpose is described by Mitchiner and Cowell. If 
such theatres are not available, however, and the 
surgeon and his team find themselves exposed to gas 
it would of course be essential for the whole team to 
be protected. The patient will already be safe, if 
he is having gas-and-oxygen anesthesia, for his face 
is covered and any air given can easily be passed 
through the canister of a respirator. As for the surgeon 
and his assistants, there appears to be no insuperable 
obstacle to the use of respirators, apart from 
unfamiliarity. To complete the finer parts of a 
disarticulation at the cubometatarsal joint Mr. 
Rowlands found himself compelled to discard the 
“ mask,” but we understand that an appendicectomy 
has been successfully completed by Colonel Cowell 
wearing a general-service respirator. Before starting 
he carefully applied Anti-dim to his glasses and to 
the eye-pieces of the respirator both within and 
without. The haversack was hung over his back 
instead of in front, and the sterilised overall was 
tied loosely to allow of air-entry. The respirator 
was donned before washing up, and was worn for the 
45 minutes till the dressing was applied. No difficulty 
was experienced in comfort, efficiency or visibility, 
and Colonel Cowell threaded his own needle. The 
wearing of the civilian-duty type of respirator would, 
he thinks, be much more comfortable and easier for 
all concerned. 


EPANUTIN AND THE GUMS 


EPANUTIN, or sodium diphenyl hydantoinate, is 
now receiving a fairly extensive trial in the treatment 
of epilepsy. Some time must elapse before its value 
can be assessed, because, as with the barbiturates, 
patients tend to become tolerant of the drug, and 
suppression or drastic reduction of the fits for a 
few weeks may not be maintained. Moreover, as 
we pointed out in a previous annotation,” toxic 
manifestations appear in a certain proportion of 
cases, and the drug should only be given under close 


supervision, Kimball® of Cleveland has observed 
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what seems to be a new and rather serious sign of 
epanutin intoxication. Of 119 patients receiving 
epanutin at the Detroit special school for epileptics 
he finds that no less than 68 show some degree of 
hyperplasia of the gums, 17 of them having what 
he regards as advanced hyperplasia, though only 
4 have spongy and tender gums that bleed easily. 
The hyperplasia is more common among patients who 
have complained of other toxic symptoms such as 
unsteady gait or periodic weakness. It usually 
comes on within a few weeks, and may be preceded 
by a transitory complaint of sore mouth and tender 
gums. The severity of the condition is thought 
to vary inversely with the amount of ascorbic 
acid in the blood, and yet the administration of 
ascorbic acid or of a diet high in vitamin C was not 
very effective either in raising the ascorbic acid in 
the blood or in reducing the hyperplasia. Kimball 
is so pleased, however, with the control of fits and 
the improvement in the mental and physical health 
of his patients that he does not think it justifiable 
to stop the epanutin on account of the gum trouble. 
He has not noticed any other symptoms of vitamin-C 
deficiency, such as joint pains, purpura or extreme 
weakness. If hyperplasia of this type is as common 
a result of epanutin administration as Kimball finds 
it, it is curious that it has not been observed before. 
But many epileptics have a high resistance to impres- 
sions of pain or discomfort, and it is therefore 
important that everyone who prescribes epanutin 
should add hyperplasia of the gums and gingivitis 
to the other evidences of poisoning for which he 
must carefully watch. 


Dr. N. G. HORNER, editor of the British Medical 
Journal, has been elected to the fellowship of the 
Royal College of Physicians of London under the 
rule permitting the election of non-members of the 
college who have distinguished themselves in any 
branch of the science or practice of medicine. We 
greatly welcome the recognition of this distinction. 


The following have been appointed honorary 
consultant advisers on the organisation of hospitals 
in war-time in Scotland: Sir John Fraser (surgery) ; 
Prof. L. S. P. Davidson (medicine); Prof. R. W. 
Johnstone (maternity services); and Dr. J. H. 
MacDonald (nervous disorders). 


The Minister of Health announced on Friday that 
the provisional maternal-mortality figures for England 
and Wales showed a further reduction from 3:13 per 
1000 births in 1937 to 2-97 in 1938, the lowest rate 
on record. The annual report of the Department of 
Health for Scotland shows a maternal mortality-rate 
of 4:9 per 1000 for 1938, compared with 4:8 in 1937. 
In Scotland the general death-rate for last year was 
12-6 per 1000 population, the infant-mortality rate 
70 per 1000 births, and the tuberculosis death-rate 69 
per 100,000, all these figures being the lowest recorded. 


The UNIVERSITIES YEARBOOK for 1939 has just 
appeared. This yearbook which first appeared in 
1914 has gone on improving and has now reached 
a form in which little change is required from year 
to year. In this issue the introductory chapter to the 
universities of Australia has undergone extensive 
revision, and information is given about the new 
University of Travancore. These are the only 
substantial additions, apart from the innumerable 
corrections of detail which make the book so valuable 
as a current work of reference, The price remains 
unchanged at 15s. 
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SPECIAL ARTICLES 


THE WIDER ASPECTS OF NUTRITION 
A NATIONAL CONFERENCE | 


THE conference arranged in London last week 
by the British Medical Association was a mixture 
of the academic and the practical: it covered the 
theory of nutrition in the individual and the practice 
of feeding the community. There was general 
agreement that many people are not getting enough 
food, but the difficulty of assessing ‘‘ dietetic ”’ 
malnutrition in strictly medical terms was recognised. 
Members of the conference did not altogether agree, 
moreover, about the broad economic and political 
measures needed to defeat under-nourishment. In 
the session on British farming controversy turned 
on whether ‘protective’? foods should be grown 
instead of ‘‘non-protective’’ foods. Discussion 


became more openly political over family allowances. 


and extension of the social services, 

After Sir KAYE LE FLEMING had welcomed the 
delegates and Lord HoRDER as chairman had expressed 
a hope that the conference would lay the keel for a 
long-term food policy, Sir ARTHUR SALTER, M.P., 
gave an inaugural address in which he said one 
-could not discuss nutrition without coming up against 
its economic and political aspects. Among the 
poorest of Sir John Orr’s income groups, about 
44 million people, the consumption of milk, including 
tinned milk, was, he said, equivalent to 1:8 pints 
per head per week: compared with 5-5 pints in the 
wealthiest group. He would put as the first objective 
of economic policy the securing of an absolute 
minimum for the major items in the cost of living, 
particularly food and rent: at present milk was 
treated primarily as an important part of the incomes 
of farmers, and secondarily only as the most essential 
of foods. He viewed the widespread subsidising of 
private enterprise as “a form of bastard socialism,” 
and advocated reform of the whole system of control 
in the public interest. As regards a war economy, 
since our current food stocks would suffice for periods 
ranging from an average of a few weeks to about 
three months, and the power of increasing home 
production was limited, he advocated the storage 
of food value equivalent to a year’s supply of wheat, 
the total cost of which (about £5 million), was about 
1 per cent. of our annual defence expenditure, 


PHYSIOLOGISTS’ VIEWS 


Prof. E. P. CATHCART, F.R.S., said that apart from 
food the essentials for perfect nutrition included 
adequate sleep, fresh air, exercise and contentment 
of mind: uncertain wages might affect the last factor. 
Malnutrition might result from overeating: there 
was no reliable objective measure of the state of 
nutrition. The “ biological value” of proteins was 
not a constant value but varies with the amount of 
protein in the diet—thus liver protein at a level of 
8 per cent. in the diet has a biological value 
of 77, whereas at a level of 16 per cent.’its biological 
value drops to 58. As evidence that a supplementary 
action can also come into play he said that if beef 
protein with a biological value of 69 is combined 
with flour proteins with a biological value of 35, 
in the proportion of 1 to 2, the combination possesses 
a biological value of 73—a value higher than that of 
beef itself. This supported the argument for a good 
mixed diet, Terroine, although he admitted that 


proteins of animal origin (meat, viscera, milk and 
eggs) take precedence over those of vegetable origin 
(legumes and cereals), considered that the inclusion 
of such “first class” proteins, although useful, 
is not essential. Prof. Cathcart considered that a 
diet made up of brown bread, butter, cheese, milk, 
vegetables and fruit would provide all the essential 
items. The slogan “Drink more Milk,” however, 
ought to read ‘‘ Drink more Safe Milk”: pasteurisa- 
tion did not reduce materially the food value of 
milk, 

Sir ROBERT McCarrison held that while there 
might be disagreement on points of detail concerning 
nutrition there was no cause for controversy on the 
“ simple truths ” which might be constituted in the 
following three principles :— 


(1) Nutrition is a fundamental function of the 
body on the efficiency of which health depends. 

(2) Food is the paramount influence in determining 
man’s general physical endowment, powers of 
endurance and resistance to disease. 

(3) A well-constituted diet made up of fresh 
natural foodstuffs contains all things needful for 
normal nutrition, so far as food is capable of supplying 
them, always provided that those derived from 
agriculture are produced in unimpoverished scil. 


He contended that if foodstuffs are fresh, natural 
and of a proper kind, a healthy appetite would take 
care of the quantities required to satisfy physiological 
needs—including both the known essentials and those 
we do not know. Sir Robert defined nutrition as 
the sum of the processes—respiration, mastication, 
digestion, absorption, circulation, assimilation and 
excretion—concerned in the growth, maintenance, 
and repair of the living body as a whole or of its 
constituent parts. The efficiency of the function of 
nutrition depended on the efficiency of all the processes 
or actions by which fitness is maintained, factors 
additional to the above being food, sunlight, fresh 
air, water, exercise and rest, and avoidance of 
excesses, particularly in food and alcohol. Lack of 
food produced what he would call the “ dietetic” 
type of malnutrition. Exercise was an essential 
part of nutrition, but the dietetic factor must not 
be neglected. Adaptation to heat and cold, wind 
and rain, sun and soil, altitude and sea-level, and 
changes in climate and diet was also an important 
factor in nutrition, which, if cultivated, stimulated 
all organic functions: discipline of the body and 
obedience to natural laws must be observed. Since 
“ fragmentation ” of foodstuffs and their relation 
to the structure and function of the body was not 
yet complete, it was necessary to adhere to the third 
of the principles enunciated, and he advocated an 
extension of the “ Oslo breakfast,” and the provision 
of an abundance of milk and vegetables. 

Dr. G. P. CROWDEN described a calculation from 
which it appeared that the total supply (home and 
imported) of certain of the dearer foodstuffs—such 
as meat, fish, eggs, and butter—would exceed the 
total requirements of the population if the B.M.A. 
dietaries were generally adopted. The supply would 
however be insufficient in respect of flour, other 
cereals, cheese and vegetables other than potatoes, 
and extra milk for the children: a third of the meat, 
three-quarters of the flour and otber cereals, half the 
butter, four-fifths of the cheese, half the lard, half 
the vegetables other than potatoes, and three- 
quarters of the sugar would still have to be imported 
failing increased home production. Dr. Crowden 
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suggested that a return to the land by factory workers 
would be beneficial. 

Dr. G. C. M. M‘GONIGLE said that the optimum 
quantities of food were not so clear as the minimum, 
but there was bound to be waste, and in ‘‘ practical ” 
dietetic work he therefore favoured a considerable 
addition to the minimum diet, as a “‘ factor of safety.” 
He thought the British working man’s wife was not so 
inferior at cooking as some scientists assumed, and 
in fact there was no evidence that bad cooking 
destroys more nutritive value than good cooking. 
This was merely an assumption, 


NUTRITION AND THE PUBLIC HEALTH 


Prof. V. H. Motrram, delivering the Sir Charles 
Hastings lecture, remarked that ‘‘ the early Victorians 
didn’t wait to construct their drainage system until 
the science of bacteriology was founded, and there 
was no need for us to wait until the dietitians knew 
the last word.” A working rule was to incorporate 
calories, proteins, inorganic elements and vitamins 
in the British diet and then rely on appetite. There 
was evidence of poverty since according to Sir John 
Orr’s investigation many spent less than 4s. per 
week on food, although the cheapest imaginable daily 
diet (5 oz. cheese, 2 3/5 Ib. brown bread, ld. cabbage 
and a teaspoonful of cod-liver oil) cost over 4s, 
per week. In any rationing scheme bread, which 
gives the ‘elasticity’? of our calorie intake, must 
be excepted. He mentioned the observation by 
R. A. McCance that in throwing away the water 
after boiling cabbage the loss of calcium on 100 g. 
cabbage was only 3 mg., and if boiled in London 
tap-water there was actually a gain in calcium 
content. Probably the only nutritional loss in 
canned food concerned vitamin B,; about half the 
vitamin C was retained. 


AGRICULTURE 


Ways in which production might be stimulated 
were described in two sessions, one on Home Agri- 
culture, the other on Overseas Producers, 

At the first session, with Sir Jonn RUSSELL, F.R.S., 
in the chair, a paper was read by Lord ASTOR in 
which, after describing lack of purchasing power as 
the fundamental cause of malnutrition, he advocated 
the redirection of government subsidies in favour of 
‘“ protective ” foods (milk, eggs, vegetables, fruit, 
potatoes) instead of the ‘‘non-protective”’ foods 
grown chiefly in the eastern counties. Owing to 
rearmament the amount of money available for 
agriculture was limited, and he thought it would 
be more economically spent in this direction, and 
that the importation of wheat, sugar, bacon, butter 
and cheese should be encouraged. At present the 
home output of wheat was less than 3 per cent. of 
that consumed, and that of sugar only slightly over 
2 per cent.; whereas home dairying and livestock 
satisfied 70 per cent. of the demand and egg production 
had increased by some 200 per cent. since 1913. 

Mr. K. A. H. Murray, Ph.D., showed how the home 
supply of protective foods has been increased by reduc- 
ing labour costs (by mechanisation and by taking land 
out of cultivation) and by better yields from livestock, 
the principle being to increase the output at the same 
wage expenditure or to reduce the wage bill while 
maintaining the same output. He thought that 
a further increase in output might be achieved by 
increased technical efficiency; but until this was 
reached he considered that a subsidy should be 
granted. 

Prof. W. C. MILLER stated that there are now 
5000 herds attested free from tuberculosis, and that 
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the efficiency of an attested herd as a milk-producing 
unit is increased by about 25 per cent. He regretted 
the contro] of food inspection by persons unqualified 
in animal disease, 

In the discussion Mr, CLEVELAND FYFE, who spoke 
for ‘“‘ 130,000 practical working farmers,” maintained 
that Lord Astor’s policy was not supported by them. 

Mr. MontTacuE ForpHaAmM estimated that Lord 
Astor’s scheme would result in the unemployment of 
250,000 workers in agriculture and industry, costing 
indirectly £75 million. 

In the session devoted to overseas producers, 
Lord BLEDISLOE took the chair, Mr, F. L. McDOUGALL 
explained that while six dominions, occupying 14 per 
cent. of the world land with a total population of 
1-5 per cent. of the world total, had a production 
capacity beyond their needs, they were unable to 


. find adequate export markets because international 


agreements put the interests of the producer before 
those of the consumer, 


FOOD AND WAGES 


In a session devoted to methods of stimulating 
consumption, with Lord SNELL in the chair, the case 
turned on family allowances or extended social 
services, 

Mr, L. S. AMERY, M.P., wanted family allowances, 
which inter alia would check the decline of the birth- 
rate, which tended to ‘“‘more bath-chairs to pull 
and fewer people to pull them,.’”’—Mr. L. J. CADBURY 
described the working of a family-allowance scheme 
at Bournville. The wage-rate of 56s. to 96s. per 
week was higher than that in many industries, but 
the family allowance was spent predominantly on 
food, to a proportionately greater extent in the lower 
wage-groups. He thought that family allowances 
might be a partial solution to the falling birth-rate.— 
Sir KENNETH LEE described the family-allowance 
scheme operated by his company. 

Mr. GEORGE GIBSON favoured an extension of the 
social services; he disagreed with earlier speakers 
that the French trade-unions were in favour of 
allowances; the depressive effect on wage levels 
had reduced the effect intended. He pointed out 


- that the birth-rate was higher in areas where 


unemployment was rife, and said that in Germany 
the population had increased because marriage was 
encouraged by a loan, which was held to be paid off 
when children were born. 

Dr. STELLA CHURCHILL wanted to see social services 
available to people who would not get the allowances 
—i.e., the unemployed, who, with their dependants, 
constituted 5-6 million necessitous cases. She spoke 
of the necessity of meals for children, not forgetting 
the holidays. Milk, she said, should be available 
for expectant mothers from the first month of 
pregnancy, and for toddlers from 2-5 years, who 
often got no extra nutrition; nursery schools were 
also urgently needed. With the consent of Lady 
(Rhys) Williams, Dr. Churchill described an experi- 
ment in the feeding of expectant mothers conducted 
over 4-5 years: 8770 mothers. attending clinics 
were each given 6 lb. dried milk, 3 Ib. Ovaltine and 
14 lb. Marmite for use throughout pregnancy (a 
comparable number of mothers served as controls), 
Figures collected from the investigation (to be 
published in June) strongly suggested that it might 
be possible along these lines to reduce the infant 
and maternal mortality-rates. 

Dr. A. J. B. GRIFFIN observed that the wage- 
rates in Mr, Cadbury’s investigation were exceptional. 
He considered that industry could pay, that the 
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family allowance was ‘another subsidy for bad 
wages,” and that men should be encouraged to stand 
on their own feet. He thought it unnecessary to 
agitate against a low birth-rate while there were 
2 million unemployed.—Mr, AMERY disagreed with 
those who attacked family allowances; he thought 
that reforms in the direction of social services really 
meant “Jam yesterday, jam tomorrow, but not 
jam today.” 
SCHOOLS 


In the final session of the conference, Sir CYR. 
Norwoop took the chair. 

Mr. W. O. LESTER SMITH advocated the closest 
possible contact between the school medical officer 
and the education service to ensure the pre-eminence 
of the claims of nutrition—Prof. V. H. Mottram 
wanted to see trained dietitians at the service of the 
maternal, child, and industrial welfare centres and 
thought that district nurses and sanitary inspectors 
should be familiar with the science.—Mrs. HENRY 
HALDANE considered that dietary change could be 
achieved only by a careful approach. She would 
undertake ‘‘simply by telling the story of scurvy to 
send a village audience away more convinced of the 
reality of deficiency disease and the need of fresh food 
than by recounting whole alphabets of vitamins.” 
Likewise lectures entitled Growing and Keeping 
Your Teeth or How to Avoid Anæmia by Diet 
would be accepted more readily by a women’s institute 
audience than a lecture on Food Values.—Mr. G. 
CHIPPERFIELD described how at camp many children 
** wouldn’t touch milk pudding ” and “ didn’t know 
how to tackle an egg,” but they had usually acquired 
the habit before leaving—Sir ALBERT HOWARD 
said that experimentally it had been found that 
school-children who were fed on properly grown 
vegetables ate 10 per cent. less than if the food was 
grown in ground fertilised with artificial manure, or 
was kept in cold storage: colds and measles did 
not spread among them, resistance being greater. 
Likewise animals properly fed ate less and yielded 
meat of better quality. 

At the end of the conference the following resolution 
was passed without dissent :— 


This conference, called by the British Medical Asso- 
ciation and composed of representatives of medicine, 
agriculture at home and overseas, industry and 
education, is deeply impressed with the importance of 
nutrition to the national welfare. It urges upon the 
Government the formulation of a long-term food 
policy in which the requirements of health, agriculture 
and industry shall be considered in mutual relation. 
It is convinced that measures to secure the more 
ready availability to all sections of the community of 
foodstuffs which are held to be desirable on nutritional 
grounds should be accompanied by an educational 
campaign to encourage their increased consumption. 


“ Even those who have been most pessimistic 
about the boasted progress of our century must have 
been surprised by one recent development—the rapidly 
increasing callousness and cruelty of a large part of the 
world that claims to be civilized. ... It is noticeable 
in the mild depreciation with which we receive the appalling 
reports of the mutilation and slaughter of children by 
motor traffic—reports running into tens and scores of 
thousands. It is noticeable in large sections of contemporary 
art and literature in which one of the most laudatory 
adjectives . . . is ‘brutal.’ The brutalities are of the 
machine. Where the individual is most completely lost, 
the callousness, sometimes almost unconscious for it is 
often the mere by-product of a false idealism, is most 
evident.” — ALFRED Noyes, reported in the Times, 
April 29, 1939. 
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PARIS 
(FROM OUR OWN CORRESPONDENT) 


APPENDICITIS AND SEROTHERAPY 


Dr. M. Weinberg of the Pasteur Institute, in a 
communication to the Academy of Medicine in 
February, commended the use of the antigangrene 
serum (which he introduced during the war of 1914-18) 
in all cases of appendicitis, especially those in which 
“ material or moral” circumstances stood in the way 
of operation, His surgical colleagues have reacted to 
the suggestion with a certain emphasis, regarding the 
moment inopportune for such paradoxical counsel 
when practitioners are just beginning to understand 
that appendicitis brooks no delay and when the 
policy of immediate operation is leading to an 
improvement each year in the case-mortality. Sur- 
geons, it seems, are unable to picture the material 
or moral circumstances which forbid operation except 
in the case of a traveller in the Sahara or other 
remote spot—where he would in fact be as little 
likely to find the serum as to find a surgeon. In the 
surgical view nothing should encourage the prac- 
titioner or the patient to believe that there is a 
medical treatment of appendicitis. The only result 
of this would be an increase in the late operations 
with all the well-known disastrous results. Prof. 
H. Vincent, who introduced the antityphoid vac- 
cination in the army, now in general use throughout 
France, spoke at the March meeting of the academy 
on the successful use in appendicitis of his own 
serum against B. coli, but he offered it only as a 
help to the surgeon in toxic or gangrenous forms 
of appendicitis. 

THE FRIEDMANN VACCINE 

There has long been bitter controversy over the 
use of this vaccine against tuberculosis. The starting- 
point was a claim made by tuberculous war pen- 
sioners to be treated free of cost with the Friedmann 
cure as they were entitled to be by orthodox methods. 
They had been told by similar German groups of the 
good results obtained there. Prof. Friedmann, who 
is now living in exile, has resumed his scientific 
work at Monte Carlo. For several years during 
which it was in abeyance imitations of his product 
were launched under his name with results that 
brought discredit on the method. The genuine 
vaccine now being produced has found new advocates 
and controversy has been renewed. There has been 
of late in France a wide extension of sanatorium 
treatment and the old veterans and the newer civilian 
patients have secured the ear of deputies specially 
interested in social welfare. This has led to the 
appointment by M. Marc Rucart, minister of health 
but not himself a doctor, of a committee to organise 
a thorough investigation. This will not be on human 
material but on bovines, in a research laboratory of 
the official school of veterinary medicine at Alfort, 
near Paris, The economic loss on bovine tuberculosis 
is itself sufficient reason for the investigation. The 
Minister proposes to investigate only the genuine 
vaccine controlled by Friedmann himself. 


THE IRON LUNG IN FRENCH HOSPITALS 

France, which up to now has not had the privilege 
of a Lord Nuffield to provide its hospitals with iron 
lungs, may solve the problem in another way. 
A broadcast appeal has brought in a sum of 800,000 
francs and a committee has been appointed by the 
Minister of Public Health to ascertain the most 
suitable type of respirator among those at present 
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in use. From this beginning it seéms probable that 
in a short time all the larger hospital centres in 
France and North Africa will have an iron lung which 
is most likely to be wooden. Those who read Dr. 
C. L. G. Pratt’s letter in your issue of Jan. 28 will 
recall that the first mechanical respirator was devised 
by a French clinician, Dr, Woillez, who described a 
form of congestion of the lung which now goes by 
his name. Dr. Woillez demonstrated his apparatus 
in 1876 at the Academy of Medicine, in whose bulletin 
were published the two engraved plates which you 
reproduced with Dr. Pratt’s letter. The pump was 
worked by hand, a feature that might well prove 
useful should electric power be put out of action, 
for instance during an air-raid, 


Prof. Laignel-Lavastine of the International Neo- 
Hippocratic Society has sent to leading medical men 
in various countries a letter asking for support for 
the second congress to be held in France towards the 
end of the present year. Neo-hippocratism, since the 
idea was launched some years ago from London by 
Cawadias, has found acceptance in medical circles 
here, official and non-official, as a meeting-ground for 
homeopathic and allopathic doctors, 


A physician acting as social insurance controller 
lost his own self-control enough to tell a patient in a 
loud voice what he thought of the surgeon who had 
treated him, The surgeon, who has a high standing 
in Paris, having heard of what had happened, sued 
the controller for slander and was awarded 1000 francs 
in damages. The fine will be paid by the caisse, 
regarded as responsible in civil law. 


The French Society for Serology, founded in 1931, 
has extended its activities and its title to chemo- 
therapy. At a special meeting held in Paris the 
guests of honour were Dr. P. R. Peacock (Glasgow) 
and Prof. Maisin (Louvain) who delivered lectures 
respectively on serology and the diagnosis of cancer. 


Prof. Pachon, one of the leading French physio- 
logists, has died in retirement. His life work was 
principally on blood-pressure and the instrument for 
its measurement, the oscillométre Pachon, is still in use 
with slight modification in most Latin countries. 
He spent his life in laboratory work and in teaching, 
and was the perfect type of savant eager only for the 
discovery of truth behind the complexity of natural 
phenomena, Í 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


THE DOCTOR AND THE SOCIOLOGIST 


AT a meeting on health insurance convened by 
the American Association for Social Security on 
April 14 and 15 the views of the American Medical 
Association were presented by Dr. Morris Fishbein, 
editor of its journal. If the indigent in the United 
States are not getting medical care in every case, 
he said, it is because the social-welfare profession 
have failed miserably in bringing the sick to the 
sources of such care. However, the indigent in this 
country are better cared for than in any country in 
the world. Health insurance, in Dr. TF ishbein’s 
opinion, exalts administration above service. It 
results in a low grade of practice and if introduced 
under the Wagner bill would put medical care under 
political control. 

Miss Helen Hall, president of the National Federa- 
tion of Settlements, spoke in favour of health insurance 
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and especially of the British health-insurance admini- 
tration. She paid a tribute to the friendly attitudes 
of the British working classes to those who had come 
over to inquire regarding their experiences under 
health insurance. ‘‘ Lor, miss,” they had said to her, 
“ Ain’t your accent funny! We thought it was 
just made up for the movies!” She hoped that 
any scheme for health insurance introduced in the 
United States would provide for the entire family. 

Dr, Hugh Cabot put “the case of the progressive 
doctor.” He agreed with Dr. Fishbein that no-one 
wants complete security ; but we do want a little 
less insecurity. In spite of good public-health 
statistics in this country, it is undeniable that large 
groups of people get nothing that can be called 
adequate medical care. Dr. Cabot then eulogised 
the standards of scientific medical journalism in tbis 
country. But medicine, he remarked, is not an 
abstraction. It may not be surprising that physicians 
are unable to keep abreast of sociology and economics ; 
yet these are fields in which his advice will be asked. 
Excellent as are our medical publications in tbeir 
own sphere, they are not so good in the sphere of 
economic and social problems. Too frequently we 
have been treated to special pleading and to dogmatism 
by writers who are ignorant of fundamental facts ; 
too often there has been’ descent to emotionalism. 
Physicians find it difficult to realise that it is not 
possible to set up in social questions the type of 
experiment, with few variables and adequate control, 
to which they are accustomed in natural science. 
In sociology what we set up is a “trial,” not an 
experiment, and crabwise we proceed by the old 
method of trial and error. The public recognises 
that physicians are experts in their own field and is 
willing to treat them as such; but the profession 
must not expect to be treated as expert in sociology 
and economics, 


MEDICAL CARE IN THE COAL-FIELDS 


A report on conditions of medical service and 
hospitalisation in the coal-mining areas of Southern 
West Virginia, Virginia, Eastern Kentucky, and 
Northern Tennessee has just been issued by the 
Bureau of Codperative Medicine (5 East 57th Street, 
New York City). It is based on interviews with 
787 miners and their wives, with 75 doctors and 
“30 or 40 other persons,” and inspection of 38 
hospitals. The report states that “the miners of 
these districts are receiving deplorable medical service 
from their camp doctors, are constantly opposed by 
them in any dispute with the companies, and at 
present have no means of forcing better standards. 
For these things they are paying regular fees of 
approximately $2,500,000 a year, plus another 
million in extra charges, of which a large proportion 
is diverted into the pockets of the companies and 
contract doctors who sublet the work.” 

The hospitals in this area are with almost no 
exceptions privately owned and run for profit by 
the doctors who work in them. They supply only 
about 2-5 beds per 1000 population and the men 
pay exorbitantly high rates for their support. Since 
the hospitals are maintained by per-capita payments, 
each patient is a liability. It is reported that one 
unmarried man living alone was discharged while 
still in a solid plaster cast from his armpits to his 
left ankle. There is a serious lack of trained nurses. 
The equipment, though fairly good for emergency 
surgery, is wretched in other respects. Medical records 
are so poor as to be of little assistance either in future 
sicknesses or in compensation hearings. 
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The miners are severely handicapped in obtaining 
medical and cash benefits to which they are entitled 
under the Workmen’s Compensation Acts, because 
of the widespread company domination of doctors 
and hospitals. The bureau recommends the formation 
of voluntary non-profit group health associations, 


VIENNA 
(FROM OUR OWN CORRESPONDENT) 


ERNST FINGER 


Prof. Ernst Finger, formerly chief of the Vienna 
clinic for dermatology and syphilis, has died at the 
age of 83. He was educated at the universities of 
Prague and Vienna, and first held the post of chief 
assistant in the department for diseases of the skin 
at the Vienna General Hospital. In 1904 he was 
appointed director of the clinic. Under his guidance 
its fame grew, and students from all over the world 
were eager to attend his classes and to work under 
him. His books on diseases of the skin and the sexual 
organs, which were translated into many languages 
including Chinese and Japanese, added to his reputa- 
tion. His chief interest was in the fight against 
venereal diseases, and in 1907 he organised a chain 
of centres for the treatment of gonorrhea and 
syphilis throughout Austria, including a number of 
evening outpatient centres where men and women 
could obtain treatment without loss of working time. 
A follow-up department kept these patients under 
observation after they were cured. It was on his 
advice also that leaflets of instruction were distributed 
among the working classes. His work in the period 
during and immediately after the late war was 
especially valuable, for at that time the prevalence 
of venereal infection among the population was very 
high. Finger was the prime mover in an effort 
that was made to introduce a bill to the Austrian 
Parliament making the notification of venereal 
diseases compulsory, but the attempt was unsuccessful. 
In 1927 on reaching the retiring age he gave up his 
position at the clinic which has since been taken 
over by the University of Vienna. Finger’s kindly 
interest in his pupils in all parts of the world never 
flagged, and many will remember him gratefully 
as a research worker, a teacher, and sociologist. 


GOITRE IN AUSTRIA 


A monograph on the prophylaxis of goitre by 
Prof. Wagner-Jauregg, published by the Ministry 
of Health, contains a remarkable body of statistical 
data on the incidence of this condition in Austria. 
In 1923-24 a systematic examination of all school- 
children in the country was carried out, the results 
being entered on a special form similar to that used 
in Switzerland by Bayard. The findings had to be 
entered by the school doctor under four headings : 
(1) no goitre ; (2) incipient goitre ; (3) slight enlarge- 
ment of the thyroid; and (4) well-developed goitre. 
Altogether 686,000 children between 6 and 14 years 
were reported on, of whom 44 per cent. of boys and 
49 per cent. of girls had a goitre in various stages. 
The highest rate was found in the mountainous 
province of Vorarlberg-Tyrol, which showed an 
incidence of 59 per cent. in boys and 63 per cent. 
in girls; the lowest was in the low-lying province of 
Burgenland, with an incidence of 16 per cent. in 
boys and 20 per cent, in girls. The corresponding 
figures for Vienna were 41 and 46 per cent. Prof. 
Wagner-Jauregg thought that these high figures 
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represented an ephemeral wave of goitre, the legacy 
of the war and immediate post-war years, when food 
and especially vitamins were scarce, This is borne 
out by the results of subsequent examinations, 
though these have not been conducted on such a 
large scale. In 1931-32 the incidence of definite 
goitre had fallen in the worst regions to a tenth or less 
of what it was in 1921, and in 1937 the figures were 
even better. In 1924 preventive measures were 
instituted by the health authorities, Since then only 
lodised salt, as introduced by Grange in Geneva and 
Hunziker in Zurich in the 50’s, has been sold to the 
public for ordinary use. This Vollsalz contains 5 mg. 
of potassium-iodide in each kilogramme of salt, or 
l part in 200,000, and its effect seems to have been 
highly satisfactory, Prof. Wagner-Jauregg also 
discusses the relation to goitre of deaf-mutism and 
endemic cretinism, both of which are relatively 
common in the mountainous districts. In cretinism 
iodised salt is expected to act not so much on the 
cretins themselves as on their goitrous progenitors. 


MEDICINE AND THE LAW 


High Court rejects Medical Certificate 


In Rex v. Boycott and others, ex parte Keasley, 
the High Court has quashed a medical certificate 
signed by two doctors which certified a boy to be an 
imbecile within the meaning of the Mental Deficiency 
Acts. Stanley Keasley, 11 years old, attended the 
Harpenden council school for some years. In 1937 
the headmaster told his father that Stanley was to 
be medically examined. The examination took place, 
and the father afterwards received a letter from the 
Harpenden local education subcommittee stating that 
the boy was to be examined with a view to his 
transfer to a special school. The father strongly 
objected ; : he considered his son fit for ordinary 
elementary education ; he had his son examined by 
his own doctor who reported him capable of being 
educated at the council school; this report was said 
to have been later confirmed by a specialist. In 
October, 1938, the father was notified that a certi- 
ficate had been signed to the effect that the boy was 
incapable of being educated at the council school 
and it was suggested that he should be sent to a 
special institution, The father then moved the High 
Court for an order of certiorari to quash three docu- 
ments—namely, (1) the certificate of Oct. 5, 1938, 
signed by two doctors and purporting (under the 
Mental Deficiency (Notification of Children) Regula- 
tions of 1928) to declare Stanley Keasley to be an 
imbecile ; (2) a report of the same date by the first 
of the two certifying doctors ; and (3) a notification 
dated Oct. 10, 1938, from the clerk to the education 
committee sent to the county council’s Mental 
Deficiency Act committee, requesting the latter to 
consider the advisability of transferring the boy to 
the special institution. The father’s motion cited the 
Herts county council, the Harpenden education sub- 
committee, and the two doctors as respondents. 

It was possible to criticise the treatment of the 
boy’s case in two respects. First, in making it the 
duty of the local education authority to ascertain 
what children are defective and whether a child is 
incapable of receiving instruction in a particular 
school, section 31 of the Mental Deficiency Act of 
1913 stipulates that any case of doubt must be 
determined by the Board of Education. The father 
had asked that the matter be referred to the board 
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but his request was refused. It is not clear whether 
the act is meant to give a right of appeal to every 
parent who claims that his child is perfectly normal 
—in other words, whether the doubt is a doubt 
entertained by the parent or a doubt entertained by 
the local authority. The facts of the present case, 
said Lord Hewart, showed that a doubt did arise 
and that the case should have been referred to the 
board. But it was a second point which seemed to 
have had even more effect in inducing the court to 
quash the documents. Apparently the second medical 
practitioner who signed the certificate had never 
seen the boy. The judges said that this was most 
unfortunate ; the certificate was calculated, though 
not intended, to mislead any person reading it into 
the belief that it was in truth and in fact the certificate 
of two independent medical men, given after both 
had examined the boy. It is by no means clear that 
the certificate of one doctor would not have sufficed. 
Section 31 applies an act of 1899 which requires 
certification by a duly qualified practitioner approved 
by the Board of Education. The 1899 act was 
repealed in 1921 and, so far as can be seen, the 
corresponding provisions in Part V of the 1921 act 
do not require two doctors to certify. The result 
seems to be that a certificate adequately signed by 
one doctor, and sufficient for its statutory purpose, 
was nullified by the addition of the signature of the 
second doctor who admittedly had not seen the boy. 
The High Court quashed the documents and pre- 
sumably the matter will now be referred to the 
Board of Education. Meanwhile the boy, precluded 
by the certificate from continuing his education at 
the council school, has been at home receiving no 
education at all. 

Certiorari is an ancient writ whereby the King’s 
Bench Division examines the validity of some pro- 
ceeding or decision in an inferior court. Last year, 
by a statute designed to simplify the procedure, the 
writ of certiorari, as such, was abolished; but the 
general machinery of review remains; ‘applicants 
now ask for an order instead of a writ. From the 
beginning it was only proceedings of a judicial 
character which could thus be removed into the 
King’s Bench Division by the process of certiorari 
and there questioned. Merely ministerial or adminis- 
trative acts—e.g., the issue of a warrant by a justice 
of the peace—are not so removable, The respondents 
contended that the documents about Stanley Keasley 
were administrative acts. Some of them, indeed, 
must have been very near the line, The Lord Chief 
Justice ruled that the three documents must be 
regarded together as a single entity. He and his 
colleagues unanimously held that the certificate was 
created in such a way as to look like the decision of 
a quasi-judicial authority. An order for certiorari 
could therefore be justified. If the local authority, 
doing its best for the children entrusted to its care, 
finds that this litigation has merely delayed 
the sending of a' child to an appropriate school 
in the spirit of the statutes governing these 
difficult cases, it must comfort itself with the 
reflection that the liberty of the subject has once 
more been vindicated, 


Dentist’s Successful Appeal 


Critics of the Medical Acts occasionally complain 
of the absence of any right of appeal to a court of 
law against a decision of the General Medical Council 
to order the name of a medical practitioner to be 
erased from the Medical Register for ‘infamous 
conduct in any professional respect.” The Dentists 


MEDICINE AND THE LAW 


[may 6, 1939 


Act gives a right of appeal against the removal of a 
dentist’s name from the register or against refusal to 
register a name. On appeal the High Court may 
“give any such directions in the matter as they 
think proper.” Last week the divisional court 
reversed an order of the General Medical Council 
and directed that a dentist’s name be restored to the 
register, The dentist, Mr. S. M. Buckley, had prac- 
tised since 1906 in Oldham and is a justice of the 
peace for that borough. It was stated on his behalf 
that, when in ill health in 1936, he made two mistakes 
in ‘‘ dental letters” of patients sent by approved 
societies under the National Health Insurance Act. 
One of these cases resulted in a payment to him of 
£3 4s.; this sum he refunded when the mistake was 
pointed out. For those two slips in a career of 
30 years, said his counsel, Mr, Buckley was adjudged 
guilty of infamous professional conduct and it was 
ordered that his name be erased, On appeal Lord 
Hewart observed that Mr. Buckley had always taken 
the position that what he did was unintentional 
and that his errors and lack of diligence were 
due to his being harassed by illness. The Lord 
Chief Justice was anxious not to say a single 
word which might appear, even indirectly, to 
involve a reflection on the course taken by the 
council; he appreciated the care with which its 
proceedings were conducted. Nevertheless, when. 
he looked at the material now before the court, he 
was satisfied that there was not sufficient ground for 
the council’s decision. Humphreys and Singleton, 
JJ., concurred, 

There is perhaps a possibility of distinguishing the 
dentist from the medical practitioner in respect of 
the right of appeal to the High Court. Erasure of a 
dentist’s name is a total bar to practice. No unregis- 
tered person can practise dentistry, just as, under 
the recent statute, no unregistered person can practise 
as an architect—though there is a saving for the 
naval architect, the landscape architect, and even 
the golf-course architect. The architect whose name 
is taken off the register has the right to appeal to the 
High Court. So also has the solicitor who is struck 
off the rolls by the Law Society, and the registered 
pharmacist who incurs a like sentence for professional 
indiscipline. The veterinary surgeon can appeal to 
the Privy Council. Alone the registered medical 
practitioner cannot appeal to any tribunal or 
authority. The judges will not reopen his case 
unless the hearing by the General Medical Council 
can be challenged for bias or corruption or for 
neglect of the principles of natural justice. The 
council is the sole judge of all questions of fact 
at its disciplinary inquiries, the sole repository 
of the standards of proper professional conduct. 
The council, as the Queen’s Bench declared in 
1863, is the tribunal to whom the legislature has 
left the decision as being the best judges in this 
matter. 


RoyYAL MEDICAL BENEVOLENT FuND.—The annual 
general meeting of the fund was held on April 25 and 
the following honorary officials were re-elected : presi- 
dent, Sir Thomas Barlow, F.R.S.; treasurer, Dr. Lewis 
Glover; and secretary, Mr. R. M. Handfield-Jones. 
Dr. E. A. G. Dowling and Dr. F. C. Martley were 
elected vice-presidents, ‘and the retiring members of 
the committee of management were re-elected with 
the addition of Sir Humphry Rolleston and Mr. 
Herbert Tilley. 

During the past year the fund has helped 746 families, 
of which 627 were former beneficiaries who had their 
rewards renewed. In all £24,320 were distributed. 
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SOCIAL IMPLICATIONS OF MEDICAL 
DISCOVERIES 


In the Robert Rede lecture, delivered at Cambridge 
on April 28, Sir EDWARD MELLANBY contrasted the 
present insecurity against death by violence with 
the security against death by disease, showed how the 
latter was based on a rapid advance of medical 
knowledge, and called attention to some of the 
social and economic implications of that knowledge 
and the effects of lowered mortality-rates, longer 
life, and improved standards of health and physique 
on national and international life. The lessened death. 
rate in early life, the rapid raising of the average 
age of the population, and the lengthening of life 
were, he said, accompanied by an increase in the 
fatal diseases of later life, such as heart-disease 
and cancer. Other effects of medical discoveries 
were the increase in stature and a great decrease 
in bony deformities among young persons. It was 
true that many of the changes were produced by 
administrative actions of the government, but it was 
medical science that informed such actions. Other 
of the changes were due to personal action, such as 
the modern habit of cleanliness, derived from the 
knowledge of bacteria and infection. The scientist, 
however, had cause to complain of the great delay 
between discovery and public action, which 
sometimes was caused by economic and social restric- 
tions. For instance, diphtheria could be cleared out 
of England at once by preventive inoculation of 
infants and children with diphtheria toxoid, as had 
been done in Ontario. At Hamilton, with a popula- 
tion of 175,000, not one case of diphtheria had: been 
diagnosed in the last five years. Another example 
was the difference (due mainly to varying standards 
of nutrition) in physique and mortality-rate between 
the children of the poor and those of the well-to-do. 
It might be that economic and other considerations 
would prevent fuller advantage being taken of 
modern teachings on nutrition without much greater 
help from the government. Ultimately, perhaps, 
the state might guarantee the provision of a suffi- 
ciency of protective foods (milk, eggs, vegetables, 
and fruit) to all school-children. This would be a 
profitable action, and the cost of provision of 
such food would probably be saved by the 


diminished cost of medical services and by the . 


increased efficiency of the people. 


EFFECTS ON HOSPITALS 


On the one hand, advances in the diagnosis and 
treatment of disease had led to an increased demand 
for hospital accommodation. The development of 
radiology, bacteriology, pathology, biochemistry, 
hematology, surgical control of sepsis, and anæs- 
thetics, together with their technical apparatus, had 
made it more and more impossible for the sick to 
obtain the best medical attention without entering 
some public institution, and the expenses of hospitals 
had increased enormously. On the other hand, 
increased knowledge of preventive medicine, by 
eliminating disease, rendered hospitals, doctors, and 
nurses less necessary. Discoveries in preventive 
medicine were not so dramatic as discoveries of 
cures; consequently the prevention of disease 
was never regarded as an urgent matter, and its 
adoption was therefore slow. Its action, however, 
though slow, was sure and lasting, and there could 
be but little doubt that in the near future the reduction 
or elimination of disease by prevention would entirely 


alter the character of hospital practice and might — 
greatly reduce the need for institutional treatment. 
Acute killing diseases of early and middle life could 
be expected to become less common and the chronic 
disabling diseases of old age commoner. The average 
age of patients in hospitals would probably increase, 
and, except for motor-car accidents, hospitals would 
become places for alleviation of suffering and of 
comfort for the aged rather than places where 
dramatic cures were performed and the sick restored 
to health. From an economic standpoint, especially 
as regards civic and voluntary hospitals, it was only 
by encouraging medical research and rapidly making 
use of its discoveries in preventive medicine that 
the present tremendously costly system could be 
controlled. 


EFFECTS ON MEDICAL PRACTICE 


The effect of additional knowledge on medical 
practice would be to change its nature, more work 
being directed to protection against disease, especially 
the protection of young people against diphtheria, 
whooping-cough, and measles, rather than to attending 
them when they were suffering from these diseases. 
The general practitioner’s work, as at present carried 
out, might be greatly reduced—even seriously, 
from his point of view—in the near future. At first 
sight the future of the dental surgeon seemed even 
more precarious, in view of the knowledge already 
acquired of methods of building up sound teeth, 
gums, and jaws by proper nutrition; but it was 
equally certain that many parents would not carry 
out instructions in these methods. Improvement 
in the teeth might even increase the amount of dental 
work, because it would make the treatment of caries 
more worth while than it was at present, when a large 
part of the population was edentulous at thirty or 
forty. 

The future of the public-health services was also 
difficult to see. Except for provision of centres for 
the medical care of children aged 2-5 and schemes 
for providing and controlling supplies of milk and 
other protective foods to the poor, there did not 
seem at present to be much reason for great increase 
in these services. On the contrary, the need for some 
of the established services, such as fever hospitals, 
tuberculosis institutions, and centres for the treat- 
ment of venereal diseases, ought to be less in the 
near future. There did not appear to be much 
support for the view commonly expressed that there 
would be a great expansion of the public-health 
services in the future, although it was probably true 
that this work would assume greater relative 
importance, 

ADMINISTRATIVE ACTS 


Any state scheme affecting health could only be as 
effective as medical knowledge at that time allowed 
it to be. However large and grandiose the scheme 
adopted, however costly, however well administered, 
the limiting factor for effectiveness must be scientific 
knowledge, a fact well illustrated by venereal diseases 
and by puerperal fever. This being so the success 
of the Cancer Act, which had recently been passed 
by Parliament, would depend on improvements in 
radiotherapy and on the opening up of new lines of 
attack, which could only be developed with more 
knowledge of the fundamental nature of cancer, 
The United States of America had recognised this 
fact and, instead of embarking on a state scheme for 
treating cancer, had set aside large funds for cancer 
research. Luckily we would be able to share in the 
fruits of their enterprise. 

The whole position of state action in health matters, 
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Sir Edward concluded, wanted clarifying. Sentiment 
and public appeal associated with particular lines 
of action should be eliminated, and each proposition 
should be considered only from the point of view of 
results to be expected in terms of saving life and 
giving increased efficiency. 


PUBLIC HEALTH 


The Evacuation Plans 


ê 

NEARLY. all the local authorities in the reception 
areas have now reported on their survey of housing 
accommodation available for refugees from the cities, 
and the results are regarded as very satisfactory. 
The Minister of Health suggests (Circular 1800, 
H.M. Stationery Office, 1d.) that receiving and 
evacuating authorities should now get into contact 
with one another, and with the education and trans- 
port authorities, and should make detailed plans. 
Operation of the scheme is not to create any addi- 
tional burden on the local rates of receiving areas. 

A new memorandum on the evacuation scheme 
(Memo. Ev. 4, H.M. Stationery Office, 3d.) states that 
the object is to transport from crowded areas about 
3 million persons, including school-children, younger 
children with their mothers, expectant mothers, and 
blind persons and cripples. They are mainly to go 
to occupied houses, because otherwise accommoda- 
tion for 2 or 3 million people cannot be arranged at 
short notice, but suggestions are made for the use of 
empty houses, and the erection of a number of camps 
is being stimulated. Preparations for evacuation, 
transport, reception and arrangements for emergency 
rations and for allowances are discussed. Local 
authorities are asked to consider the provision of any 
medical, nursing or first-aid staff that may be 
necessary for the journey. They will not be respon- 
sible for transport, but the receiving authorities are 
asked to make arrangements at each detraining 
station for reception personnel ; for sufficient sanitary 
and first-aid provision ; for ‘“‘ rough accommodation,”’ 
including bedding for the night, for train-loads which 
road transport may not be able to clear till the next 
day; for a meal and a supply of drinking-water ; 
and for informing the responsible persons of the 
numbers to be taken to each setting-down point and 
of the time they are likely to arrive. The survey 
shows that enough accommodation is likely to 
be provided on a voluntary basis; the suggested 
instructions to billeting officers have, however, been 
framed on the assumption that householders merely 
unwilling to receive children might be compelled 
to do so. 

The memorandum contains notes on the reception 
and education of school-children, the provision of 
communal meals and the organisation of recreation. 
The sanitary authority will be responsible for dealing 
with any outbreaks of infectious disease, but any 
additional cost of hospital services will not fall on 
the rates. The local emergency committee for 
nursing should be informed of the number of nurses 
and nursing auxiliaries needed to supplement the 
existing district nursing staff. The question of the 
continuance of the school medical and dental service 
will be dealt with in a memorandum to be issued by 
the Board of Education. If the influx of population 
requires, for medical treatment in the homes, reinforce- 
ment of the doctors in the area, the local emergency 
committee of the British Medical Association will 
arrange for the transfer of practitioners from other 
areas, The arrangements for payment for medical 
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services to evacuated school-children are under con- 
sideration. No liability will fall either on the 
householder or the receiving authority. 


L.C.C. Hospitals and Medical Services 


The hospitals and medical services committee 
of the L.C.C. report that, during the last four years, 
nearly £2,000,000 has been spent on the improvement, 
modernisation and extension of the council’s general 
and special hospitals. 

The estimates for the coming year include the sum 
of £700,000 for further improvements, including 
preliminary work in connexion with the construction 
of a new general hospital at Tooting, extensive 
additions to St. Nicholas’ and St. Pancras Hospitals 
and the construction of a new serum institute at 
Carshalton, Further schemes for modernising, extend- 
ing and improving the hospitals will be put in hand 
during the year. At general hospitals there are 
to be new receiving wards and outpatient depart- 
ments, additional maternity accommodation, nurses’ 
accommodation and sanitary annexes. Ward blocks 
are to be reconditioned, institutions are to be adapted 
for the use of sick persons and boiler plants and 
laundries are to be improved. 

The net maintenance expenditure for hospitals and 
medical services for 1938-39 is estimated at £5,789,500 
and for 1939-40 at £5,930,300. The provision in 
respect of staff for 1939-40 shows an increase of 
£213,000 (over that of £3,450,200 in 1938-39), about 
half of which is accounted for by the introduction of © 
the 96-hour fortnight for the nursing staff. The 
dental services, which formerly came under the 
education committee, have now been transferred to 
the hospital and medical services committee and this 
accounts for £40,000 of the increase. The consultant 
and specialist service will cost £4800 more; the 
total annual cost of this service is now £45,000. 

The accommodation at St. Margaret’s Hospital, 
Kentish Town, is to be increased from 81 to 90 beds 
and cots, in order to make room for a special vulvo- 
vaginitis unit for the treatment of girls from Stamford 
House remand home, Shepherd’s Bush, and the nursing 
and domestic staff is to be increased. 

The committee recommend a grant of £250 towards 
the cost of the Prophit Tuberculosis Survey instituted 
by the Royal College of Physicians to ascertain the 
type of individual in the young adult population 
most likely to develop pulmonary tuberculosis. 
This grant is recommended on the understanding 
that no report of the work of the survey shall be 
published without the council’s approval. 


First-aid Posts in London 


. The schemes submitted by 18 of the 28 metro- 
politan boroughs and approved by the Minister of 
Health provide for 131 fixed aid-posts, 5 cleansing 
stations and 34 mobile units. The Minister has 
now issued a list of the addresses of the hospitals, 
child-welfare centres, dispensaries, schools, public 
baths and other buildings selected as fixed posts. 
The recruitment of personnel for these posts is 
progressing rapidly. In addition to a doctor to be 
appointed by the local authority, each post requires 
on an average 60 auxiliary volunteer helpers. As 
stated in this column on April 15 (p. 898) the esti- 


mated total of posts required for the county of 
London is 200, so that about 12,000 women auxiliaries 
will be required. In all over 17,000 women have 
volunteered for this work, and of the 2600 men who 


will be required nearly 2300 have already been 


enrolled, 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM AN AMATEUR JOURNALIST 


I 


THE journalist, so we are told, must have the 
capacity to interest people in everything. For this 
enterprise, then, members of our profession should 
be well equipped. We see life from every angle, 
our technical knowledge is of the stuff which is 
perpetually and universally interesting, We have 
the material, but have we the art of presentation ? 

Rarely, I think; for our training is antagonistic 
to certain essentials of journalism. We cannot 
purchase sensation at the expense of correctness; 
we qualify when others might be dogmatic ; we tend 
to be diffuse rather than concise ; we are accustomed 
to work on a large canvas. The journalist, in contrast, 
must aim at the dramatic rather than the scientific ; 
he is not handicapped by our insistent hesitancy in 
respect to accuracy. In his turn, he is not without 
his inconveniences ; his space is very circumscribed, 
his work approximates to the miniature. 


x x x 


A chance encounter with the editor of one of our 
dailies and admission of a cacoéthes scribendi resulted 
in the invitation to contribute something to his 
columns and he himself suggested the subject “ Why 
does December depress you ?” In point of fact it 
had not struck me that there was depression in the 
air, but we do not encounter some fourteen years 
of examinations for nothing. We learn that a question 
is there to be answered, though for our bricks we may 
have little enough clay let alone straw: and I tackled 
the problem in the manner of the old campaigner. 
I presumed, therefore, the existence of widespread 
depression and sought for explanations which, 
speciously enough, should be related to the climate, 
and the influence of darkness and of damp, on the 
physical side. That was easy going, for everybody 
identifies these circumstances with infections, and 
illness and depression are correlated. Want of 
exercise at this time of year was a contributory factor. 
Then, a little daring, I brought in unemployment 
and the shadow of a general election and their effects 
on our spirits. Psychology of course could not be 
omitted and after a reference to the possibility of 
rhythm in life and, therefore, of cycles of elation and 
depression, I reminded my readers of the existence 
of Mark Tapleys and Mrs. Gummidges, winding up 
with the James-Lange theory of the emotions and the 
little girl waggling the dog’s tail to make him happy. 

Along came a brisk young lady whose mission it 
was to give me my first lesson in the art of Journalism. 
They liked my Dickensian references—the public 
is always pleased when its acquaintance with the 
classics is assumed—and the bit about the little 
girl and her doggie was just the thing. But not 
much of the remainder had made an appeal to the 
sub-editor ; my critical analysis had excited neither 
his admiration nor his enthusiasm, Many of the 
words I used must be replaced by more homely 
synonyms, sentences had to be strictly curtailed, 
and the whole thing was at least 30 per cent, too 
long. 

I was not proud of the ultimate production nor 
could I be expected to be pleased with it ; reconcilia- 


tion to the sacrifices was not easy, But I felt bound 
to admit that there was much in this journalistic 
attitude; after all, you have to provide what is 
wanted, you cannot compel a public to like what 
you think it ought to like. Moreover the experience 
is salutary: to one whose natural style errs on the 
side of sesquipedalianism and perhaps wearisome 
over-elaboration, compulsory compression is a valu- 
able exercise. But it is not easy. Three guineas 
I received for that article; and when some time 
later I encountered my editor friend and informed 
him, perhaps in a desire for commiseration, that the 
article had taken me three hours in its preparation, 
its pruning, and its polishing, he assured me that 
a production of that length—or rather brevity— 
within three hours should be regarded as no small 
achievement. 

And since then I have been an amateur journalist— 
an innocent sort of addiction which enables one to 
declaim thoughts without the unpleasant con- 
sequences apt to follow upon itinerant monologue 
coram publico. And how pleasant it is on occasion 
to relax from a self-imposed subjugation, to write 
a medical article when space is comparatively 
unlimited and one can run riot with an orgy of 
cherished expressions for a select audience which 
will not challenge their meaning or appropriateness. 


ae * x 


Not so long ago I chanced upon “A Short Auto- 
biography of an 18th Century Physician ” and was 
interested to learn that medical literature in his 
day was very much like that at the present. He 
referred to the same national differences that we 
remark: the futility of one; the ponderosity of 
another; the unreliability of a third, The author 
deplored the circumstance that the same sort of 
men wrote and refrained from writing as we observe 
at the present day: the younger men with plenty 
of time and ambition but little experience ; the older 
men with plenty of experience, but, generally speak- 
ing, with little time and often less inclination to 
produce that for which the world might well be 
grateful. 

So far as medical journalism for the public is 
concerned, I fancy there are two types of contributors, 
both of which are with difficulty restrained. One 
writes through an insistent craving to find self- 
expression and a satisfaction in contemplating the 
creatures of his brain. The other aims at self- 
advancement or more often is the victim of mis- 
guided obsession with a fanaticism which impels 
him, in a spirit of philanthropy, to dictate the laws of 
health to mankind through the medium of the popular 
press. Inevitably his enterprise, however motivated, 
must always be regarded with a certain suspicion 
as a form of advertisement and, therefore, of infamous 
conduct in a professional sense. But to my way of 
thinking, a more serious indictment is that so far 
from conferring a boon upon our fellow man by 
dictating the elementary rules of health, dietetics, 
and so on, such a proceeding is likely to be a dis- 
service. There is no more enviable creature than the 
man who is profoundly ignorant of the machinery 
of his body: popular instruction on this subject 
is only too likely to make him introspective or morbid. 
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I sympathise with the mother who wrote to the school- 
mistress vigorously protesting against the inclusion 
of physiology in Maggie’s curriculum. “It don’t 
do ’er no good and only makes ’er rude ” ! 


k * k 


But to return to the general principle. What 
indictment shall be extended to medical journalism 
as a whole? Nobody objects to the appearance 
in the lay press of a report upon a recent scientific 
discovery or a new treatment, for popular interest 
in medical science is‘and always will be perennial. 
But the writer should make it a condition of publica- 
tion that his contribution is not accompanied by a 
puffing commentary and stipulate that his portrait 
shall not appear, lest he convey the impression 
that he is representing himself to be a pre-eminent 
authority whom it would be wise to consult in 
preference to any of his colleagues. It is all very 
well, however, for him to make in good faith any 
sort of stipulation. His wishes may be entirely 
ignored and his subsequent disclaimer may or may 
not receive sympathy. In some cases the disclaimer 
will be interpreted as additional evidence of his 
attempt to secure publicity. 

Suppose he embarks upon a journalistic career 
which embodies the innocent pastime of utilising 
his special knowledge to impart a little information 
wrapped up as entertainment: to explain, for 
example, the cause of stitch or of sea-sickness, 
to inquire into the mental and physical pecularities 
of twins or the possible evils of tobacco-smoking, 
or to speculate whether it is worse to be deaf than 
blind. Or, again, to seek scientific justification for 
familiar proverbs such as “‘ After dinner rest awhile ”’ ; 
“ Laugh and grow fat ”?” ; ‘‘ One man’s meat is another 
man’s poison ” ; ‘‘ Feed a cold and starve a fever” ; 
“ Hunger is the best sauce” ; “Bread is the staff 
of life ” ; ‘‘ Cast not a clout till May be out.” Should 
the author of these be accused of seeking undue 
publicity ? Suppose that he wishes to write upon 
art, music, literature, photography, sport, or any 
other of the innumerable interests in which the doctor 
may be a gifted amateur, more especially as it has 
frequently been observed that members of our 
profession display the same whole-hearted devotion 
to their hobbies and avocations that is evident in 
their professional life, a faculty which makes their 
ex-cathedra pronouncements on any subject eagerly 
welcomed, Should he be charged with the accusation 
of seeking to attract to himself a practice through 
fame in an activity completely outside medicine ? 
Actually, so far from his reputation in other spheres 
being of advantage to him professionally, it is only 
too likely to have the opposite effect: doubt and 
discredit are cast upon a doctor who sets up to be an 
expert outside his occupation ; he should stick to his 
last. And yet, if write he must, he will never 
escape the possibility of criticism for an attempt 
at advertisement. The anonymity he might gladly 
seek whilst securing sufficient satisfaction through 
self-expression is not easily ensured. Unsigned 
articles on technical subjects make little appeal to 
the editor or the public for whom he caters. “A 
Doctor,” ‘A Consulting Physician,” or “A Harley 
Street Specialist’? may conceal the identity of one 
of unexceptionable authority but most people are 
disposed to a different interpretation; and the 
sicnature which has come to be accepted as that of 
an expert in the particular subject enhances the value 
= of an article from little or nothing to a thing of price. 

Well, you cannot have it both ways and it is not 
surprising that many of our most gifted writers— 
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and there are indeed gifted writers within our ranks— 
rather than incur the tiniest risk of criticism or 
censure prefer the absolute rule of refusing to allow 
one word upon any subject whatever to appear under 
their signature in the lay press. 


xk aa xk 


As regards writing on the whole, I doubt if there is 
any body of educated men so reluctant to put pen 
to paper. The majority of doctors would rather 
waste ten minutes of their time and twenty minutes 
of yours, to say nothing of the irritation involved 
and the possibilities of error through instrumental 
distortion, by telephoning details which could be 
committed to paper in three minutes, 


Panel and Contract Practice 


Health Insurance in London 


THE report of the London Insurance Committee for 
1938 shows that there were 2241 practitioners on the 
committee’s list, of whom 2086 were in general 
practice and 155 were medical officers of institutions. 
During the year 246 practitioners joined the list and 


203 withdrew. The number of insured persons on 


the lists of practitioners was 1,890,701, compared with 
17,861 on the lists of medical officers of hospitals 
and other institutions. The average number of 
insured persons per list for all practitioners was 852. 
There were 203 medical partnerships in London, 
179 being partnerships of two practitioners, 18 of 
three, 5 of four, and 1 of five practitioners. During 
1938 225 practices were transferred in whole or in 
part, and 15,110 patients transferred at the end of 
the quarter from one doctor’s list to another’s ; this 
figure represents 0-8 per cent. of the medical register- 
and suggests there cannot be widespread discontent 
with the services rendered. Postgraduate facilities are 
now available for insurance practitioners generally 
and during 1938 69 London insurance practitioners 
attended courses of study at the British Postgraduate 
Medical School and elsewhere. No fewer than 
8,882,243 prescriptions were issued by insurance. 


_practitioners in London during the year, and it is 


probable that the number of consultations also 
approximated to this figure. It speaks well for the- 
service that in spite of this vast total in only 19- 


cases—and some of those did refer to treatment—- 


was any question raised which necessitated inquiry 
by the medical service subcommittee. | 


THE LANCET 100 YEARS AGO — 


May 4, 1839, p. 228. 


From a leading article. 


Pxiastio surgery has not been cultivated with so much- 
ardour, in this country, as it deserves to be. 


number of successful plastic operations in England has- 
been inconsiderable. Lord LYNDHURST recently took his 
daughter to Paris to have the operation for cleft palate: 


performed upon her,—Prince GrorcEe of CUMBERLAND- 


was sent to Berlin to submit to the operation of couching,— 
StROMEYER has invented the simple operation for club- 
foot. But what has latterly been done in the English 
Hospitals to promote English surgery, and to place it at 


least on a level with the surgery of France and Germany ?- 
Certainly little; and little will be done until surgeons. 


who are not attached to hospitals enter the field. 


While. 
our columns have been enriched with several valuable - 
original papers and cases by Dirrensaon, of Berlin, the- 
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DIPHTHERIA—A PREVENTABLE DISEASE 


Smr,—The introduction of compulsory immunisa- 
tion against diphtheria in France and Hungary by 
recent legislation should cause health officers and 
other members of the medical profession in this 
country to consider the failure of voluntary measures 
to achieve protection of the child population against 
this disease. There would still be cause for anxiety 
if this feebleness of achievement were confined to 
remote areas of the country, but we cannot condone 
the complete lack of success in the large centres of 
population. 

In a comprehensive review in your issue of Jan. 7 
E. H. R. Harries quoted figures which show that the 
percentage of the population immunised is nowhere 
sufficient, and in most cases falls far short of the 
desired level of protection. It has been estimated 
that between 50 and 70 per cent. of the population 
under fifteen years of age must be effectively 
immunised before any significant reduction in the 
incidence of diphtheria will be apparent. Our 
progress towards this objective has been exceedingly 
slow in spite of the general agreement among health 
workers, for at least ten years, on the efficacy of 
active immunisation. The average figure for the 
London metropolitan boroughs in 1937 was 5°3 per 
cent. of the child population immunised (MacNalty 
1938). | 

In hospitals for infectious diseases we have been 
impressed by the fact that few parents of the child 
patients, who are drawn from a wide area of London, 
are aware of the existence of measures for protection 
against diphtheria. We would therefore attribute 
public apathy largely to ignorance, and the charge of 


failure to inform the general public must be laid: 


against the municipal authorities and the health 
officers. | 
A fuller education of the public is essential to 
ensure success. There are no valid objections to the 
methods of immunisation used at the present time 
and the inconvenience from the injections is negligible. 
Is it too much to hope that medical officers of health 
and medical organisations will undertake this task 
seriously and use propaganda to its fullest extent ? 
We are, Sir, yours faithfully, 
A. A. CUNNINGHAM, 
Hither Green, April 24. R. M. CAMPBELL, 


INTUSSUSCEPTION 


Sır, —Mr. Frank Forty in your issue of April 22 
points out that the enlarged mesenteric glands so 
constantly seen in intussusception must be present 
before its occurrence, and suggests that the enlarge- 
ment is due to an acute enteritis which also brings 
about the intussusception by colicky contractions. 
The commonest variety of intussusception is the 
ileocolic with the apex in the terminal ileum : in the 
majority of these cases this apex will be found to be 
an oval edematous mass involving a portion only of 
the bowel wall and projecting into the lumen, corre- 
sponding exactly with an enormously hypertrophied 
Peyer’s patch. This mass projecting into the bowel 
will act as a foreign body and initiate the intus- 
susception. 

Mr. Forty’s suggestion of acute enteritis as a cause 
of the lymphatic enlargement does not correspond 
with the clinical history in intussusception: the 
traditional bouncing boy is usually perfectly fit until 
the catastrophe, and Barrington-Ward in ‘“ The 
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Abdominal Surgery of Children,” says that “‘intus- 
susception is more likely to occur in slightly consti- 
pated children than in the infant suffering from 
enteritis.” Neither does it fit the post-mortem 
findings in acute enteritis of infants where enlargement 
of the mesenteric glands is not characteristic. 

The statement that the age-periods of enteritis and 
intussusception coincide is not borne out by statistics. 
Acute enteritis, as shown in Dr. J. M. Smellie’s article 
in your issue of April 29, is commonest in the second 
and third month while intussusception is rare before 
the fifth. | 

The lymphatic enlargement appears to be a chronic 
rather than an acute process, with perhaps increased 
engorgement due to dietary indiscretion as the 
determining factor, We still have no evidence of the 
true cause of the enlargement. 


I an, Sir, yours faithfully, 
Golders Green, N.W.11, May 2. D. OWEN Davies. 


Srr,—Mr, Ian Fraser’s experience of four intus- 
susceptions in the same patient is almost as unusual 
as the fact that all the operations were performed by 
himself. I have myself operated on a patient who 
had three such operations, but I was only permitted 
to perform one of these. Mr. Fraser’s case is an 
undoubted rarity ; but the second part of his com- 
munication, which discusses the accompanying 
glandular enlargement and its causation, is in my 
opinion of even greater importance, Mr. Frank 
Forty has picked out this aspect of the problem for 
discussion. There is, however, still another question 
which may be considered, Ifthe relationship between 
the glandular enlargement and the intussusception 
be that of cause and effect, by what mechanism is 
this effect produced ? 

In common with most surgeons attached to a 
children’s hospital, I was early struck by the frequent 
association of enlarged lymph-glands at the ileo- 
cecal angle with ileocecal intussusception. The 
conclusion was soon forced on me that this was more 
than a mere coincidence; for some enlargement of 
these glands is invariably present, whilst in many 
In one case the 
mass resembled a tightly packed bunch of grapes, 
perhaps half a pound in weight. About the same time 
I also began to be impressed by the fact that enlarge- 
ment of the lymph-glands in the mesentery of the 
small intestine can give rise to symptoms and signs 
sometimes indistinguishable from those of acute 
appendicitis. 

With Mr. Forty’s suggestion that the glandular 
condition in intussusception may be due to a simple 
acute enteritis I cannot agree. In my opinion this 
seems unlikely for the following reasons: (1) patients 
developing intussusception rarely if ever give a 
(2) a simple acute 
enteritis does not as a rule show gross enlargement 
of the lymph-glands; (3) when the abdomen is 
opened there is never any direct evidence of enteritis ; 
(4) recovery after operation for a reasonably early 
ileocæcal intussusception is immediate and complete. 

Let us consider the common history of a typical 
case of ileocæcal intussusception. In brief, an 
apparently healthy breast-fed child, about the end 
of its first year of life, is suddenly seized with acute 
colicky abdominal pain. The child has recently 
added artificial food to the mother’s milk and the 
new food is, in part at least, composed of cow’s | 
milk, The latter is, I believe, the critical factor, The 
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symptoms of intussusception come on with dramatic 
suddenness without previous complaint of any kind. 
The diagnosis is usually clear because of the typical 
onset and the characteristic symptoms and signs, 
and operation discloses a unique pathology. May 
I state at once that I believe the glandular enlarge- 
ment of these cases to be of tuberculous origin for the 
following reasons :— 

1. Bovine tuberculosis is the commonest cause of 
gross glandular enlargement not in itself giving rise 
to symptoms. 

2. Enlargement of lymphatic glands to the degree 
found can result from tuberculous infection within 
the period during which the child has been getting 
cow’s milk. I base this on the fact that similar 
enlargement of glands of tuberculous origin takes 
place within this period in the neck, where the fact 
of the swelling and its progress are open to observa- 
tion. In a case of my own the father kept a herd 
of tubercle-free cattle and the child was brought up 
wholly on tubercle-free milk. At the age of two he 
was taken to the seaside and was given ordinary 
milk, In six weeks’ time he returned home with a 
large mass of glands in the neck in which tubercle 
bacilli were found in large numbers. 

3. I have on several occasions found amongst the 
glands at the ileocæcal angle one which has shown 
definite caseation, though I must admit that on 
other occasions when the glands did not show obvious 
caseation and one was removed for examination the 
report received from the laboratory was ‘“‘ simple 
hyperplasia.” This, however, does not exclude 
tubercle as a cause, for a similar report was received 
several times upon glands adjacent to those showing 
indisputable evidence of tuberculous origin. 

4. Enlarged mesenteric lymph-glands situated in 
the mesentery and without obvious lesion in the 
intestine can give rise to colicky pain. The late 
H. W. Carson (1918), though not the first to call 
attention to this condition in England, contributed 
the first considerable article upon it, and attributed 
the pain to transient intussusceptions which resolve 
spontaneously. In his article he describes a case in 
which this actually occurred during the progress of 
an operation. 

The sequence of events in intussusception I imagine 
to be as follows, The breast-fed child is as a rule 
reared on tubercle-free milk; it is therefore denied 
the opportunity of developing an immunity against 
tuberculous infection. On being given ordinary 
cow’s milk it receives a grossly contaminated feed 
containing tubercle bacilli in such numbers that 
natural immunity is overcome, infection takes place 
and the defensive reaction of the glands is called 
into service. The glands, having become enlarged, 
interfere with the normal control of peristalsis by 
stimuli passing to the lower few inches of the ileum 
through the sympathetic and parasympathetic system. 
In this way, according to Carson’s view, disordered 
contractions occur and intussusception follows. In 
a hasty search in the recent literature on the autonomic 
nerve-supply to the ileocecal region I have not found 
a clear explanation of the exact mechanism by which 
this happens. I am, Sir, yours faithfully, 

Belfast, April 27. S. T. IRWIN. 


ANEURYSM OF POPLITEAL ARTERY 


Sır, —The paper by Mr. Cecil Flemming in your 
issue of Feb. 11 (p. 322) and the letter from Mr. 
Cameron MacLeod on Feb. 25 (p. 478) cause me to 
mention a case of my own in which resection of the 
segment of artery bearing the aneurysm, with preserva- 
tion of the vein, led to a successful result without 
causing anxiety as to the circulation in the limb. 
A full account of my case has been accepted for 
publication by the Australian and New Zealand 


ANEURYSM OF POPLITEAL ARTERY 


~ 


[may 6, 1939 


Journal of Surgery. It would be improper therefore 
to add more than these brief particulars. 


The patient was a male Maori, 59 years of age, of 
magnificent physique. Nine years before he had a 
severe injury to both popliteal spaces through some 
sheets of iron, on which he was sitting in a cart, 
being driven forward and pinning his knees against 
the back of his horse. There had been severe circu- 
latory disturbance at the time, again twelve months, 
and again three weeks before. The aneurysm was 
saccular, and the size of a hen’s egg. There was a 
smaller one on the other leg. It had clearly formed 
through a partial rupture of the arterial wall, the 
media on section being curled up and down on either 
side of the gap leading to the sac. About 6 cm. of 
the artery was removed. 

The only difficulties were tardy healing of the 
wound and venous thrombosis in the calf during 
convalescence. The final result was good, 

I am, Sir, yours faithfully, 


Auckland, N.Z., April 14. DovueLas ROBB. 


TO WORRY OR TO FORGET? 


Sir,—“ Don’t worry” is the advice frequently 
given by both medical men and laymen, together 
with the positive injunction “you must forget it,” to 
sufferers from chronic diseases, such as tuberculosis 
of the lungs. Let us consider this way of forgetting. 

Forgetting is a natural reaction of the mind to the 
unpleasant or painful. The importance of forgetting 
was borne in upon me in the following way. In 
October, 1936, a patient, recently returned home from 
sanatorium, came to see me. I asked him, “ How 
are you spending your time ? ” He replied, ‘ I some- 
times sit and wonder how I can forget It.” This 
impressed me; it seemed significant, and from that 
date I have been trying to discover how other patients 
react to the disease. Another man said, ‘“ You told 
me not to worry, and so I went into the sanatorium 
to forget It. I did things, like reading, but the topical 
budget was tuberculosis, and when you see others 
with hemorrhages, you can’t forget It.” After five 
months he returned home “fed up.” At home there 
was no mention of It. This startling statement 
stimulated me to continue this investigation. It 
seemed more than ever worth while to know what 
was the attitude of the patient to his or to her 
disease (‘‘ It,” to use a short word)—in other words, 
how tuberculosis affects the mental life of the 
patient. 

Some 25 or 30 cases have been studied. There 
appear to be three attitudes of mind or three phases 
of thinking and feeling. The first stage is worry or 
anxiety. It is associated with depression or resent- 
ment and irritability. The fact of tuberculosis seems 
to fill consciousness, and there may be questionings 
such as “ Why should I have this? Why should 
I have to stop work and enjoying myself and go into 
hospital or sanatorium?” Some patients stick to 
this phase, but others move on. Friends say, 
“ Don’t worry’’; doctors say, “Don’t worry; do 
as you are advised.” 

Tuberculosis may be a medical problem in some 
cases and an economic problem in others, but it is 
always a mental problem in every case. To worry or 
to forget? That seems to be the question, and 
many decide in favour of the latter and agree, when 
advised not to worry, “‘I must forget It and take 
my mind off It.” Forgetting is the withdrawal of 
the personality, just as the body withdraws from a 
painful impression, such as a pin-prick or a hot plate. 
There are various degrees of forgetting. In some cases 
the personality succeeds in repressing completely all 
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painful symptoms, and consciousness is filled with a 
phantasy of perfect health. This is the spes phthisica. 


There was a patient, aged 12, in the children’s 
sanatorium, an advanced case, bedridden, whose 
mother stated that, when the patient was in that 
state, she wrote home and said that she was quite 
well and playing with the other girls. 

Another patient said, ‘‘ I forget about anything. 
I don’t want people to ask; some are so inquisitive. 
I walk along as though nothing is wrong—I’m fine, 
I’m a dandy. Then my breath goes, and I’m pulled 
up as with the crack of a whip.” This patient died 
some three months after, much to my surprise, for, 
on physical grounds, there was no reason to expect 
such an early termination. 

Another patient took his own discharge from 
sanatorium, for he was discontented.. He had no 
complaints. He went off his sleep. “I’m not 
worrying, I’m making the best of it, but it is hard 
when you are dependent. I have never had to 
humble myself. I’m not sleeping; I thinks when 
I didn’t oughter. In my mind I travel; I turn my 
thoughts to divert my mind from my health and 
condition of living.” This was why he could not go 
off to sleep. 

Another patient reported that he could not keep 
still. “He had to be doing things.” 


This restlessness of body and mind may be just 
an effort to forget and, in the intellectually gifted and 
artistic, may produce works of genius. 

From this study I began to understand more 
clearly many of the difficulties arising from efforts to 
treat patients. For example :— 

(1) Patients decline to go into a sanatorium but are 
willing to enter a chest hospital or the tuberculosis 
wards of a municipal general hospital because it is 
easier to forget that you have got It in the latter 
institutions, 

(2) Patients don’t settle in sanatorium because they 
can’t forget It ; let me quote another patient : ‘‘ They 
were all miserable sinners—it was tuberculosis for 
breakfast, tuberculosis for dinner, and tuberculosis 
for tea. You could not forget It, whereas at home 
there is a conspiracy of silence.” 

(3) Sleep may be delayed for two to three hours, 


because in the day-time a patient can find things - 


to do to take his mind off It, but when in bed he 
can’t do things and has to think of what he has done 
or might do. Another patient said, ‘“ I used to be 
in bed and build things in my mind—huts and 
houses.” On the other hand, there appear to be 
some patients who welcome sleep as a way of escape. 


One can understand why patients fail to codperate. 
The way of forgetting may lead to relapse. A girl said 
that “she just did the same as her sisters and went 
to the pictures.” A man went to the public house. 


Another male patient stated that he had had 
tuberculosis some years before and, after a period of 
sanatorium treatment, made a good recovery and 
remained well for ten years. He forgot that he had 
had tuberculosis ; it never entered his head. He got 
a job in a motor factory and worked long hours, 
from 7.30 A.M. to 9 or 10 P.M. He had no proper 
meals. In 1937 he had a relapse. He says now that 
“he can’t forget It,” and that his wife is always 
saying to him, ‘It’s dangerous when you cough; 
you scatter millions of germs.” His wife said to me, 
“ He is irritable; he never mentions It or talks of 
the sanatorium.” 


When we encourage the patients to forget, it is 
well to understand what may happen and to see the 
difficulties bestrewing the path. The way of forgetting 
may be pursued peacefully for a time, but at many 
points this progress may be upset. In the first 
place, there may be some symptom, a direct result of 
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the disease and so a constant reminder of it: cough, 
sputum, pain, thinness of arms, shortness of breath, 
or staining. There are also visits to the doctor for 
the medical certificate and periodic examination at 
the dispensary. The neighbours avoid one or look 
at one in a certain way; acquaintances and work 
mates no longer visit. Members of the household 
may conspire to keep silent but, on the other hand, 
they may constantly remind the patient of It. The 
brothers and sisters go to work, return home in the 
evening, and on Fridays come home with their week’s 
pay, but the patient stays at home and receives his 
or her sick pay, 6s. or 7s. 6d.—whatever it may be. 
One begins to understand the morbidness, the 
moodiness, the tears, the irritability, and the rest- 
lessness. To the patient, to worry and to forget 
seem to be the only alternatives. They are the 
Scylla and Charybdis of life. 

Fortunately, there is a third way ; perhaps it is a 
middle way. Out of the number of cases studied, 
only one patient seemed to have discovered it. He 
was notified as a case of tuberculosis of the lungs in 
1931. When I saw him in 1936 he said, “ I have 
found a philosophy. I have made tuberculosis a 
part of me; it is no use repressing.” This seems to 
be the way of permanent recovery—to accept the 
fact of the presence of tuberculosis and all its conse- 
quences but to remember that there is a way of 


_ arresting the disease and, with perhaps some measure 


of disability, achieving health. Space will not permit 
of discussing the way in which a patient can be 
helped to discover this middle way. 

Several questions arise in my mind. What is our 
attitude, as physicians, to It? Do we try to forget 
it in multiplying our surgical measures, radiographic 
examinations, and sedimentation tests? Do our 
methods of treatment, propaganda, or administration 
prolong the stage of worrying or forgetting? Why 
do some of the patients remain in the first or the 
second phase and so few discover the middle way ? 
Here we touch on an important question: is there a 
morbid diathesis or a temperament that predisposes 
an individual to worry? I do not propose to 
endeavour to answer this question. The study of the 
mental effect of tuberculosis is well worth while. It 
is as important as studying the physical effect of the 
tubercle bacillus, whether by stethoscope, X rays, or 
microscope. 

To sum up. In a small group of cases of tubercu- 
losis of the lungs the mental attitude of the patients 
has been studied, and the following deductions have 
been drawn: (a) three ways of thinking about the 
disease have been observed—worrying, forgetting, 
and accepting; (b) all cases have passed from the 
first phase to the second, only one passed on to the 
third phase; (c) failure of codperation may be one 
of the consequences of the phase of forgetting ; and 
(d) the final phase of accepting the fact of the disease 
is the only satisfactory attitude. 

I am, Sir, yours faithfully, 
Baleam Street, E.13, April 22. P. A, GALPIN. 


AIR-RAID CASUALTIES IN LONDON 


Sır, —The general plan of the sectors for dealing 
with air-raid casualties in London has now been 
published for several weeks! and the details of the 
organisation of sectors are coming through to indi- 
vidual hospitals and staffs. You have also published 2 
an article by L. Crome, R. E. W. Fisher and G. B. 
Shirlaw which outlined a short-term scheme differing 


1. Lancet, March 25, 1939, p. 723. 
2. Ibid, March 18, p. 655. 
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sharply from the organisation which is apparently 
being planned in the sectors. Your reviewer of 
“ Medical Organisation and Surgical Practice in Air 
Raids ” 3 pointed out a weakness in the scheme 
suggested by the authors of that book, in which it is 
stated that, while sorting of cases is neither possible 
nor desirable in the danger area, transport for the 
evacuation of casualties may be completely dis- 
organised by a heavy bombardment. It is perhaps 
presumptuous to criticise the officers in charge of 
sectors who are having to plan a scheme for circum- 
stances of which no-one in this country has any 
experience: but they have now completed their 
survey of the resources of personnel. and medical 
buildings and equipment in each sector, and the 
differences of opinion persist as to the best utilisation 
of the resources of the sector. 

In planning a military manœuvre, it is customary 
to precede the issue of special instructions by a 
general appreciation of the situation. The sector 
officers are working on the special instructions with- 
out the guidance of a general appreciation and it is 
about this point that the differences of opinion arise. 
If the scheme of Crome, Fisher and Shirlaw and that 
of Mitchiner and Cowell are compared, it will be 
seen that the latter proceed on the assumption that 
the problems of civilian air-raid casualties and of 
military casualties in moving warfare are the same, 
whereas the former regard.the analogy as being 
incomplete: the ‘general appreciation’ is quite 
different and therefore the ‘special idea ” is neces- 
sarily quite different, An analysis of the differences 
may be helpful. 

The military operations in France in 1914-18 were 
regarded as moving warfare. That they were in fact 
very stationary did not affect the organisation, which 
was set up on the assumption that a break through 
by one side or the other was possible, and so the 
casualty-clearing station (C.C.S.) was placed at some 
distance from the fighting line, the exact location of 
which might in theory vary to a considerable extent. 
An aerial bombardment of London is really com- 
parable to siege warfare, and in siege warfare it is 
certain that until the beleaguered town falls or the 
siege is raised the fighting line will always be the 
same. It is therefore possible to give to the organisa- 
tion behind the fighting line a more permanent form 
than can be achieved in moving warfare, Itis common 
ground that any war wound should receive skilled 
surgical’treatment at the earliest possible moment ; 
and the C.C.S. is the first place where such treatment 
is available. In moving warfare the C.C.S. is of 
necessity some miles from the fighting line and the 
wounded suffer in consequence the tragedies of 
delayed treatment: in siege warfare the C.C.S. can 
be sited in buildings which can be fortified and the 
benefits of early wound treatment can be made 
available. There is of course in the latter case the 
risk that the C.C.S. may itself be hit in a bombard- 
ment, but it may be emphasised again that the 
inherent permanence of this type of war enables a 
considerably greater degree of protection to be 
provided for the C.C.S. than can ever be given to 
the C.C.S. of moving warfare, which must itself be 
prepared to pack up and move away. - 

It is certain that the delay in reaching the C.C.S. 
in moving warfare, inevitable as it is, is a bad thing ; 
there is however a compensation. Because the 
fighting line may change and the C.C.S. shift, the line 
of evacuation of wounded does not necessarily remain 
unaltered: in tho fixed siege type of war, the 


3. Ibid, April 1, p. 763. 
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evacuating lines share the general immobility and 
vulnerability of everything else, Further, in moving 
war, the casualty knows that safety is to be found 
by getting away to the rear. 

The analogy between an investing siege of 
London and successive aerial bombardments is not 
quite exact, because there is the hope that escape 
might be possible from the city in the latter case, 
and on that hope is based the stationing of surgeons 
at Epsom, Northwood, Watford and other towns 
outside London. It is worth noting that the fixed 
lines of evacuation will be under fire from enemy 
action and falling shell fragments, and the latter 
will be very large in number. The siege may for 
many hours be nearly complete: the casualties will 
be inside, the surgeon outside. 

One additional point should be considered, about 
which there can be no deduction from past experience. 
Much stress is laid on the effect on morale of removing 
the casualty from the danger area, The fighting 
soldier knows that safety is to the rear: the 
civilian is used to medical treatment in the nearest 
hospital. It is at least arguable that the discovery 
that surgical treatment is not available for ten miles 
will have a depressing effect on morale, 

The surgeons whose experience was gained in the 
war in France are accustomed to the idea of treating 
war casualties 8-24 hours after the infliction of the 
wound, Surely the circumstances of an air-raid 


demand the placing of the surgeons, adequately pro- . 


tected in buildings not necessarily designed as hos- 
pitals, nearer to their patients. It would be considered 
unwise to send a case of perforated duodenal ulcer 
from central London to Watford for treatment in 
peace-time with clear roads: to send the patient 
with perforation of the intestine after delay at a 
first-aid post on the same journey over roads -or 
railways damaged by bombs under falling anti- 
aircraft shell must be wrong. 

The wounded will be the sufferers from any medical 
breakdown: personal professional difficulties must 
not be allowed to have any importance, In the hope 
that the points raised in this letter may be considered 
on their, and not the writer’s, merits, I ask to be 


allowed to sign myself, 
Yours faithfully, 
London, W.1, May 2. x, 


AN IMPROPER PARAGRAPH 


WE have been requested by the Sunday Pictorial 
to publish an apology to Mr. J. Lyle Cameron and 
to the Royal Waterloo Hospital which appeared in 
its issue of April 30. 
| MR, LYLE CAMERON 

AN APOLOGY 


In last Sunday’s Sunday Pictorial there was a 
reference to an action brought by a Miss Gladys 
Moore against Mr. Lyle Cameron, of Wimpole Street, 
the women’s specialist, and against the Royal Waterloo 
Hospital. It was stated that Mr. Cameron and the 
hospital were being sued by Miss Moore for damages 
arising out of operations. It is recognised that this 
paragraph, which appeared by inadvertence, should 
never have been published, as the action against the 
hospital has, in fact, been struck out as disclosing no 
reasonable cause of action, and that against Mr. 
Cameron is being strenuously contested. 

We accordingly desire to take the earliest oppor- 
tunity of apologising unreservedly both to Mr. 
Cameron and to the Royal Waterloo Hospital, and 
expressing our sincere regret for any harm which 
may have been done to the reputation of Mr. Cameron 
or the hospital by this publication. 
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PARLIAMENTARY 


ON THE FLOOR OF THE HOUSE 
By MeEpicvus, M.P. 


Tas last week in Parliament will stand out as 
that in which a British prime minister introduced 
conscription, It is an inevitable result of the many 
European commitments into which Great Britain has 
entered in order to ensure peace by the collective 
organisation of security. Although the adoption of 
conscription arises as part of a policy aiming at a 
united Europe, its immediately effective cause is a 
‘menace to the security of this continent closely 
parallel to the menace of Napoleon. History as 
always repeats itself; there are new names and 
newly phrased national ideals, as in Germany and 
Russia, but the realities of the political and economic 
interests of the nations are fundamentally the same 
now as in the past. Hence the alliances which Great 
Britain enters into, compelled by events. But there 
is a new factor. ._The organisation of the League of 
Nations remains and it is capable, when the nations 
are ready, of becoming the all-inclusive alliance in 
which the problems of a constructive peace can be 
solved around the conference table. 
~ The sciences stand ready, with tremendous powers 
in their hands which a constructively thinking Europe 
can use to create great wealth and great prosperity. 
In agriculture, in medicine, in physics and chemistry, 
in engineering great powers are awaiting use. In 
this present period of the contest of power-politics 
those powers are limited because they can and must 
serve national ends. But‘not least significant of the 
facts that stand behind the immediate conflicts of 
politics at the present time are these great powers of 
the sciences and the realisation by doctors and other 
scientifically trained people of the meaning and 
significance of the social relations of science, 


* * x 


The debate on the Civil Defence Bill opened the 
week on Monday. The bill has already passed its 
second reading and is being taken in committee of the 
whole House—that is on the floor of the chamber by 
all members instead of upstairs by a specially 
appointed committee of members. The effect of this 
is to secure greater freedom and publicity for the 
debates. The committee stage opened with an 
amendment in the name of Dr. Haden Guest, Labour 
M.P. for North Islington, to leave out certain words 
of the first clause dealing with the power of the 
Lord Privy Seal to delegate his powers to others. 
The object of this amendment was to clear up the 
considerable degree of confusion which has arisen as 
between A.R.P. duties under the Home Office, the 
Ministry of Transport, and the Ministry of Health. 
At present the M.O.H. of an area, whether it be a 
county, a city, or any smaller area, may get contra- 
dictory instructions from different departments. 
M.O.H.’s of metropolitan boroughs regard the con- 
fusion such as to make an efficient first-aid service 
impracticable in either war or peace. But the 
condition in the counties is also disturbing. Mr, 
Chuter Ede, Labour M.P. for South Shields, agreed 


that what had been said about London applied. 


equally to counties and he spoke officially for the 
County Councils’ Association. A grave point of 
diffculty is that stretcher-bearer parties are under 
the Home Office and first-aid posts under the Ministry 
of Health. The reason for this (as given by Sir John 
Anderson, speaking as Lord Privy Seal, designated 
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for the work of counties defence by the Home 
Secretary—this is just to make it more difficult) is 


that the stretcher-bearer parties will be working in 


the street and must therefore keep closely in touch 
with other street parties, such as decontamination 
squads, breakdown parties, auxiliary fire services, and 
police, But it was felt that that was putting the cart 
before the horse. Stretcher-bearers in the street 
must naturally work closely with others—including, 
by the way, the ambulance service, which is either 
under the Ministry of Transport or Ministry of 
Health—but its work must dove-tail with and be 
part of the organisation of first-aid as a whole and 
therefore fit in with the first-aid posts. This is by 
no means a question of detail which may be settled 
equally satisfactorily in a number of ways. It is a 
question of primary importance because on the 
method of its settlement the efficiency of the casualty- 
clearing arrangements in time of air bombardment 
may depend. Sir John Anderson stuck to his point 
despite the criticism he received on both medical and 
local-government fronts; but he will have to give 
way eventually because the matter is one not of 
paper administration but of practical medical organi- 
sation and the M.O.H.’s of the county are more and 
more against this split-up of duties, 


* * * 


The week was also Budget week. On the Tuesday 
Sir John Simon opened his budget and it is an 
interesting footnote to remember that Sir John was 
a member of the Government in the Great War period 
and resigned from it because of his opposition to 
conscription. The budget this year dealt in many 
millions, and it disposed of sums of money on the 
services and civil defence greater than ever before 
in “peace” time—to the tune of about £2,000,000 
a day. But its passage aroused less controversy than 
is usual. The money must be provided for defence 
and other services and that’s all about it. What 
future generations will have to pay—well, if we do 
the best we can they must do the same in their day. 
In contrast to the conscription issue the budget 
was almost an “also ran.” | 


Preoccupation with war and defence has not so 
far at least prevented matters of social interest 
claiming great attention. Pensions for spinsters at 55 
have become a social issue of first-class importance 
and spinsters would seem to have a good claim to 
special consideration. A woman of 55 may be as 
good in the tables of vital statistics as a man, or 
better, but she is certainly not so good in the labour 
market. The demand for spinsters’ pensions is part 
of the general demand for greater social protection 
for different sections of the community. This par- 
ticular problem may have to be settled along with 
other pensions problems, but it is a real one and will 
have to be met. 

Another activity of the week of special interest to 
Parliament was the nutrition conference of the 
B.M.A., presided over by Sir Arthur Salter, M.P., 
and addressed on family allowances by Mr. L. S. 
Amery, M.P., with many ministerial chevrons on his 
sleeve and a new campaign in front of him to improve 
the conditions of life of the least well-cireumstanced 
of the population. To the distinction of the medical 
side of tbe B.M.A. conference I do not need to refer ; 
its parliamentary political side is, however, of par- 
ticular importance because it means that nutrition, 
linked up with general health problems and the 
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general agricultural problem, has become a first-class 
political issue. The admixture of medical science in 
the political mixture in these proportions will alter 
its effects very considerably. Add medicine to 
politics and you get not “the stock mixture as 
before ” but a vitamin combining science and politics 
in a new way. 


QUESTION TIME 
WEDNESDAY, APRIL 26. 
Fracture Clinics 


. Sir ARNoLD Wuison asked the Minister of Health in 
what localities and under what auspices fracture clinics 
at present existed in Britain on the lines advocated in the 
interim report on the Rehabilitation of Injured Persons.— 
Mr. Exxiot replied: I am informed that fracture clinics 
substantially on the lines advocated in this report have 
been established in the following localities :— 


Geographical By local 
county authorities pt Total 
ENGLAND 

Chester $ bi 4 4 
Derby oe ee — 1 1 
Dur ee e ee T= 2 2 
Essex b ae ‘se 1 4 5 
Gloucester .. ats è — 4 4 
Kent ee ee ee — 2 2 
Lancaster .. Be i 3 14 17 
Leicester ee e a 2 2 
London ee ee — 6 6 
Middlesex es ee ee 1 R 1 
Soke of Peterborough .. — 1 1 
Northumberland .. ; — 1 1 
Nottingham oe ee — 3 3 
Somerset... ‘i ws — 1 1 
Southampton 5< > — 1 1 
Isle ot Wight Sai we — 1 1 
Stafford ee ee e oer! 4 4 
East Suffolk ee ee — 1 1 
Sussex East) ee ee — 2 2 
Warwic ee ee brome 2 2 
Worcester .. ès è% — 1 1 
York (E. Riding) .. ie — 2 2 
n ( . Riding) ee ee rs! 2 | 2 

” (W. Riding) ee ee _— 7 7 

WALES 
Glamorgan.. P z | 2 | —. | 2 
Monmouth ee e e oo 1 1 
SCOTLAND 

Lanark oe ae ee Te 1 1 
Totals .. ae 7 70 TT 


Biological Research and Defence Camouflage 


Mr. GRAHAM KERR asked the Chancellor of the Duchy 
of Lancaster whether, in view of the highly specialised 
biological knowledge necessary to secure full advantage 
from certain forms of war camouflage, he was prepared 
to set up an advisory body comparable with the camouflage 
subcommittee of the Committee of Imperial Defence, 
but including in its membership persons of recognised 
authority onthe biological principles involved, which 
should be available to afford advice and guidance to those 
responsible for carrying out camouflage work in the four 
services—air, army, navy and civil defence.—Mr. W. S. 
Morrison replied: There is already in existence a special 
section responsible for conducting investigations into 
the problems of camouflage, including the biological 
principles involved, and this section is in a position to 
obtain advice at any time from those whose special 
knowledge can contribute to the progress of those investiga- 
tions. This is a research section supported jointly by the 
four services to which my hon. friend refers and it is 
available for consultation by those responsible for carrying 
out camouflage in those services, 


Dating of Canned Foods 


Mr. BULL asked the President of the Board of Trade 
whether, in view of the recommendations to the public 
to make, where possible, some slight provisioning of house- 
holds with tinned or canned foods, he would consider 


legislation to ensure the marking on the ‘tins or cans 
of the different dates when the contained articles were 
placed in the receptacles.—Mr. Exrrror replied: The 
powers contained in the Food and Drugs Act, 1938, 
which comes into operation on Oct. 1 next, will be wide 
enough to enable me to require date marking on wrappers 
and containers. But, as at present advised, I am not 
satisfied that the advantages which might result from such 
@ requirement would outweigh the administrative and 
technical difficulties involved. 


THURSDAY, APRIL 27 
Gas-masks in Hospitals 


Mr. Kirsy asked the ‘Lord Privy Seal what arrange- 
ments, apart from the general scheme of supply to 
individuals in their own homes, had been made to ensure 
an adequate supply of gas-masks in the hospitals and 
poor-law institutions of Liverpool for the use of patients 
and inmates during a period of emergency.—Sir JoHN 
ANDERSON replied: The numbers of persons in these 
institutions were included in the figures, supplied by the 
local authority, on which the issues of respirators have 
been based. The local authority therefore have sufficient 
respirators for the purposes mentioned in the question. 

Mr. Lyons: Can the right hon. gentleman say whether 
that is the practice that has been pursued in every large 
city ?—Sir J. ANDERSON: That is certainly the general 
practice. 


Probationer Nurses and Examination Fees 


Mr. Batsy asked the Minister of Health if he was aware 
that probationer nurses had to pay £2 each before they 
could sit for their preliminary examinations, and nearly 
£4 -before they could sit for the final examinations; who 
received this money, and why it should be paid by proba- 
tioner nurses.—Mr. Error replied: The fees payable 
are two' guineas for the preliminary examination and three 
guineas for the final examination. They are paid to the 
General Nursing Council and are used to defray the cost 
of the examinations. As regards the last part of the 
question, the hon. member will be aware that it is usual 
for students to pay the fees for professional examinations 
such as these. 

Mr. BATEY : Are these. fees not rather heavy for young 
girls to have to pay simply to sit for an examination 1— 
Mr. Extior: I do not think that they are out of the 
ordinary for professional examinations. 


The Factory Inspectorate 


Mr. Day asked the Home Secretary the total authorised 
strength of the factory inspectorate, men and women, 
for the 12 months ended the last convenient date; and 
if he could give particulars of the increase that had taken 
place in same during the last 12 months.—Sir SAMUEL 
Hoars replied: The total authorised strength of the 
factory inspectorate on March 31 last was 307. During 
the 12 months ended March 31 the inspectorate was 
increased by 26. The appointments included an addi- 
tional deputy chief inspector, an additional superintending 
inspector, three medical inspectors, seven engineering 
inspectors, one electrical inspector and thirteen other 
inspectors. 


Football Players and Gland Extract 


Mr. Lyons asked the Minister of Health whether he 
was aware that gland extracts from animals were being 
administered to football players and particularly to 
the teams who were to take part in the 1939 cup final ; 
and whether he would order an investigation into 
this practice with a view to ascertaining its effect 
and repercussions on national health—Mr. ELLIOT 
replied: I have no first-hand information on this matter, 
but the gland extracts concerned are included in the 
medical pharmacopeeia, and if, as I have reason to believe, 


they aro administered under medical supervision, I do not 


think that any special investigation is necessary. 

Mr. Lyons: Does the Ministry of Health endorse or 
approve of this form of treatment.—Mr. ELLIOT: Treat- 
ment administered under the supervision of a medical 
man is not a matter for approval or disapproval by my 
Department. 
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Mr. SHINWELL: Could not this gland treatment be 
administered to members of the Cabinet ? (Laughter.) 

Mr. MANDER : Is the right hon. gentleman aware that 
this treatment is entirely innocuous, that it has been 
widely administered with beneficial results as regards 
resistance to disease, and that the clubs concerned would 
welcome any inquiry that it is thought fit to make ? 


MONDAY, MAY 1l 
New Milk Legislation 


Mr. Prion asked the Minister of Agriculture whether 
it was his intention to take steps to deal, at an early date, 
with any of the problems of the production and sale of 
milk, either along the lines of the withdrawn Milk Industry 
Bill or along any other lines.—Sir REGINALD DORMAN- 
Smira replied: I appreciate that existing legislative 
provision in regard to the milk industry expires on 
Sept. 30 next and I hope to introduce a further measure 
of milk legislation this summer. I am not yet in a 
position to indicate the lines that this may follow. 


TUESDAY, MAY 2 


The Duty on Patent Medicines 


Lieut.-Commander FLETCHER asked the Chancellor of 
the Exchequer if he could give an assurance that the 
benefits of the abolition of the duty on patent medicines 
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would be passed on to the public by reduction in the 
prices of the articles concerned ; and that the concession 
would not be solely utilised to increase the profits of the 
proprietary medicine manufacturers.—Sir J. SIMON 
replied : In evidence before the select committee, which 
reported in 1937 on the Medicine Stamp Duties, one 
important body stated that if the duty were removed the 
consumer would receive the whole of the benefit and 
I rely on the goodwill of other manufacturers and vendors 
to follow this excellent example. 

Commander FLETCHER: Is it not very desirable that 
the repeal of this archaic tax should not result in certain 
individuals making larger profits than they do at present 
out of deceiving and gulling the public ?—Sir J. Suton: 
I am not prepared to accept the suggestion that all 
remedies deserve epithets of that sort, but it is certainly 
desirable that, when a duty is abolished or reduced, as 
far as possible the benefit should be passed on to the public, 
just as is often the case when a tax is increased (see p. 1075). 


Report of the Committee on Abortion 


Mrs. TATE asked the Minister of Health if he could now 
give the date of the publication of the report of the Inter- 
departmental Committee on Abortion.—Mr. BERNAYS, 
parliamentary secretary to the Ministry of Health, replied : 
The report of the committee is now in the hands of the 
printers and it is expected that it will be published towards 
the end of this month. 
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University of Cambridge 
On April 29 the following degrees were conferred :— 
M.D.—*A. C. E. Cole, *O. G. Pantin, W. H. G. Jessop, and 
E. J. M. Bowlby. 


M. Chir.—D. L. Lewis and W. G. Gill. - 
M.B.—*John Hale and H. A. Hamilton. 


* By proxy. 

On Fridays May 5, 12, and 19 at 4.30 p.m. in the depart- 
ment of biochemistry Prof. Johannes Holtfreter of the 
University of Munich will lecture on problems of causal 
embryology. 


University of London 
At recent examinations the following candidates were 


successful :— 
D.P.M. 


With special knowledge of mental diseases.—F. R. C. Casson, 
R. W. Crocket, Gordon Diggle, J. J. M. Jacobs, Roderick 
Macdonald, William Telfer, and D. J. Watterson. 

- Part A—D. W. Abse, W. E. Audley, Sophie Bookhalter, 
and J. D. Uytman. 


Society of Apothecaries of London 

At recent examinations the following candidates were 
successful :— 

Surgery.— D. H. Dracup, R. S. Holtan J. A. L. Leeming, 
E. C. G. Miller, and J. A. V. Shone. 

Medicine.—N. F. Bishay, D. Macpherson and F. D. P. 
a orenali Medicine.—D. Macpherson and F. D. P. Palmer. 

Midwifery.—J. J. Brenner, D. Specter, and W. N. Vellacott. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery and mid- 
wifery: J. A. L. Leeming (Oxfd and Guys), F. D. P. 
Palmer (Middlesex), and J. A. V. Shone (London Hosp.). 


University of Wales 
At recent examinations the following candidates were 


successful :— 
D.P.H. 


Part I..—H. L. Ackerman, James Paterson, Idwal Pugh, and 
R. W. Thomas. 


Queen’s University, Belfast 

Applications for five Musgrave studentships, in patho- 
logy, biology, chemistry, physics and physiology, are 
invited. Each is worth £200 a year. They are open to 
British subjects who are graduates of at least one year’s 
standing in a university of the British Empire. Applica- 
tions should be sent to the secretary of the university 
by June 1l. 


Royal College of Physicians of London 


At a meeting of the college on April 27 with Dr. Robert 
Hutchison, the president, in the chair, Prof. Harvey 
Cushing was elected an honorary fellow. Sir Charles 
Blackburn and Dr. 8. V. Sewell, president and president- 
elect of the Royal Australasian College of Physicians, and 
Dr. N. G. Horner, editor of the British Medical Journal, 
were elected fellows under by-law XXXVIII (b). The 
following members were elected fellows :— 


raun, Frederick Martin Brice 
Belfast); Louis A .D. Lond. 
, M.B. Lond. (Manchester) ; 
revor (Toronto); Norman Bruce 
Williamson, M.D. Edin. (London); Eric Benjamin Strauss, 
D.M. Oxfd (London); Colonel Edward Selby Phipson, M.D. 
Lond. (Assam); Geoffrey Lawrence Samuel Konstam, M.D. 
Lond. (London); Ronald Edward Smith, M.B. Camb. (Rugby); 
Albert Victor Neale, M.D. Birm. (Birmingham); Hugh ay sa 
Garland, M.D. Leeds (Leeds); Cuthbert Leslie Cope D.M. Oxfd 
dena i John Callis Hawksley, M.D. Lond. London); Jobn 
mith, M.D. Aberd. (Aberdeen); Hugh Crichton-Miller, M.D. 
Edin. (London); Rupert Samuel Bruce Pearson, D.M. Oxtd 
London); Frank Patrick Lee Lander, M.D. Lond. (London); 

ichard White Bernard Elis, M.D. Camb. (London); Wiliam 
Donald Wykeham Brooks, D.M. Oxfd (London); Janet Maria 
Vaughan, D.M. Oxfd (London); Robert Pierret, M.D. Lyon 
(Paris); Wiliam Allen Daley, M.D. Lond. (London); Naguib 
Mahfouz Pacha, M.B. Cairo (Cairo); Sir Henry Bashford, 
M.D. Lond. (London); William Fletcher Sbaw, M.D. Manc. 
(Manchester); and Henry Francis Moore, M.D. Dubl. (Dublin). 


The following were admitted members of the college :— 


Alice Josephine Mary Taylor Barnes, M.B. Oxfd, Amiya 
Kumar Basu, M.B. Calcutta, Richard Maxwell Biggins, M.B. 
Melb., Manindralal Biswas, M.B. Calcutta, John Henderson 
Bolton, M.D. Melb., Josiah Mark Bonnin, M.B. Adelaide, James 
Eric Clarke, M.D. Melb., William Paton Cleland, M.B. Adelaide, 
William Richard Shaboe Doll, M.B. Lond., William Henry de 
Bargue Hubert, L.R.C.P., Ralph Kauntze, M.B. Camb., George 
Marcus Komrower, M.B. Manc., Eliot Digby Mackworth, M.B. 
Aberd., Ram Prakash Malhotra, M.B. Punjab, Emanuel Miler, 
L.R.C.P., Robert Mowbray, M.D. Durh., Frank Haddow 
Scadding, M.B. Lond., and John Dalrymple Willis, M.B. N.Z. 


Licences to practise were conferred upon 220 candidates 
{204 men and 16 women) who have passed the final 
examination of the Conjoint Board and have complied 
with the by-laws of the college. The following are the 
names and medical schools of the successful candidates :-— 

Ghulam Ahmad, Lond.; A. C. Anderson, St. Bart.’s; S. C. 
Appleton, St. Thos.; G. N. Arthurs, Lond.: D. W. R. Ashby 
Westminster; John Aspin, Camb. and Middlesex; MHarol 
Auger, Lond.; D. M. Baker, Camb. and St. Thos.; G. C. 
Barron, Camb. and Middlesex; T. H. Bassett, St. Bart.’s: 
L. S. Beizer, St. Bart.’s; R. C. S. Benson, Lond.; W. C. 
Berriman, Manc. ; E. B. Berry, Guy’s; A. C. Bingold, Lond. ; 
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F. T Era e Birm. and Univ. Coll. ; P. H. Birks, Guy’s; 
St. J. M. C. Birt, St. Thos. ; M. R. Blair, Guy’s; R.A. Biair, 
Lond. : P. J. Blaxland, he Mary’s ; J.A. Bowen-Jones, Gay ee : 
E. S. Brawn, St. Ma W. E. "Bryan, St. Bart's; M. M 

Bull, Camb. and St. art.’ 8; N. F. E. Burrows, Oxfd and 


Middlesex : : J. R. pala wel, St. Thos.; K. P. 3. Caldwell, 
Camb. and St. Mary’ 83 A. Campbell, Camb. and et Thos. ; 
John Carter, Lond. ; pI J. R. Chalon, St. Mary’s; J. H. 0. 


Chance, Birm.; P. T. Chopping, St. Thos.; Nancy G. Clegg 
Leeds; P. U. Colyer, St. Thos.; C. A. G. Cook, Guy’s; Ewa 
Cook Leeds ; f BL Corsi, St. Bart.’ 8%, J. M. Couchman, Oxfd 
and, St. T H. Crabb, Guy’s; J. D. Craig, St. Mary’s ; 
V. Grawtord, Tend G. R. Crawshaw, Mane. ; J. J. Crehan, 
Shefi. J. L.S. ' Cresswell, St. Mary’s; A. P. Curtin, St. Bart.’s ; 
O. Davies, Lond. ; Dilys L. Davies, Cardiff ; 25 M. Davies, 
Birim. ‘ Davies, Manc.; R. M. Davies, Westminster ; 
Nathan Dembovitz, St. Geo.: R. G. Denniss, Leeds; Raoul 
de Senneville, St. Bart.’s: H. E. de Wardener, St. Thos. ; 
N. J. Dhond » Bombay ; Benjamin Djanogii, Guy’s; ; William 
Donkin, St. art.’ 8; J. A. Duncan, Birm.; R. Wea ee Oxfd 
and St. Thos. $ F. H. Edwards, Westminster ; W.G.C.E wards, 
Middlesex ; T. K. Elliott, St. *Mary’s ; E. M. Elmhirst- Doce 
A Bart. gs J.F. Erskine, Charing Cross; R. H. Evans, Guy’s ; 
. Fearnley, St. Thos.; ©. M. Fletcher, Camb. and St. 
> Richard Fletcher, Camb. and St. Geo.; . H. 
Flew, St. Thos.; Mita Frost, Roy. Free; J. W. Garr maway, 
Middlesex; M. O. J. Gibson Camb. and St. Thos. ; J. C. Gillet 
Oxfd and Middlesex; Barbara Girling, West Lond. ; 
Gleave, St. saat ey, ; F. S. Gorrill, Charing Cross ; Š L 
St. Thos. ; T. A. Hackett, St. Bart. ’s; R. vV. Hafner, 
Univ. Coll. ; P E Hanbury-Webber, St. Bart. s; Jacob 
Harders, Lpool ; E. Xi Haroun, St. Geo. ; K. L. Hart, St. Thos. ; 
M. F. Hart „Guy's; G . G. Hartill, St. Bart.’ 8; ©. F. Hawkins, 
Gu "8; ; F. A. Henley, Middlesex ; Jack Herbert-Burns, Univ. 
Qo - J. B. Heycock, St. Thos, ; > P. F. J. Hickinbotham, E Birm. ; 
A. C.’S. Hobson, St. M T. P. Hopkins, care i W. J.T. 
Howard, Guy’ s; Consitt uddlestone, Durnh. ; w.A. Hughes, 
Univ. Coll. ; J. F. Hughes, St. Bart.’ 8; J. P. ee St. Thos. ; 
I. M. Jackson, Camb. and Lond.; Beryl C. James, Roy. Free ; 
B. A. Johns, Birm. ; Dorothy H. Johnston, Roy. Free ; ; 
R. D. C. Jobnstone, St. Thon. i A. K. Jones, St. Thos. ; 
Eleanor M. Jones, Cardiff ; A. Jones, Guy’s; F. P. Kay, 
Royal Halifax Infirma. Ta M M. Kennedy, N orthwestern Univ. 
and West Lond.; J. . Kershaw, Lond.; Robert Kershaw, 
St. Bart.’s; R. ‘A. King, Lond.; M. H. Kinmonth, St. Thos. ; 
W. H. Kirkealdy-Willis, Camb: and Lond.; A. H. Knight, 
Guy’s; Dorothy M. S. Knott, Roy. Free; ’D. B. 
Bombay and Lond.; H. C. Lanchester, St. Thos. ; 
Lawrence, Univ. Coll: ; Mary Laws, Univ. Coll.; J oyce Leach, 
Manc. ; pecBrey Ley , Westminster ; J.S. Lillicrap, St. Bart.’ 83 
J. H. Lowe, D N ; Mocdonald, Oxfd and Lond.; 
G. C. Mackay, St. “Bart.” f a; Margetts, Ki ponge Coll. ; 
R. E. D. Markillie, St. Thos. ; $. Marae G. R. 
Marshall, Lpoo! ; we R. B B Mathias, Cardiff ; Richard “Mawson, 
Univ. Coll. ; Meredith, Guy’s; A. E. W. Miles 
gon D aiae Manc. ; Shivaprasanna Misra Colonia ; 
B Mitchell, St. „Mary s; Mary L. Mittell, Roy. 
Hody Bombay ; , Univ. Coll. ; Margaret J. Morean. 
Roy. Free ; PN Morley, Camb. and Lond.; Donald Munro- 
Ashman, St. meron Jobn Murray, Middlesex ; J. O. H. 
Nicolas, St. Bart.’s ; „Frederick Noronha, Bombay; Mary B. 
Oakden, Manc. ; A. gen vie, Camb. and Lpool; S. P. S. 
Oswald, St. Thos. ; : Kenne h Page, St. Mary’s; K. R. Pallot, 
St. Bart.’s; L. M. Pearce, St. Geo.; Sylvia Pearson, Birm. ; 
W. H. Peek, Westminster; J. L. Penistan, Lond. ; . A. 
Penn, Charing Cross ; ; J. H. Penrose, St. Thos.; P. E. Perceval, 


Camb. and Lond.; Freda M. Pescatore, King’s Coll.; C. P 


Petch, Camb. and St. Thos. ; A. K. Pittman, Charing Cross; : 
M. J. Pleydell St. Bart.’s ; ‘Benny Pomerantz, Westminster ; : 
H. I. Porcher, Univ. Coll.; Felix Post, St. Bart.’ 8; F. L. 


Potter Hg Bart. Bs R. W. K. Purser, St. Thos. ; P. R. Rainford, 
West Lond. ; G. J. F. Rees, Guy’s; I. B. Rees-Roberts Univ. 
Coll.; B. W. Richards, St. Bart.’s; D. G. B. Richards, Birm. ; 
J. R. E. Richardson, Guy’ 8; Frances M. Roberts, Roy. Free ; 
J. D. Rochford, St. Bart.’s; Nancy G. Rogers, Cardiff ; Ernst 
Pla eaaber Middlesex ; W. H. S. St. John-Brooks, Camb. and 

Thos. ; Mary Savory, Univ. Coll. ; Sidney Shaw, Charing 
Grogs 3 W. A. de C. Shearman, Guy’s; M. A. Shellim, Guy’s ; ; 
S. Shuttleworth, St. Bart.’s; M. R. J. Snelling, St. Bart.’s ; 
K F O. Speirs, King’s Coll.; J. R. Squire, Camb. and Univ. 
Coll.: H. N. D. Stephens, St. "Mary’s ; C. ‘Steptoe St. Geo. ; 
A. M. Stevens, Camb. and Charing Gross ; M. G. Stewart, 
Guy’s; J. E. T. Strickland, Lond. ; My Gwadiston St. Goo: ; 
Geoffrey Tabuteau, Middlesex ; J. Y: Taylor, Shefr. ; ae 
. E. Tees, Charing orges i 


Boonchuay Tongbai, St. Barts 8; ' E. H. Travers, Edin. ; Dhav} 
Tumrasvin, Guy’s; B. W. Turner, St. Bart.’s; L. H. Turner 
Middlesex; R. S. Turner, Lond. ; e H. Tyrer, Camb. and 
tae ar ey H. G. Vyse, St. Thos. ; D. Walker, Middlesex ; 


R. J.S. Walker, Lpool; K. H. Walter, Guy’s; Martin Ware, 
St. Bart.’ s: ©. K. Warrick St. oe 8; Peter Watts, Univ. 
Coll.; J. W. S. Welbon, St. Mary’s;: R. G. S. Whitfield, 
Middlesex; H. W. Whittingham, Camb. and Middlesex : 
Para Wilson, Camb. and St. Thos. ; ; and P. B. Woodyatt, 

esex. 


Diplomas in anesthetics were granted to the candidates 


named in our issue of April 22 in the report of the meeting 
of the Royal College of Surgeons. 

Diplomas in tropical medicine and hygiene were also 
conferred jointly with the Royal College of Surgeons, 
upon the following candidates :— 


A. C. E. Cole, W. G. Davidson, S. M. Desai, A. M. Dimyan, 
W. R.M. Drew, Adalberto Gomez, Munir Grais, H. P. Gunetilleka, 
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A. J. Haddow, G. X Hargreaves, J. K. Hunter, J. S. B. 
P umarakulasinghe, J ; McDonald, Sosa Matthew, S. K. 
Mufarrij, K p, G. Roran H. B. Patil, E. P. Rigby, P. A. Shah, 
D. G. Snell, W.A , Thomas, S. C. Thurai-Rajah, ; M. Vanniase- 
garam, D P. Viljoen, O ©. Warnesuriye, O. ’G. Weerasin: gehe. 


Prof. J. W. McNee was re-elected a representative of 
the college on the executive committee of the Imperial 
Cancer Research Fund and Dr. Reginald Hilton repre- 
sentative on the scientific advisory committee of the 
Radium Institute and Mount Vernon Hospital. Prof. 
W. W. D. Thomson was appointed a delegate to the 
25th annual conference of the National Association for the 
Prevention of Tuberculosis at Belfast (June 29 to July 1). 


Scottish Conjoint Board 


The following candidates having passed the final 
examination of the board were on April 29 admitted 
licentiates of the Royal Colleges of Physicians and Surgeons 
of Edinburgh, and of the Royal Faculty of Physicians and 
Surgeons of Glasgow :— 


William Anderson, G. L. Basak, S. S. Basta, C. H. Boyd, 
William Briggs, A. A. Browne Caroline M. Brown, Gertrude M. 
Brown, Hyman Chartock, © Dhlamini, F. L. Fung, W. F. H. 
Gibson, L. N. Gitzelter, Phos ‘be T. Goggin, Nathan Goodman, 
M. F. H. Griffith, E. J. Guller, H. L. Hart, Murugesu Kandasamy, 
Marcus Langman F. Lassalle, ‘John Loudon, R. W. 
Mec lemente, G. W. R. MacGregor, Mary P. Maclean, G. R. P. 
MacLeish, S. S. he oema, John Morkan, S. G. Paletz, TAa 
Perpoli ba M. Robertson, W. S. Schram, ‘pte Siegel, 
H. 8. V. Smith, Ali Tawfic, Abraham Unger, and B. N. Young. 

The following graduates of recognised universities 
having passed the final examination were also admitted 
licentiates of the colleges and the faculty :— 


Paul Baer, S. F. Bernat, Wolf Elkan, Rudolf Freudenberg 
Gerda Friedmann, A. Malik, Willie Mayer-Gross, an 
R. P. M. Regnault. 


Hospitals Day 


The voluntary. hospitals of London are holding their 
Hospitals Day this year on May 9 in inner London and 
on May 13 in outer London. An anonymous donor has 
offered to add sixpence to every shilling collected in the 
streets. On May 8 Lord Luke, chairman of Hospitals 
Day, will open a hospitals exhibition at Charing Cross 
underground railway station. Offers of help should be 
made to Lord Luke at 36, Kingsway, W.C.2. 


Charterhouse Rheumatism Clinic 


A medical meeting will be held at this clinic, 56, Wey- 
mouth Street, London, W.1, at 8.30 P.M., on Wednesday, 
May 17, when Mr, J. S. Ryan and Dr. Raymond Greene 
will speak on the endocrine aspect of rheumatism. Dr. 
H. Warren Crowe will show a film demonstrating postural 
exercises, and Dr. S. Gilbert Scott a film on spondylitis. 
Members of the medical profession are invited to attend. 


Medical Sickness, Annuity and Life Assurance 

Society 

At the annual general meeting of this society, held 
at its offices, 300, High Holborn, London, W.C.1, on 
April 25, Dr. F. C. Martley, chairman of directors, pre- 
sented the annual report. The past year, he said, had 
been exceptionally difficult, but progress could neverthe- 
less be recorded on every side of the society’s work. The 
premium incomes of the life-assurance and sickness funds 
were now £134,120 and £123,508 respectively, the latter 
showing a record increase during the year. The amount 
paid in benefit in the sickness fund had dropped from 
£61,222 to £59,627, chiefly because there was no universal 
epidemic of influenza. The total funds of the society had 
increased by £203,344 and now stood at £1,790,000. As 
regards investments a steady flow of money was being 
invested in practices and houses, and a stage had been 
reached at which substantial sums were being annually 
repaid. 

After the directors’ report and balance sheet had been 
adopted, the two retiring directors, Dr. de Bec Turtle 
and Mr. Lancelot Bromley, F.R.C.S., were re-elected, and 
to fill the vacancy caused by the death of Mr. W. H. 
Dolamore, Mr. C. P. G. Wakeley, F.R.C.S., who had 
already been coöpted by the board, was elected. Approval 
was given to a recommendation ‘for the payment of an 
interim bonus on all with-profit policies for permanent 
sickness and accident insurance and life assurances becom- 
ing claims during the year ending Dec. 31, 1939. 
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Mr. Arthur Miller, honorary surgeon in charge of 
the ear, nose and throat department of the French Hospital 
in London, has been elected a corresponding member of 
the French Society of Otolaryngology. 


Kensington Medical Society 

Lord Horder’s address to this society, which was to 
have taken place on May 10, has now been postponed to 
June 14. Lord Horder will speak on the mental aspects 
of physical disease. 


Guy’s Hospital 

On Monday, May 8, at 5 r.m., Dr. W. Randolph Lovelace 
of the Mayo Clinic will give a lecture in the medical school 
of this hospital. He will speak on the use of high concentra- 
tions of oxygen and of helium and oxygen mixtures. 


Royal Society of Arts 


On May 8, 15, and 22, Prof. E. C. Dodds will deliver - 


three Cantor lectures to this society. He will speak on 
modern chemistry, modern medicine, and modern food. 
The lectures will be held at 8 p.m. in the house of the society, 
John Street, Adelphi, London, W.C.2. 


Research in Encephalitis 

The foundation of the advancement of encephalitis 
research, at the University of Berne, offers prizes to 
workers in that field. Particulars will be found in our 
advertisement columns, 


London (R.F.H.) School of Medicine for Women 

It is announced that a royal charter was granted to this 
school on Dec. 9, 1938. The school was founded in 1874, 
and in 1898 was registered as an association incorporated 
under the Companies Acts. 


Road Accidents in Ireland 

An official return of the road accidents in the area under 
the control of the government of Ireland in the year 1938 
has recently been issued. There were 221 persons killed 
and 5558 injured. With the exception of the year 1933 
the total number of persons killed or injured has for many 
years shown an upward tendency. Of pedestrians 90 were 
killed and 1881 injured. Of pedal cyclists 80 were killed 
and 1778 injured. In the opinion of the police, on whose 
reports the return is based, 13°8 of the accidents were due 
to pedal cyclists, 11°7 to pedestrians, and 51°3 per cent. to 
vehicle drivers. The chief causes of motor accidents were : 
excessive speed, 965, of which 33 were fatal; failing to 
keep the right side of the road, 660, of which 17 were 
fatal; improperly overtaking, cutting-out, &c., 751, of 
which 7 were fatal; coming from one road into another 
carelessly, 1191, of which 4 were fatal. The influence of 
alcohol was considered responsible in 101 accidents, of 
which 3 were fatal. While the figures for 1938 showed an 
imcrease of 12 fatally injured and 1311 injured over the 
figures for. 1937, there was an increase of 4635 motor 
vehicles on the roads from the earlier year to the later, 


Scottish Association for Mental Hygiene 

The Scottish Association for Mental Welfare was formed 
in 1922 at the request of the General Board of Control 
for Scotland as a voluntary body to supervise the welfare 
of defectives not in institutions through care committees, 
committees for home visitation and employment centres 
throughout the country. In 1929 this work, which was 
confined to dealing with defectives, was extended to deal 
with mental hygiene in the non-defective community 
as part of a world-wide mental hygiene campaign originated 
in the United States. The aims of this section were 
directed chiefly to propaganda in order to increase public 
awareness of the problems of neuroses and early psychoses 
and to foster the utilisation of psychiatric clinics through- 
out the country. In 1934 the Scottish Child Guidance 
Council was formed as a separate body and in May, 1938, 
these two bodies amalgamated to form the Scottish 
Association for Mental Hygiene which now represents the 
unification of activities directed towards mental defect, 
mental hygiene, and child guidance. Local authorities, 
medical, educational, and social bodies are represented 
on the association, and any interested person may also 
join. Further information may be had from the secretary, 
23 Eglinton Crescent, Edinburgh. 


Air-Commodore William Tyrrel and Air- 
Commodore A. S. Glynn have been appointed honorary 
surgeons to the King; and Group-Captain G. S. 
Marshall and Group-Captain H. L. Burton honorary 
physicians to the King. 


Patent Medicines and the Budget 


At a council meeting of the Pharmaceutical Society of- 
Great Britain on Wednesday last the president said that 
the Government’s proposed removal of the Medicine 
Stamp Duty and Patent Medicine Licence Duty would 
encourage abuses that Parliament intended to discourage 
when it imposed a vendor’s tax 150 years ago. “ I cannot 
believe,” he said, “ that the Government would desire to 
remove every vestige of restriction upon the sale of self- 
prescribed medicines at present subject to the acts.” The 
effect of repeal of the duty would be to encourage a return 
to secret remedies, to promote the use of medicines far 
beyond the needs of the community, and to divert to the 
untrained and unqualified vendor a greater proportion of 
the handling of drugs. 


Congress for Life Saving 


The fifth International Congress for Life Saving and 
First Aid to the Injured will be held at Zirich and 
St. Moritz from July 23 to 28. The chairman of the 
British committee is Mr. Thomas Stowell, F.R.C.S., and 
the secretary, Mr. G. L. Perry, may be addressed at 
14, Hobart Place, London, S.W.1. 


National Fitness Council for England and Wales 


At a meeting of this council held on May 2 at the 
Ministry of Health, Whitehall, Lord Dawson said that 
the subcommittee set up to determine the criteria of 
fitness had agreed upon the following definition for the 
purposes of the National Fitness Council: ‘ Fitness is a 
state of physical, mental and spiritual wellbeing in which 
the individual can perform and enjoy the activities of his 
leisure and working hours.” 


Royal Faculty of Physicians and Surgeons of Glasgow 

At a meeting of the faculty on May 1 Prof. T. K. Monro 
was admitted to the honorary fellowship. In introducing 
the new fellow, Dr. John Henderson, the president, said : 
“ Dr. Monro is well known to you all as a physician and 
teacher of distinction, a wise councillor and an ex-president 
of this faculty, a medical historian, and an author whose 
work has not entirely been confined to the field of 
medicine. He has already been honoured by his own 


university who conferred on him the honorary degree 
of LL.D.” 


Devon and Exeter Cancer Fund 


At the annual meeting of the trustees of this fund 
Dr. Charles Wroth, the medical officer, stated that the 
amount and type of work carried out in the past year 
in the radiation treatment of malignant disease was 
practically identical with that of the preceding two or 
three years, and it seemed unlikely, for the present, that 
any important change would take place in this aspect of 
attack. Minor variations in technique might improve 
results, but it seemed that standardisation of the accepted 
methods was taking place, and that a more accurate 
knowledge of those conditions likely to benefit from 
radiation methods was being gained. 


Radiesthesia 

Dr. Ernest W. Martin and Dr. W. Guyon Richards 
inform us that a Medical Society for the Study of 
Radiesthesia has been founded and will meet in London 
at 8.30 P.M. every third Thursday in each month. “We 
desire,” they say, “to study not only radiation from the 
human body, but electrical conditions generally—the 
action of mind on mind and allied phenomena.” After 
referring to the use of measuring apparatus, including 
**those developed from Abrams’s discoveries, Boyd’s 
emanometer, divining rod and pendulum,” they state 
that the membership is confined to qualified medical men 
though physicists and others will be asked to attend as 

ests. Particulars may be had from Dr. Richards at 
12, Park Crescent, W.1, where the meetings will for the 
present be held. 
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ROBERT ALFRED BOLAM 
KT., O.B.E., M.D. DURH., LL.D., F.R.C.P. 


Sir Robert Bolam died at his home at Newcastle- 
on-Tyne on April 28 at the age of 67. His death 
is the greater blow to his friends that it was 
unexpected ; his energy had seemed so little subject to 
physical limitations. Natural ability combined with 
tenacity of purpose and business acumen brought. 
him success at every stage of a career which included 
the vice-chancellorship of Durham University, the 
chairmanship of council of the British Medical Associa- 
tion, and the chair of business at the General 
Medical Council. | 
Robert Alfred Bolam was born in 1871, the son of 
John Bolam, a Newcastle chemist, and was educated 
- at Rutherford Col- 
lege, graduating at 
the University of 
Durham medical 
school in 1896 with 
the gold medal in 
medicine. He then 
worked with W. D. 
Halliburton at 
King’s College, 
London, returning 
to Newcastle to 
demonstrate prac- 
tical physiology and 
pathology, becom- 
ing joint lecturer 
with Sir Thomas 
Oliver at the col- 
lege of medicine, 
and ultimately 
I‘ succeeding him as 
its president. His 
scientific equip- 
ment served him in 
good stead in the 
self-imposed task of reorganising the college museum, 
in which he was assisted by G. G. Turner, using for 
the first time the Kaiserling method. He soon became 
assistant physician to the Royal Infirmary and in 
1907 succeeded James Limont as physician to the 
skin department. During the late war he was in 
command of the Wingrove Hospital, which was the 
venereal-disease department of the Ist Northern 
General Hospital, and when this clinic was merged 
with the skin department of the infirmary he took 
charge of both until his retirement in 1931.. Not 
content with lecturing on physiology, pathology and 
then dermatology he was also lecturer on medical 
jurisprudence and held the chair at the school in 
that faculty. In 1927 he followed R. Howden as 
registrar of the college of medicine, becoming presi- 
dent of the college in 1934. On the academic side 
he was senator and pro-vice-chancellor in 1935 and 
vice-chancellor in 1936-37. But this did not prevent 


(Walter Scott 


him from acting as chairman to a departmental com- 


mittee on the training of midwives or as a governor 
of the British Postgraduate Medical School. 
This bare outline of Bolam’s career in his home 


town needs something to be added of the personal 


impression he made there. In the course of an 
intimate letter Sir Thomas Oliver writes: ‘‘ As the 
oldest member of the college of medicine and one 
who had known Robert Bolam from his boyhood, 
I can express not only my own sense of personal 
deprivation but of the great loss his comparatively 
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early death is to medicine generally and to this 
school in particular. He was a remarkable tech- 
nician, had good expository gifts and was an adept 
chemist, so that when I was. carrying out experi- 
ments on occupational maladies and particularly an 
inquiry into the cause of death in electric shock he 
proved himself a most capable and suggestive 
co-adjutor. Later he became an outstanding man 
in any assembly; he made an excellent chairman, 
for he had a wide knowledge of procedure. He was 
slow to speak until he had listened to the opinions of 
others, but when he had anything to say he had the 
courage of his convictions as well as the ability to 
express and sustain them. During the building of 


‘the old college in Northumberland Road his know- 


ledge of the requirements of physiological labora- 
tories and class-rooms for the various departments 
rendered great assistance to the architects and it was 
his friendship with Sir Arthur Sutherland that led to 
the gift of £100,000 which provided our new school. 
Honour after honour kept pouring in upon him, and 
although some of them demanded personal service in 
return he never deviated from the path of rectitude 
in regard to all his commitments ; but the work was 
arduous and gradually told upon him. Despite 
increasing myocardial weakness he was able to dis- 
charge with his usual brilliance and courtesy the 
duties incidental to the royal visit on Feb. 26. The 
end came from sudden cardiac failure. His is a 
record of a life fully lived, and of work well done.” 

It was in his early forties that Bolam became 
associated with the central administration of the 
British Medical Association. He became a member 
of the representative body in 1913 and a member of 
the council in 1915. Five years later, during the 
annual meeting at Cambridge, he was elected chair- 
man of council in succession to J. A. Macdonald. 
It was a matter of astonishment to Londoners that 
he was able to combine active practice in Newcastle 
with unwearying attention to the duties of this 
chairmanship. Mr. Bishop Harman writes: “I 
have served with Bolam on many councils and com- 
mittees, and I do not think there has ever been any 
man with whom I have come in close contact whose 
personality has been more human, more influential, 
and more effective than his. There is still in my 
mind a vivid impression of my first knowledge of 
him. It was at a meeting of the representative 
body of the British Medical Association. There were 
under consideration the proposals of the Govern- 
ment for the organisation of the treatment of venereal 
diseases. One of the items of those proposals was 
a provision that ‘606,’ or its equivalent, should 
be supplied free of charge to all registered medical 
practitioners who could give evidence of their 
competency to administer it. There was a vehement 
repudiation from speaker after speaker of the qualifica- 
tion attached to the provision. Every registered 
medical practitioner, it was asserted, was competent 
to do necessary medical work, and the qualification 
was an infringement of the statutory powers of the 
General Medical Council and the Medical Acts. The 
trend of the debate was such that it appeared to be 
certain that the offer of the Government would be 
rejected. Then Bolam got up. I think there were 
few who knew him then. But they knew him well 
in the course of the next few minutes. In the simplest 
of terms he gave the meeting a clinical lecture on his 
personal experiences of the difficulties and dangers 
of the administration of this treatment, which at 
that time was relatively new. It was the shortest 
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and the most effective clinical lecture I have ever 
heard. Its effectiveness was demonstrated by the 
immediate acceptance by the meeting of the proposals 
of the Government including the qualifying clause. 
In all his speaking he showed the same gentle yet 
convincing persuasiveness. He spoke to his audience 
asmantoman. There was no rhetoric of declamation 
or artificial eloquence in his words or manner, but the 
true rhetoric of effective speech. There was no-one 
who listened to him who was not certain of his 
complete sincerity, and his words were correspondingly 
weighty.. 

‘With his work for the British Medical Association 
I was closely associated, and I can bear personal 
testimony to its great value, It was at the first 
normal annual meeting after the end of the Great 
War that he was elected chairman of the central 
council, and for seven years, during the heavy work 
of reconstruction, he gave the fullest service to 
the association. The demand made upon his time 
by attendances at meetings in London was such 
that I often thought he slept more often in the railway 
train than at his home. Besides his power for work 
and the acuteness of his judgment, he had the gift 
and the manners of a dignified courtier. It was a 


real pleasure to witness the naturalness and orderliness | 


with which he received King George V and Queen 
Mary when they opened the new B.M.A. House in 
Tavistock Square; and when on the same day he 
received the Archbishop of Canterbury for the 
dedication of the great gates to the court of honour. 

“« Finally, I would like to give my personal testimony 
to the services he rendered to the General Medical 
Council. The fact that he, a north country consultant 
and specialist, was elected by the great bulk of the 
profession who are naturally in general practice is 
in itself eloquent testimony to the impression he 
made upon his colleagues. As chairman of business 
he held an office that entailed delicate decisions the 
difficulty of which only members of the council 
could assess. There were many who felt that the 
time might come when he would be called upon to 
undertake still more responsible work for the council. 

“ Members of his family often accompanied him 
to annual meetings of the association, and our 
sympathies go out to Lady Bolam, his son Dr. R. 
Mason Bolam, and his two daughters.” 


The President of the General Medical Council 
writes: “ Sir Robert’s death is a heavy blow to the 
council, of which he had been a member since 1920, 
first as a direct representative, and since 1928 as 
representative of the University of Durham. Since 
1932 he had been elected year by year to be chairman 


of business, and I do not think any president ever- 


had a more efficient aide-de-camp. He served at 
one time or another on almost all the committees 
of the council, and left the mark of his business- 
like mind on each of them.” 


NORMAN JAMES MACDONALD 
B.A, CAMB., M.R.C.S. 


Dr. Macdonald, who died in London on April 24 
at the age of 44, was the only son of the late Mr. C. J. B. 
Macdonald, for many years agricultural correspondent 
of the Times. He was educated at Pembroke College, 
Cambridge, and St. Bartholomew’s Hospital, where 

his study was interrupted by service as surgeon 
sub-lieutenant in the Royal Naval Volunteer Reserve. 
Qualifying in 1919 he became ophthalmic house- 
surgeon at the hospital and later house-surgeon to 
Mr. L. Bathe Rawling. Even then his physique 
was not good, and Mr. Rawling recalls the courage 
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and determination which overcame his disabilities. 
Although possessing decided’ opinions and quite 
fearless in their expression he was popular with his 
colleagues, who found him conscientious in his work, 
kind and considerate to his patients and courteous 
to everyone. When his hospital appointments were 
finished he went to the American School of Osteopathy 
at Kirksville, Missouri, and qualified there as a doctor 
of osteopathy, and it was largely on osteopathic 
lines that he had practised in London for the past 
fifteen years, making occasional contributions to the 
medical press on the influence of spinal manipulation 
and adjustment. A few years ago his name came 
before the public through his criticism of the telephone 
service, which had failed to respond at night to an 
urgent call to notify a fire in Wimpole Street, and his 
action at this time was followed by the introduction 
of the new emergency call of 999. 
Dr. Macdonald leaves a widow. 


Medical Diary 
May 8 to May 14 


SOCIETIES 
ROYAL 80 SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 


Therapeutics and Ph armacology. 4.30 general 
meeting. Mr. C. Rimington, Ph.D.: Porphyrins and Their 
Relation to the Metabolism of Blood Pigments. G. 
Brownlee: Porph Excretion Following Antipyretics. 
Dr. N. Hamilton &irley: Methæmalbumin. 

Psychiatry. 8.30 P.M., annual general meeting. Dr. W. 
Russel Brain, Dr. H. V. Dicks, and Dr. E. A. Carver: 
Medicine and the Law in Relation to Drug-addiction. 

WEDNESDAY. 

Proctology. 8.30 P.M., Mr. J. P. Lockhart-Mumm ummery i 
Heemorrhagic Purpura, Complicating Excision of the 
Rectum. Dr. Cuthbert Dukes: Ossification in Rectal 

cer. Mr. Harold Edwards: Diverticula of the Small 
and Large Intestine. Mr. E. G. Muir: Abdominal Resco- 
tion for Rectal Carcinoma. Mr. Maurice Lee: Treat- 
ment of Partial Prolapse of the Rectum by Perirectal 
Injections of Sylnasol. Mr. W. C. Barber: Perianal 

F eo rilon of Unknown Ætiology. 
RIDA 
Clinical. 5.30 P.M., annual general meeting. 


MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1. 

MONDAY.—8 P.M., annual general meeting. 8.30 P.M., 
Prof. J. A. Ryle: Clinical Sense and Clinical Science 
(annual oration). 

HARVEIAN SOCIETY OF LONDON. 

THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Mr. L. R. 

Broster: Recent Advances inthe Surgery of Adrenal Cortex. 
HUNTERIAN SOCIETY. 

MONDAY.—8.30 P.M. (Simpson’s Restaurant, Bird-in-Hand 
Court, Cheapside, E.C.2), annual general meeting. Mr. C. 
Ainsworth Mitchell, D.Sc. : Identifications in Criminology. 

MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 


THURSDAY.—8.30 P.M. (11, Chandos Street, W.1), Dr. Desmond 
Curran : Escape into Drugs and Alcoholism. 


P.M., 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL SOCIETY OF ARTS, John Street, Adelphi, W.C.2. 
MonpDay.—8 P.M., Prof. E. C. Dodds: Modern Chemistry 
Modern Medicine, and Modern Food. (First Cantor lecture. j 
TAVISTOCK CLINIC, Malet Place, W.C.1. 
MOoNnNDAY.—6 P.M., Dr. Emanuel Miller : Theories of Instinct (I). 
WEDNESDAY.—3 ’P.M., Dr. Cedric Shaw: Hyperthyroidism. 
4.30 P.M., Dr. H. Crichton-Miller : Anxiety. 
THURSDAY. —6 P. M., Dr. Laura Hutton: PE TA 


INST TUAN OF PSYCHO-ANALYSIS, 96, Gloucester Place, 

TUESDAY.—8.30 P.M., Mr. R. Money-Kyrle: Varieties of 
Group Formations. : . 
GUY’S HOSPITAL, S.E.1. 

MoNDAY.—5 P.M., Dr. W. Randolph Lovelace (Mayo Clinic) : 
The Use of High Concentrations of Oxygen and of Helium 
and Oxygen Mixtures. 

ST. MARY’S HOSPITAL, W.2. 

TUESDAY.—5. P.M. (institute of pathology and research), 
Dr. V. D. Allison: The Mode of Spread of Acute Strepto- 
coccal’Infections. 

WESTMINSTER HOSPITAL, Horseferry Road, S.W.1. 

TUESDAY.—5 P.M., Dr. W. E. Lloyd: Lymphosarcoma. Mr. 
F. C. Ormerod: Carcinoma of the Larynx. 
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Po eae POSTGRADUATE MEDICAL SCHOOL, Ducane 

oa 

TUESDAY.—4.30 P. M., Dr. C. M. Hinds Howell: Syphilis 
of the Nervous System. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. T. C. Stamp: The Bacteriology of 
eee ‘Respiratory Infections—Pneumonia and Whooping- 

3 P.M., Clinical and pathological conference 
(surgical). 4.30 P.M., Prof. J. McIntosh: Cancer. 

THURSDAY.—2.15 P.M., Dr. Duncan White : radiological 
demonstration. 3.30 P. M., Mr. Wilfred Shaw: Neoplasms 

of the Ovary, including Endometriosis. 

FRIDAY —2 PM, inical and pathological conference 
(obstetrics and’ gynecology). 2.30 P.M., Mr. Cecil Joll: 
Toxic Goitre. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics and 
operations: obstetrical and gyneecological clinics and 
operations. 


Oa FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. M. Hynes: Ætiology of. Gastro- 
enteritis. 3 P.M., Mr. Charles Donald: Surgical Tuber- 
culosis in Childhood. 

Outpatient clinics daily at 10 A.M. and ward visits at 2 P.M, 


BOND ON. SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


W. N. Goldsmith: Acneiform 
TUESDAY.—5 P.M., Dr. Mitchell Heggs: Skin Affections of 
the Hands and Feet. 
THURSDAY.—5 P.M., Dr. W. Griffith : Bullous Eruptions. 
FRIDAY.—5 P.M., Dr. G. Duckworth : Psoriasis. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SUNDAY.—ST. PETER’S HOSPITAL, Henrietta 
Street, W.C.2, all-day course in urology. —ST. JoHN’s 
HOSPITAL, 5, ’Lisle Street, W.C.2, afternoon course in 
dermatology. (Open to non-members. }—MAUDSLEY Hos- 
PITAL, Denmark Hill, S.E.5, afternoon course in psycho- 
logical medicine —BROMPTON Hospital, S.W.3, Tues. 
and Fri., 5.15 P.M., M.R.C.P. course in chest diseases.— 
INFANTS "HOSPITAL, * Vincent Square, S.W.1, Sat. and Sun. 
course in children’s diseases. 
MANCHESTER ROYAL IN TIRMAR T. 
FRIDAY.—4.15 P.M., Dr. P. B. Mumford : demonstration of 
skin cases. 
HONYMAN-GILLESPIE LECTURE, EDINBURGH. 
THURSDAY.—4.30 P.M. (Royal Infirmary), Mr. J. J. M. Shaw: 
Cancer of the Mouth and Jaws. 


MONDAY. —5 P.M, Dr. 
Eruptions. 


Appointments 


Bonp, S. A., M.B. Glasg., assistant resident medical office 
attached to the obstetrical, gynecological and d oeuepical 
unit at Park Hospital, i], Dayyhul ulme, Manchester. 

COVENEY, MARGARET F., eff., D.P.H., assistant medical 
officer of health for “Edmonton,” 

ELLIOTT, R. W., resident medical officer at the 
Leicester City Isolation eon and gana orum.: 

GHEY, P. H. R., M.Chir. Camb., ‘ , hon. surgeon to 
Addenbrooke’ s Hospital, Cambridge. 

LANGLEY, G. F., Ch.M. Brist., medical superintendent 
at the Borough General Hospital, Ipswich. 

REEs, E. L., L.R.C.P.E., assistant medical officer at Wonford 
House Hospital, Exeter. 

REYNOLDS, S. M.B. Camb., D.M.R.E., hon. assistant 
radiologist to the Prince of Walcs’s ara Hospital, 

ondon 

ROBERTS, C. T., M.B. Leeds, junior resident medical officer at 
Park Hospital, Davzhulme, Manchester. 

ROBERTS, LOUIS, "M.B. Leeds, assistant medical officer at 
Wakefield Mental Hospital. 

Ross-KEYT, F. D., M.B. Aberd., D.P.H., medical officer of 
health for Thornaby- on-Tees and the rural district of 
Stokesley, and assistant to the medical officer of health 
for the North Riding of Yorkshire. 

Dr: J. B. 


Examining Surgeons under the Factories Act, 1937: 
Youne (Garforth District, York, W.R.); Dr. J. JAGO 
(Hathersage District, Derby) ; : Dr. R. OKELL (Winetora 
District, Chester). 


VY acancies 


For further information refer to the advertisement columns 
Aberdeen University.— A. W. Garden aha eines each £200. 
Acton Borough.—M.O.H. and school] M.O., £10 
Albert Dock Hosp., E£.16.—Asst. surgeon ‘in oneal surgery. - 
Ashton-under-Lyne, Lake Hosp. and Darnton House Instiiution.— 

' Jun. res. M.O., at rate of £225. 

Barnes Borough. —Asst. M.O. H., £500. 

Banos hase he Hosp., Battersea Park, S.W.11.—Cas. O., 
at rate o 

Belfast, Ministry or Home Affairs for Northern Ireland.—Medical 
inspector, £750. 

Belfast, Royal Victoria Hosp.—Orthopædic registrar. 

Birmingham and Midland Eye Hosp.—Res. surg. O., £200. | 

Birmingham Royal Cripples Hosp.—Res. H.S., at rate of £2 00. 

British Postgraduate Medical School, Ducane Road, W.12:— 
Assistantship in morbid anatomy and assistantship in 
clinical pathology, each £300. 

Burnley County Borough.—Asst. M.O.H., £600. 

Cardiff, King Edward VII Welsh N ational Memorial Association. 
Asst. res. M.O. for North Wales Sanatorium, £200. 


APPOINTMENTS—VACANCIES 
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Cee la and North Derbyshire Royal Hosp.—H.S. to 
thalao and ear, nose, and throat dept., at rate 


£15 
Colchester, Royal Eastern Counties’ Institution, é&c.— Asst. M.O., 


Colonial Medical Service.—M.O 
Derby, ail Royal Fe anny —H.S. for general surgery, 


Dudiey Guest Hosp.—H.S., £150 

Halifax Royal Infirmary. Sn H. S., at rate of £200. 

Hampstead General Hosp., Haverstock Hill, N.W.3.—Res. cas. 
8 . O. for outpatient dept., at rate of £100. 

Hertford County Hosp.—Hon. consulting physio-therapeutist to 
dept. of physical medicine. Also H.S., at rate of £200. 
Hosp. for Sick Children, Great Ormond Street, W.C.1.—Res. med. 

asst. and clin. pathologist, £125 
Infants Hosp., Vincent Square, W 7estminster, S.W.1.—Hon. clin. 
assts. Also H.P. , at rate of £100. 
Kingston-on-Thames.—M.O. for Bentalls Ltd., £600. 
Leamington Spa, Warneford General Hosp.—Sen. res.surg.O., £200. 
Leeds, Menston Mental Hosp.—Sen. M.O., £650. 
Liverpool University and Maternity Hosp. —Res. obstet. asst. 
and tutor, £250. 
London Chest’ Hosp., Victoria Park, H.2.—H.P. and H.S., at 
rate of £160 and £100 respectively. 
London County Council.—Asst. (class I), £350. Also 
asst. M.O.’s Ae cade II), cect oy. 0. 
London Hosp —Clin. st. in X-ray dept., £100. Also 
anieethatiot to dental dept. 5. 
London Jewish Hosp., Stepney Green, E.1.—Res. M.O. and H.P., 
at rate of £150. Also. H.S. and cas. O., each at rate of £100. 
Manchester, Christie Hosp. and Holt’ Radium Institute, 
Withington.—Visiting aneesthetist. 
Manchester, County Mental Hosp., Prestwich. —Locum tenens 
M.O., 7 eas per week. 
Manchester, aint Mary’s Hosps. —Res. aneesthetist, £100. 
Manchester City.—Two res. asst. M.O.’s for Booth Hall Hosp. 
end res. asst. M.O. for Withington Hosp., each at rate of 
Manchester Royal Infirmary.—Jun. asst. M.O. for Barnes 
Seca Home, at rate of £150. Also hon. asst. 
radiologis 
M aneneen University. —Pilkington fellowship in cancer research 
Metropolitan Hosp., Kingsland Road, E.8.—Cas. O. and res. 
anæsthetist, £ £100. 
iddlesex County Council.—Various appointments, £1000 per 
annum to 3 guineas per session. 
Miori, Srey County Sanatorium.—Jun. asst. res. M. ie at 
rate o : 
Miller General Hosp., Greenwich Road, S.E.10.—Two cas. 
onen at rate of £150. Also H.P. and H. S., each at AA a 
Newton-le-Willows and Golborne Urban Districts.—M.O., £800. 


Nottingham, Children’s Hosp.—Res. H.S., at rate of £150. 

Nottingham General Hosp.—Res. cas. O., at rate of £150. 

Oxford ra, , Warneford HOP: for Mental Disorders.—Locum tenens, 

eas per wee 

Port Elizabeth, South Africa, Provincial Hosp.—Jun. radio- 
grapher, £145. 

Preston and County of Lancaster Royal Infirmary.—Cas. H.S., 
at rate of £150. 

Reading, Battle Hosp.—Res. asst. M.O., £300. 

Rochester, St. i Bartholomew’ s Hosp.—H.S. and H.P., each at 
rate o 

Royal Cancer Hosp., Fulham Road, S.W.3.—Surg. reg., £150. 
Also H.S., at rate of £100. 

Royal London “Ophthalmic Hosp., City Road, £.C.1.—Pathologist 
and curator ate ‘Also asst. surgeon. 

Royal Naval Medical Service.—M.0.’ 

Royal Northern Hoa Holloway, N.1.—H.S., at rate of £70. 
Also consulting physicist. 

Ryde, Royal Isle of Wight County Hosp.—H.P., £130. 

Southampton, Royal South Hants and Southampton Hosp.— 
H.P., at rate of £150. 


- Southend-on-Sea General Hosp.— H.P., H.S., and cas. O., each 


at rate of £100. 
Stepney ae etropolitan Borough.—Tuberculosis officer and asst. 


Stoke-on-Trent City Education Commitiee.—Asst. school M.O., 


£500. 

Sution, Sutton and Cheam Hosp.—Jun. res. M.O., at mare of £100. 

Truro, ’ Royal Cornwall Infirmary.—Jun. H.S., 12 

Twickenham Borough. THe M.O.H., £7 50. 

Walsall General Hosp.—H.S., at rate of £150. 

Warrington County Borough. — Asst. M. O., £500. 

West Ham County Borough.—Med. supt. for South Ockendon 
Colony, £900. 

West Hart epool, Cameron Hosp.— H.S., £150. 

West nor County Council.— Res. med. supt. and asst. county 

Wolverhampton Royal Hosp.—H.S. for fracture and orthopedic 
dept., at rate of £100. 

Woolwich and District War Memorial Hosp., Shooters Hill, 
S.E.18.—Surg. reg., £100. 


The Chief Inspector of Factories announces vacancies for 
Examining Factory Surgeons at  Stratford-on-Avon 
(Warwick) and Montrose (Angus). 


Westminster Hospital, Broad Sanctuary, S.1V.1.—In the adver- 
tisement which appeared in THE LANCET of Apri! 22 and 


29 inviting applications for the post of Part-time Chief 
Assistant and Registrar to the Radiological Department 
(Diagnostic) and l°ull-time Chief Assistant and Registrar to 
the Electrical and Irradiation Unit, the closing date for 
applications, through a printer’s error, was shown as 


Saturday, May 27. This should have read Saturday, 
May 6, and al! applications should be received by this date, 
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COMPULSORY MILITARY TRAINING 


‘UNDER the Military Training Bill, which on 
Monday was ordered to be printed, male British 
subjects between 20 and 21, with certain exceptions, 
are to apply for registration and thereafter are 
liable to be called up for training within twelve 
montbs. Men ordinarily resident in the dominions 
or colonies, members of the regular forces and those 
who were before April 27, 1939, members of the reserve 
and a forces are exempt. Anticipation or 
postponement of liability to be called up may be 
permitted if the Minister of Labour or a committee 
appointed by him to investigate cases of “ hardship ” 
sees good cause. A conscientious objector may apply 
for provisional registration in a special register and 
will have to make an application to a local exemption 
tribunal stating whether he objects (a) to being 


registered in the milithry training register, (b) to 


undergoing military training, or (c) to performing 
combatant duties. This local tribunal may confirm 
the registration as final or as conditional on the 
applicant performing work designated as of national 
importance ; or it may direct that he shall be entered 
in the military training register as liable to be 
employed only in non-combatant duties, or without 
qualification. The Minister may appeal from this 
decision to a central tribunal but the applicant may 
appeal only if leave is granted or if the local decision 
is not unanimous. After registration a man liable to 
be called up will be required to attend a medical 
board appointed by the Minister, who will pay such 
remuneration and’ allowances to members, of this 
board and to consultant examiners as he may, with 
the approval of the Treasury, determine. Persons 
undergoing examination will be, paid travelling and 
other allowances, including compensation for loss of 
remunerative time, Provision is made for com- 
pelling employers to reinstate employees, on termina- 
tion of their training period, unless they are able to 
prove that it is not practicable. Education authorities 
and governing bodies of universities and schools are 
required to furnish information about present or 
former male students. During the initial period of 
six months’ military training—to be followed by 
three and a half years in the militia or auxiliary 
forces—the man will be clothed, fed, and accom- 
modated from military sources, His pay and con- 
ditions of service during the period of service have 

et to be decided. Special allowances will be paid 
In case of need to wives and dependants. 


THE MINISTER OF HEALTH AND SOCIAL SERVICES.— 
At a luncheon of the Industrial Welfare Society on 
Friday the Minister of Health said that the provisional 
maternal mortality figures for 1938 showed a further 
reduction from 3°13 per 1000 births in 1937 to 2°97 in 
1938. This was the lowest figure ever recorded in this 
country. During the period 1927-37 the infant mortality- 
rate had fallen from 79 to 56, and the tuberculosis death- 
rate from 79 to 56. The toll of sickness upon industry 
remained, however, very great. The gross total expendi- 
ture on benefits under Nationa! Health Insurance amounted 
in 1937 to £28,000,000. Industry, said Mr. Elliot, had its 
own part to play in dealing with this problem, and he was 
glad to know that many firms had appointed doctors, 
nurses and other trained experts to watch over the health 
of their staffs. He regarded this preventive work as of 
the greatest value. He knew that enlightened employers 
were keen to keep abreast of every development in the 
scientific and medical field, and he called their attention 
to the problem of fractures, which had been the subject 
of an inquiry by an interdepartmental committee whose 
report was shortly expected. Encouraging progress had 
already been made in the provision of up-to-date facilities 
for the treatment and aftercare of fracture cases, and he 
hoped that with the codperation of all concerned more 
might yet be done. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
APRIL 22, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1467 ; diphtheria, 825 ; enteric fever, 16 
(25 “ expected ”); pneumonia (primary or influenzal), 
1270; puerperal pyrexia, 203 ; cerebrospinal fever, 51 ; 
acute poliomyelitis, 8; encephalitis lethargica, 5; 
dysentery, 21; ophthalmia neonatorum, 133. No 
case of cholera, plague, or typhus fever was notified 
during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on April 28 was 3143, which included: 
Scarlet fever, 656; diphtheria, 615 (carriers, 26); measles, 7 ; 
whooping-cough, 1029; puerperal fever, 16 mothers (plus 10 
babies); encephalitis lethargica, 303; poliomyelitis, 3. 
At St. Margaret’s Hospital |there were 22 babies (plus 12 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox or from enteric 
fever, 5 (0) from measles, 3 (0) from scarlet fever, 
20 (5) from whooping-cough, 18 (1) from diphtheria, 
33 (9) from diarrhea and enteritis under two years, 
and 91 (9) from influenza. The figures in parentheses 
are those for London itself. 


Birmingham had 10 deaths attributed to influenza, Swansea 7, 
Walsall 4, Luton 3, no other great town more than 2. Fatal 
cases of diphtheria were scattered over 13 great towns 
Birmingham reporting 4, Blackpool and Manchester each 2. 


The number of stillbirths notified during the week 
was 250 (corresponding to a rate of 34 per 1000 total 
births), including 36 in London. 


Births, Marriages and Deaths 


BIRTHS 


CARGILL.—On April 18, at Halifax, the wife of Dr. David 
Cargill—a son. 

CLARKE.—On April 25, at Pangan, Burma, the wife of Captain 
Oswald Weir Clarke, R.A.M.C.—a son. 

GEIDT.—On April 25, the wife of Dr. David W. Geidt, of 
Exmouth—a son. 

HAMILTON.—At 39, Palmerston Place, Edinburgh, on April 28, 
to Margaret (née Provan), wife of A. J. C. Hamilton, 
F.R.C.S., Inverness—a son. 

VAIZEY. —On April 26, at Welbeck Street, W.1, the wife of 
Dr. J. Michael Vaizey—a daughter. 

WaLTON.—On May 1, at Norwich, the wife of Captain H. C. M. 
Walton, R.A.M.C.—a son. 

WHITE.—On April 18, at St. Mary’s Hospital, W.2, the wife of 
Mr. J. A. White, F.R.C.S.—a son. 


DEATHS 


BoLtaM.—On April 28, at Newcastle- pon Lue: Sir Robert Alfred 
Bolam, M.D. Durh., F.R.C.P., aged 67. 

CORNER.—On April 23, Frank Corner, M.R.C.S., L.R.C.P., J.P. 
aged 77 years, of 29, Blanfield Road, W. 9, and the Royal 
Societies’ Club, London. 

DaVvVieEs.—On May 1, at Wrexham and Fast Denbighshire War 
Memorial Hospital, John Edward Henry Davies, D.S.O., 
M.R.C.S., lieut.-colonel R.A.M.C. 

EDWARDS. —On April 26, at Milford-on-Sea, Hants, Charles 
Reginald Edwards, M.R.C. S., late of Jamaica, aged 79. 
ORR Ewinc.—On April 26, at Cairo, Geoffrey Orr Ewing, 

M.B. Melb. 

PENNY.—On April 30, at Uckfield, Sussex, Edmund John 
Penny, M.D. Brux., M.R.C.S., L.S.A., late of Wolverton, 
Bucks, aged 77. 

RvusHworTH.—On May 2, at Horsham, Frank Rushworth, 
M.D. Lond., aged 81. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriagcs, and Deaths. 


«© | . Censorship is very tempting, but I am 
against it. It makes unreliable papers. It makes dis- 


credited papers. It makes dull papers... . I would rather 
have the criticism of a free press than the adulation of a 
kept press. If I were a dictator the press flatterers would 
drive me mad.’’—Sir SAMUEL Hoare, speaking to the 
Newspaper Society, May 2. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE PROTEINS OF THE CANCER CELL 


In their paper on the chemistry of tumours, 
which we review in a leading article this week, 
Kögl and Erxleben 1 begin by discussing the process 
of malignant degeneration, pointing out that so 
many causes have been suggested—including growth 
stimulants, carcinogenic hydrocarbons and viruses— 
that it is widely doubted whether a common cause 
of cancer is to be found. They themselves think 
that cancer is essentially an abnormality of growth, 
and that its origin is to be sought in the cell itself. 
The difference between organised and disorganised 
growth cannot, they hold, be ascribed to changes 
` in the nutritional circulation in the cell; it lies rather 
in the utilisation of such substances and is related to 
the protein make-up of the cells, though hitherto 
no significant differences between the proteins of 
normal and tumour cells have been reported. 

Chemical investigation has shown that the biological 
activity of substances is fundamentally changed, not 
only by structural alterations in the molecules, but 
also by apparently trifling steric changes ; for optical 
isomers may differ widely in their action. The 
naturally occurring amino-acids, although differing 
in the sign of their optical rotation, have almost all 
been found to be members of the same steric series— 
viz., the Zl-series. These have accordingly been 
designated the ‘natural’? amino-acids, The only 
known exceptions are the d (+) proline from ergotinine 
and the d (—) glutamic acid in the specific immune 
capsular substance of the anthrax bacillus. Kögl 
and Erxleben therefore thought it possible that 
stereochemical changes may be concerned in malig- 
nant degeneration, and with this idea have investi- 
gated the amino-acids of tumour proteins, After 
isolation from tumour tissue by extraction and 
precipitation these were subjected to short acid 
hydrolysis and the resultant amino-acids were 
separated by the accepted methods. Precautions 
were taken against accidental racemisation of the 
amino-acids, and those amino-acids well known to 
undergo such changes (serine, proline, cystine and 
alanine) are excluded from the discussion. The 
amino-acids from normal calf lung gave the rotational 
values for the l-series that are to be found in the 
literature, but those derived from the Brown-Pearce 
rabbit tumour and from the Stamm-Ehrlich mouse 
adenocarcinoma showed about 4 per cent. of d-leucine 
and of d-lysine. The former tumour also contained 
44-5 per cent. of d-glutamic acid, while a non- 
irradiated ovarian carcinoma from a human source 
contained 42:7 per cent. of d-glutamic acid. The 
glutamic acid of the tumours is thus seen to be chiefly 
in the racemic form (89 per cent., or 44:5 per cent. 
d-form), and the investigators estimate that at least 
a tenth, of the whole tumour protein is racemised. 
Although little is known about the racemisation of 
glutamic acid in acid solution, a similar analysis 
of normal ovarian tissue showed the presence of the 
normal l-acid exclusively, Human ovarian tumour 
and mammary carcinoma, on the other hand, con- 
tained large amounts of the d-glutamic acid (15-6, 
31-7, and 24-6 per cent. respectively). The lower 
values in the material from human sources may be 
ascribed to contamination with non-tumour material 
and it is suggested that the degree of racemisation 
‘may possibly serve as an indication of the purity— 
or even of the degree of malignancy—of a tumour. 


1. Kögl, F., and Erxleben, H., Hopne-Seyl. Z. 1939, 258, 57. 


Tissue from rabbit tumours and from normal organs 
of tumour-bearing or of normal rabbits gave confirma- 
tory results. The glutamic acid in the tumour tissue 
contained 42-6 per cent. of the d-form, but that in 
the normal organs was entirely in the l-form. 

The distribution of the racemised proteins in the 
tissue is discussed as regards the arrangement of the 
abnormal amino-acids in the protein - molecules, 
and Kögl and Erxleben argue that variations in the 
tissue proteins would be associated with changes in 
the proteolytic enzymes of the cells, This view 
is supported by the known resistance of peptides 
containing d-amino acids to the attack of the usual 
peptide-splitting enzymes. It is recognised that 
in the body the amino-acids can undergo an oxidative 
de-amination, and it has been found that kidney 
and liver slices can de-aminate amino-acids of the 
d-series in addition to those of the l-series.? Further- 
more, the d-enzyme is more resistant than the 
l-enzyme to mechanical or chemical attack, The 
presence of enzyme systems capable of dealing with 
the d-series of amino-acids is linked up with the 
observation that members of the d-series can be 
converted in the body into those of the /-series.® 
Glutamic acid has long been known to be especially 
reactive, and the oxidative de-aminating systems 
of the l-glutamic acid have similarly been found 
to be less active than those of the d- compound. 4 
In contrast, the apo-dehydrase system present in liver 
interacts only with glutamic acid of the l-series.§ 

The special function of glutamic acid is also 
exemplified by the part which it plays in the trans- 
amination discovered by Braunstein and Kritzmann 
in 1937 and recently discussed by them again.*? 
The responsible aminopherase systems reversibly 
transfer the amino-nitrogen of dicarboxylic acids to 
keto-acids ; thus glutamic aminopherase can transfer 
an amino group from glutamic acid or to ketoglutaric 
acid. It is of especial interest that the enzyme 
system is optically selective, ‘“‘only the natural 
l-forms of the amino acids act as NH,-donators with 
aminopherase solutions.” * Furthermore, the amino- 
acids formed also belong to the l-series: the evidence 
for a slight transformation of the d-amino acids is 
inconclusive. Although the occurrence of trans- 
aminating systems in tumour tissue is still a matter 
of controversy, they appear, at any rate, to be less 
active than in muscle.’ It is therefore highly 
suggestive that tumour tissue is comparatively 
deficient in an enzyme system which is specific for 
the transformation of l-amino acids. 

In considering the result of carcinogenic stimuli, 
Kögl and Erxleben conclude that the essential 
change in the cell is to be sought in the enzymatic 
protein synthesis and they put forward the hypothesis 


that the cancer cell has lost the capability possessed - 


by the normal cell of utilising only the normal l-amino 
acids in building up its structure. Although it is not 
known which ferment system is primarily concerned, 
it seems significant that in the amino-acid oxydase 
system it is the /-system which is most easily destroyed, 
while the capacity for using the d-series of acids 


s, H. A., Ibid, n 217, 191, and 218, 157 ; Biochem. J. 


2 

1388, 29, 1620, 

3. du Vignaud . and Irish, O. J., J. biol. Chem. 1935, 109, 
p. xciv : 338, 122, 349 

4. Weil- oes a , Biochem. J. 1936, 30, 665. 

§. von Euler, SA aa LAET; G., and Das, N. B., 
Hoppe- Seyl. By. 1838.2 

6. Braunstein, A. E., Ree ae April 8, 1989, p. 609. 

7 


. Kritzmann M. G, Ibid, p. 603. 
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remains, The latent period elapsing between the 
application of a carcinogenic stimulus and the incep- 
tion of malignancy is uncertain ; but the time taken 
by methyl cholanthrene, for example, to produce 
a tumour in the mouse is of the same order as that 
required for renewal of the tissue proteins, as estimated 
by nutrition experiments in. feeding amino-acids 
containing deuterium. In normal growth, it is 
assumed, the optical purity of the tissue proteins 
is maintained by a ferment system converting any 
acids of the “ abnormal ” d-series into the correspond- 
ing l-compounds. When this regulating mechanism 
is upset, there may bea latent period before the 
abnormal constituents reach a critical concentration. 
In the opinion of Kögl and Erxleben the great varia- 
tion in the resistance of the organism to carcinogenic 
stimuli may well be referred to the great capacity 
for variation in the protein make-up of the tissues. 
The wide variation possible in the proteins also allows 
for differences in the resultant malignant manifesta- 
tion, and tumours may be regarded as inferior imita- 
tions of normal patterns, further shown by the 
variation between the tumour cells themselves. In 
autonomous growth, infiltration of the surrounding 
tissues takes place, since the normal cells do not 
possess the enzymes required to check the invasion 
of the tumour cells. The varying degree of invasion 
that is found may be related to the wide limits 
between which the steric changes (racemisation) 
can occur. As an example, the amino-acids of a 
benign uterine myoma were found to be racemised, 
if at all, to a very much smaller degree than those 
derived from malignant growths. Even in malignant 
tumours the racemisation can be but partial; other- 
wise any parasitism would be impossible. 

The Dutch investigators doubt whether the filtrable 
viruses are to be classed with the ferment systems 
responsible for the irregular protein production. They 
emphasise that the d-series of amino-acids and their 
derivatives may not necessarily be always patho- 
logical; they may in fact possess other functions, 
as in the possible formation of antibodies.® While 
admitting that the problem of malignant degeneration 
requires the consideration of many other factors, 
they claim that this in no way vitiates the significance 
of the present findings. 


CHEMOTHERAPY IN EXPERIMENTAL 
TUBERCULOSIS 


By giving comparatively enormous multiple doses 
of M. & B. 693 to guineapigs W. H. Feldman and 
H. C. Hinshaw (Proc. Mayo Clin. March 15, 1939, 
p. 174) have apparently been able to retard and 
modify the course of subsequently inoculated tuber- 
culosis. Each of twenty guineapigs was given 
250 mg. of 2-sulphanilyl aminopyridine (M. & B. 693) 
by mouth twice daily for three days and was then 
inoculated subcutaneously over the sternum with 
0°0001 mg. of a strain of tubercle bacilli isolated 
three months earlier from a patient with pulmonary 
tuberculosis. Similar doses of M. & B. 693 were then 
given for a further ten days and then halved, adminis- 
tration of the drug being continued until the death 
of the animal or the end of the experiment eight 
weeks after the inoculation. A control group, com- 
parable in age and size, was inoculated with the 
same strain of tubercle bacilli but received no drug. 
When a guineapig in one group died and showed 
macroscopic tuberculous lesions (microscopic lesions 
are disregarded in the report under consideration), 
an animal in the other group was killed and examined 
for the purpose of comparison. Such lesions were 


8. Ussing, H. H., Ibid, 1938, 142, 400. 
9. Lettré, H., Z. ancew. Chem. 1937, 50, 581. 
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found in all the members of the control group, the. 
spleen of each being strikingly tuberculous and the 
lungs of nearly: all of those that came to necropsy 
five weeks or more after inoculation being slightly 
to moderately affected. The lesions in the 693-treated 
group 23-56 days after inoculation are summarised 
thus: definite lesions of liver, lungs, and spleen in 
1 animal; pulmonary lesion with doubtful lesion in 
spleen in 4; doubtful lesion of spleen alone in 1; 
and no macroscopic lesion in liver, lungs, or spleen 
in 6. The experimenters suggest that, since 
M., & B. 693 is excreted very rapidly, the level of the 
drug in the blood was probably not maintained, 
and that smaller doses given every four hours might 
have been even more effective. They, however, 
realise that, although saturation of the tissues with 
M. & B. 693 before inoculation of tuberculosis appears 
to modify and retard its course, their results do not 
imply that the drug would be of any value in the 
treatment of tuberculosis. 


FEMININE PHYSIOLOGY IN THE FAR EAST 
COMPARATIVE data about the human menstrual 


cycle are scarce, and it is interesting to have a report 


from P. Huard, A. Bigot, and Do-Xuan-Hop on their 
investigations in Indo-China (Rev. méd. franc. extréme 
Orient, 1938, 19, 751), The work is based on inquiries 
made among Annamite or Eurasian girl students and 
hospital patients in Hanoi and among some 1200 
girls and women living in the town and its suburbs. 
The authors were careful to limit their investigations 
to those whom they thought would give material for 
truly representative statistics. 

The recognised criteria of puberty are inapplicable 
to the Annamite girls, for they develop pubic hair 
comparatively late in life, if at all, and in the country 
districts they still wear the traditional garment 
restricting the breasts. They usually experience their 
first period during the hottest months of the year, 
and the date is earlier among girls living in the towns. 
There is some evidence, too, of a relation between the 
social class—i.e., the degree of luxury enjoyed—and 
the onset of menstruation. Thus the age of the first 
menstruation is most frequently 13 years 6 months 
for Annamites of ‘‘ bourgeois’ class and 16 years 
3 months for peasant women. The average age for 
these two Annamite groups was 14 years 10 months, 
while among the half-caste girls it was 13 years 
3 months. These figures the authors compare with 
those for other types as follows :— 


TYPE FIRST MENSTRUATION 
Annamites .. ‘ -.: 14 years 10 months 
Eskimos... z: es 15 , 

Japanese .. ee .. 14 ,, To y 
Koreans .. P .. 15 ,, 


Chinese so ss ee AD go <b 


The comparison gives no support to the popular idea 
that puberty is early in warm countries, for there is 
no great’difference in the time of onset among mongol 
types living under vastly different climatic conditions. 

Reviewing the observations of other workers, 
Huard and his collaborators refer to C. A. Mills’s 
belief that in the United States the menarche becomes 
earlier in every generation, and his suggestion that 
it is gradually approaching that of the tribal Indians 
who have been acclimatised for several centuries. 
L. Bolk, they say, reports a similar progressive 
advance in Holland and attributes it to the increased 
tempo of life. It seems to be clear, too, that puberty 
comes later under conditions of malnutrition and poor 
hygiene and earlier in towns than in the country, or 
when the girl is cut off from modern life. 

In Annamites the interval from one period to the 
next was found to be 28-30 days in 60 per cent. of 
cases; but it seems that normal menstruation, 
although periodic, is hardly ever absolutely regular. 
In 84 per cent. of cases investigated it lasted for three, 
four, or five days, but some women had ‘“ normal ” 
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periods lasting six, seven, or eight days. Of 717 
women questioned 31 had no periods, and of these 
16 had nevertheless borne several children; this 
seems to happen quite often with the women of 
Annam. The menopause usually comes on between 
43 and 50. 

The usual age of first marriage is a little over 
eighteen years, and it seems that, as in China, modern 
education and customs in Indo-China have delayed 
the traditional marriage age by about two years. 
The mean age for the first pregnancy is 20 years 
9 months—i.e., after less than two years of married 
life. There are 2 living children per family, the 
stated pregnancies amounting to 3°9 per woman 
(3°66 births and 0°24 abortions). The sex ratio of 
infants born is about 118 males to every 100 females. 
Infant mortality is high and nearly half the children 
die during their first fifteen years. 

Huard and his co-workers conclude their report 
with an account of the traditional ceremonies and 
popular beliefs related to the menstrual period in 
Indo-China, Its advent is apparently unimportant 
in the life of an Annamite girl, but many super- 
stitions have arisen from the belief that a menstruating 
woman is impure. In Cambodia and certain other 
districts elaborate public rites are associated with the 
appearance of the menstrual function. 
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PECTIN IN DIARRHG@A 


. In the Ingleby lectures concluded in our present 
issue Dr. Smellie speaks pessimistically of the apple 
diet, saying that he has never seen even temporary 
improvement from its use in infantile diarrhea. 
Meanwhile the remedy seems to find fresh converts 
on the Continent, and the alleged usefulness of apple 
pulp is now attributed by P. Corsonello not to the 
cellulose or tannic acid it contains but rather to the 
pectin, which he says acts by. absorption of water, 
toxins, and. bacteria, either in alkaline or in acid 
fæces (Minerva med., Roma, 1938, 29, 590). Pectin, 
a methyl ester of pectic acid, was discovered in 1825 
by Braconnot and for many years has been produced 
commercially, mainly from the white of the rinds of 
citrus fruits and from the pomace produced in the 
manufacture of cider and perry. It was thought for 
a long time that pectin, used for making a stiff gel 
in jams, could act only in an acid medium, and 
great trouble was taken by the manufacturers to 
obtain the correct degree of acidity ; but G. Spencer 
in 1929 reported that gels could be equally well 
formed in an alkaline medium. Besides confirming 
Spencer’s observation, Corsonello publishes ten cases 
of apparent cure with pectin in either putrefactive or 
infective diarrhcea. 


OPIUM IN cance: 


In his account of opium administration in Man- 
chukuo in Contemporary Manchuria (January, 1939, 
p. 18), T. Nagashuna frankly admits that the opium 
policy which Manchukuo has adopted under Japanese 
supervision “is not altogether free from conflicting 
opinions when viewed from an impartial and fair 
standpoint.” It appears that opium addicts abound 
throughout the country, the estimated number of 
smokers amounting to 900,000. A ten-year scheme of 
reform has been promulgated comprising the registra- 
tion of addicts, prohibition to minors, and the setting 
up of a state monopoly for opium to control cultiva- 
tion, sale, and importation of the drug. There are 
government infirmaries for the relief and cure of 
addicts but these seem to be merely accommodating 
quarters for smokers, and the number of “ cured ”’ 
addicts that have needed readmission is said to have 
increased by 70 per cent. A total of 200 infirmaries 
are to be built or enlarged within the next three 
years with a view to curing all of the existing 
900,000 addicts within ten years. The average time 
required to cure an addict is said to be 50 days, but 
it is assumed that 50,000 will either rid themselves 
of their habit or die before the ten years is up. Con- 
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trary to the view officially maintained in India it is 
asserted that, providing that good-grade, opium is 
used, there is little harm in smoking compared, with 
eating opium. 

Allusion is made to the importation into China of 
Bengal opium, which in 1830 had reached such an 
excess as to lead to the burning of 20,000 boxes of 
the drug by the Chinese, and the famous yet infamous 
opium war. The efforts of the Shanghai commission 

1909 are regarded as nugatory and little or no 
significance is attached to the international opium 
conventions of 1912, 1925, and 1931. The article 
sets out the elaborate provisions of the new law of 
1933, and gives details of the profits derived from the 
state monopoly of opium and the purposes to which 
they are to be applied. 

This rather roseate review hardly harmonises with 
the reports made to the League of Nations. Last 
year the assembly was informed that the areas of 
China under Japanese control so far from showing 
any improvement had become worse. Allusion was 
made to some 3840 licensed opium saloons in 181 
cities in Manchuria and Jehol, and it was affirmed 
that the Japanese had taken advantage of their 
incursion into Chinese territory to spread drug addic- 
tion among the Chinese population. Increased 
imports by Manchuria of Iranian opium were reported, 
as well as the manufacture there of narcotic drugs for 
illicit purposes. 


DERMATOLOGY AND FOLK-LORE 


ADDRESSING the St. John’s Hospital Dermatological 
Society on April 26, with Dr. R. T. Brain, the 
president, in the chair, Dr. J. D. Rolleston said that 
no skin disease, nor indeed disease of any kind, had 
received so much attention in folk medicine as warts, 
the literature on the subject even exceeding that on 
whooping-cough or “ ague.” Next in importance in 
popular estimation came herpes zoster and then 
alopecia, boils, burns, cosmetic defects, congenital 
abnormalities, ringworm, urticaria, cancer of the skin 
and chilblains in the order named. As in his previous 
paper on ‘“‘ Folk-Lore and Medicine” (see Lancet, 
Jan. 21, 1939, p. 160) Dr. Rolleston discussed the 
various preventive and therapeutic measures used 
in folk-lore under the following headings: (1) transfer 
of the disease to other persons, a s or inanimate 
objects ; (2) animal and plant remedies; (3) religious 
influences, including invocations to patron saints ; 
(4) the healing power of water in the form of wells, 
springs, fountains and streams; (5) the mystical 
power of odd numbers; (6) repellent and disgusting 
remedies for the object of driving out the evil spirit 
supposed to be the cause of the disease; and 
(7) miscellaneous cures, such as the doctrine of 
tae the influence of the moon and fasting 
saliva 


IMPRISONMENT FOR SEX OFFENCES 


Mr. Pollens describes American experience and 
takes the view that for the dangerous sex criminal 
imprisonment is not a cure.’ The offender, even if 
incurable, can be permanently secluded only if he is 
insane, though a term of imprisonment is no safeguard 
against further offences. The situation is the same 
here and parallel case-histories are to be found in 
this country. The author hopes for reform by 
improvement of emotional education and encourage- 
ment of normal sex development, placing the blame 
for many sex perversions upon ignorance and taboo— 
a view for which there is much to be said, although 
more deep-seated influences are probably at work. 
The book is written in everyday language and, whilst 
it adds little to expert knowledge of the subject, it 
may be recommended to anyone who feels the need 
for information about a type of disorder which is 
more easily condemned than understood. 


1. The Sex Criminal. By Bertram Pollens. 


London: Putnam. 
1939. Pp. 211. 73. 6d 
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ADDRESSES AND ORIGINAL ARTICLES 


CLINICAL SENSE AND CLINICAL 
SCIENCE * 
By Jonn A. Rye, M.D. Lond., F.R.C.P. 


REGIUS PROFESSOR OF PHYSIO IN THE UNIVERSITY OF CAMBRIDGE ; 
CONeUUTING PAY SIOIAN TO GUY’S HOSPITAL, LONDON 


THE inter-relationships between science, teaching 
and practice, must have a perennial interest for us all. 
How better to equip our sons and our students for 
their callings, whether professional or academic, 
than we ourselves were equipped must always be 
a matter for deep concern. Seeking to condense 
within a few words what is most desirable in the 
mental equipment of the doctor it occurred to me 
that “ clinical sense ”?” was sufficiently descriptive of 
what we most covet in ourselves and have most 
admired in our teachers or colleagues. Let us pause, 
however, to consider just waat we mean by “ clinical 
sense.’ 

MEANING OF CLINICAL SENSE 


_ Among my files of medical miscellanies I came 
recently upon a letter which I sent to The Lancet 
in 1934. It was prompted by some remarks of 
a fellow Guy’s ‘man, my friend and revered senior 
at Cambridge—Sir Frederick Gowland Hopkins 
—who, when discussing endowments for medical 
research during a presidential address to the Royal 
Society in that year, had occasion (without, perhaps, 
fully endorsing it) to quote the following sentence 
from an article in the Times :— 

“The older physicians, with minds undisturbed 
by a crowd of scientific facts, developed a clinical 
sense—sui generis—as subtle as the sense of taste 
or the sense of smell, and it was on this sense that the 
great school of English medicine was founded.” 

While accepting the existence of such a sense, my 
comment here was to the effect that I could not 
regard it as a separate faculty, or flair, or intuition 
vouchsafed to medical men. We could scarcely 
pretend that such a faculty existed over and above 
or independently of the primary senses which 
physicians, physiologists, psychologists, and the 
ordinary man have recognised and studied in them- 
selves and others, and beyond which no additional 
sense has been described. Nor could it be agreed 
that the great school of English medicine was founded 
on anything so elusive and immeasurable. While 
readily admitting that the minds of the older 
physicians were less disturbed ‘‘by a crowd of 
scientific facts’? than the minds of the younger 
physicians of today, I deemed it furthermore an 
injustice to the training and the intellect of the 
clinician to suppose that he relied much or often on 
intuitive judgments. 

Several colleagues disputed with me in a friendly 
way, putting in a plea for the separate existence of 
a clinical sense. Pondering their arguments, I con- 
cluded that we had never been at pains to discover 
what we meant by this familiar term. We have all, 
indeed, admired in our own friends or our chiefs the 
ability to arrive, without betraying the whole process, 
at wise and accurate decisions, but this ability is 
surely shared by all of us in some degree—or else 
we are no physicians. Swift and wise decisions have 
a clear relationship to experience, especially to length 
of experience, Their frequency and accuracy may 
proclaim degrees and standards of mental efficiency 


* The annual oration delivered to the Medical Society of 
London, on May 8, 1939. 
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and types of personal endowment, but we cannot 
surely deny the contribution of clinical discipline. 

The term clinical sense has not, however, attracted 
laudatory comment alone. To the pure scientist 
and to the hypercritical it has sometimes appeared 
as no better than a kind of guess-work combined, 
perhaps, with that necessary touch of sympathetic 
understanding which characterises the doctor and 
distinguishes him in some measure from. men in other 
walks of life. Surely we should not be content to 
applaud or belittle a faculty whose existence we do 
not deny. Our very training should make us wish 
to analyse it. 

Those who have observed the manifestations of 
clinical sense in others or have been at pains to 
review their own achievements and judgments due 
to its possession in however humble a degree will, 
I believe, agree that the attribute is not something 
innate or intuitive but a complex faculty built upon 
prolonged training and exercise of the known special 
senses together with a sound knowledge of patho- 
logical possibilities. Observational ability, the obser- 
vational habit, observational accuracy, and a retentive 
memory for observed phenomena, together with an 
aptitude for the sifting and correlation of experience, 
are the main ingredients of clinical sense. Perspicacity 
and sympathy in psychological observation are the 
counterparts of the visual, tactile, and auditory 
faculties in physical observation but depend primarily 
on the same special senses. 

The fact that observational ability of this kind and 
the wit to interpret phenomena may, on occasion, 
lead to surprisingly prompt and exact judgments is 
alone responsible for the view that these judgments 
are an expression of some separate and peculiar 
insight. A good visual memory and brisk association 
tracts may be a rare combination, but they do not 
entail new method. 

Let us freely admit that some physidians with a 
high endowment of clinical sense are not wholly 
aware of the stages or processes of their judgments, 
or that they have lacked the time or desire to investi- 
gate them. The fact remains that these judgments 
are the result of sensory habit and discipline. The 
Oxford English Dictionary gives ‘“‘the faculty of 
perception ” as one of its first definitions of ‘‘ sense.” 
Is not the degree in which he possesses “‘ the faculty 
of perception ” just what determines the special 
ability of the doctor ? 


BASIS OF CLINICAL SENSE 


As I have often maintained, the good physician 
requires the same qualities as the good naturalist. 
Take a walk abroad in the spring with a keen orni- 
thologist, and, if uninitiated, you will be amazed at 
the swiftness and confidence of his judgments. When 
you see with difficulty only a small brown bird, 
indistinguishable even with the aid of your book and 
binoculars from many another, he will acclaim this 
warbler or that and seldom err. You may suppose 
that it is his trained eye alone that achieves where 
you fail, but analysis would probably show that his 
diagnoses were based on a composite knowledge of 
previously proved or likely habitat, of time of arrival 
in the spring migration, of movements and mode of 
flight, on a recognition of a tiny stave of song, and 
on many recollections or visual images of other 
springs. The size and shape and colour of the bird 
have clearly infiuenced him, but possibly less than 
and only in concert with these other observations. 

T 
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Do we say. of our friend ‘‘ What a wonderful ornitho- 
logical sense he has ” ? No, we merely call him a good 
naturalist. And so with the clinician and the puzzling 
case; it is not the single physical sign so much as 
the circumstances of the illness, the age and habitus 
and environmental conditions of the patient, the 
syndrome echoing syndromes encountered before, or 
even a single peculiar symptom or sign recalling the 
features of a single other case. These and an estimate 
_ of “the whole patient” and of his reactions to his 
illness may tell more in diagnosis and contribute 
more to prognosis and treatment than the most careful 
routine examination, more sometimes, let us remember, 
than all the details of a modern ‘‘ complete investiga- 
tion ” with its attendant expense and inconvenience 
to the patient. Such judgments cannot be called 
guess-work or attributed to a subtle insight, sui 
generis. They are the result of a discipline of the 
special senses, of an observational science differing 
only from the discipline and science of the laboratory 
worker in that the observations have not been set 
down in orderly protocols but lodged and stored in a 
busy mind, not tested and improved by measure- 
ment and staged experiment but at least amplified 
and assisted by experience. For the biologist’s records 
and method the physician, however full his notebooks, 
must constantly, through pressure of circumstance, 
substitute his powers of memory and association. 

It would not be difficult for any one of us to 
extract from student or consultative reminiscences 
notable examples of judgments attributable to a fine 
clinical sense or the faculty of perceiving. There 
are some particularly good stories of Sir William 
Gull’s consultative triumphs, in which clinical sense 
and common sense prevailed where the wit or industry 
of others had been found wanting. One of the Guy’s 
surgeons had a case of ununited fracture which was 
giving him concern and decided one day with his 
house-surgeon to waylay Gull and ask his advice on 
the case, scarcely expecting that he would have any 
useful contribution to make to so surgical a problem. 
Gull took a look at the man and said “Feed him 
on tomatoes ’?—nothing more. The instruction was 
obeyed and the fracture united. When asked later 
by the surgeon his reasons for this advice, he replied 
that the surgeon and his house-surgeon might know all 
about fractures but had failed to observe that the 
man had signs of scurvy. 


Some years ago I was much worried by the case of 
a man home from the east with a history of amoebic 
dysentery. He had a large and tender liver, with 
upward elevation of its dullness, a continuous fever 
with sweats but no chills, and pain in the cecal region. 
Emetine was quite ineffective. Iasked Lord Horder 
to see him. He advised quinine, and all the symptoms 
and signs rapidly departed. The man, I knew, had 
also had malaria, but I had been unable to draw 
another inference and to dissociate the present 
clinical picture from his dysenteric past. 


Clinical sense may manifest itself in diagnosis, 
prognosis, treatment, and often too in the with- 
holding of treatment. In the matter of diagnosis the 
judgment is frequently, as we well know, referable to 
recollections of a kindred case, to a fresh association 
of ideas, or to some small but carefully elicited 
historical point rather than to the discovery of new 
objective signs. 

In the matter of prognosis how frequently we must 
all of us have said or heard said, ‘‘I believe this 
fellow is going to do ” or “I don’t like the look of 
this man,’ with full justification later for what 
seemed at the time a vague opinion. Are we not 
too content with the fact of such achievements and 
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too little anxious to discover their manner? How 
often do we pause to analyse opinions and so make 
judgments of them? If we did so systematically, 
we should discover that general demeanour, pulse 
quality or some change in it, a seemingly trivial 
alteration in colour or muscular tone, the state of 
the skin or the lustre of eye or hair, the odour of the 
bedside, or an improved knowledge of prognosis in the 
particular disease born of accumulating experience, 
were severally or collectively the basis of the favour- 
able or unfavourable opinion—not intuition, not 
guess-work, but once more the faculty of perceiving 
and of correlating past with present knowledge. 

In the field of treatment and in the task of prog- 
nosis, with which sound treatment is so intimately 
related, good clinical sense seems to me more rare 
today than is the case with diagnosis. The prevailing 
urge to action ; the phase of over-reliance on surgery 
(whose triumphs in acute disease made us at first too 
impatient in the development of its wider potenti- 
alities) ; the vaccine craze ; the proprietary endocrine 
allurements; the other blandishments of the adver- 
tising chemists—all of these have helped to lead us 
astray. I have on occasion been disappointed by the 
relatively poor therapeutic sense of colleagues whose 
ability I have otherwise held in the highest regard. 
We must all feel ashamed at times of the ready 
susceptibility of our profession to fads and crazes in 
treatment. Drugs doubtful and drugs inert, drugs 
unorthodox, and even drugs dangerous are prescribed 
in vast quantities and often to the neglect of sensible 
management and regimen or a simple psychiatry. 

In therapeutics there are three chief dangers: 
(1) that of becoming stereotyped, (2) that of becoming 
timid or disillusioned, and (3) that of becoming crudely 
and inconsistently experimental. The man with a 
good therapeutic sense avoids these pitfalls and 
constantly adapts his physiotherapeutic and psycho- 
therapeutic measures to the individual case, orders 
an iced melon or a shave or a change of room at the 
appropriate moment in a case of long illness; knows 
when to give morphine and when to withhold it ; 
when to transfuse or not transfuse; when to tease, 
to be jocular or sympathetic, when to exhort or scold. 
At the same time he keeps warily abreast of new 
advances. I hold it no injustice to say that good thera- 
peutic sense is rarer today that good diagnostic sense. 
The oncoming generations are obsessed with treatments 
rather than trained and versed in Treatment. 

And this brings me to the more critical part of 
my address, for I must here confess—even though 
you mock a middle-aged wistfulness for the things 
that appeared better when we were young—that 
I am also disturbed by a sensible falling off in the 
quality and quantity, or at least in the diffusion of 
sound clinical sense, in the wider usage of the term, 


. among those just referred to as ‘‘ the oncoming 


generations.” But the fault, let me hasten to add, 
is ours not theirs. We allow them to be embarrassed. 
by “a crowd of scientific facts ” and methods instead 
of teaching them their proper place and use. Our 
hospital discipline has changed inevitably with the 
growth of knowledge for the better in many respects 
but for the worse in some, i 
Picture for a moment two consultations on cases 
of abdominal pain. The first is presented in a few 
terse sentences by an overworked country doctor 
in the middle fifties. He tells you of the good lady’s 
mode of life and temperament, of her worries and her 
exacting husband ; describes her obstetric past and. 
somewhat ‘‘allergic” ancestry; and concludes 
with a humble expression of his own belief that she 
has ‘‘a nervous tummy” and wants reassuring. 
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You soon confirm his view—even if you call it a 
“ spastic colon”? ; between you you dispel the cancer- 
phobia.and discourage the abuse of purgatives, and the 
patient goes home happy and with an improved 
prospect of health. The second is presented by a 
successful suburban colleague in the middle thirties. 
He starts the interview by saying ‘‘ Mrs. X has a 
troublesome pain in her right iliac fossa; here are 
her X rays ; would you like to look at them ?’’ Then, 
as you wave them aside, he proceeds to describe how he 
took her to a surgical colleague last year, who agreed 
that it would be wiser to remove the appendix, and 
how wonderfully improved she was for the first few 
weeks, since when the pain had returned and become 
the bane of his and her existence. You sigh inwardly 
and start to unravel the whole mental and physical 
story yourself and then attempt the task of helping 
the patient and her doctor to the best of your ability 
without betraying your opinion that- the operation 
was unwise and unnecessary and in its failure almost 
as potent a cause of persisting symptoms as your 
colleague’s failure to know his patient. 


TRAINING OF CLINICAL SENSE 


What is wrong with medical education that it 
should, while multiplying diagnostic aids and instilling 
far more basic science than our fathers had, be failing 
in its cultivation of judgment and the faculty of 
perception from which judgment derives ? 

I suggest that we need not go far for our answer, 
and that the overcrowding of the curriculum and the 
multiplication of accessory diagnostic methods are not 
alone to blame. Children are often astute observers 
until they go to school. The natural method of 
acquiring information is then steadily replaced by the 
didactic method. Only a small proportion of boys 
and girls have the “ natural history ’’ bent so well 
established that it resists the confusion and interrup- 
tion of a standard education. The remainder cease 
very largely to look about them and become content 
with book and black-board information. With 
the school certificate disposed of one would think 
that the first M.B. might invite a revival of the 
inquisitive observing attitude of mind, but here 
again the syllabus is too fixed and lessons are too 
often staged and set; the student looks in the frog 
or worm for what he has been told to see ; his micro- 
scopic section has been illustrated by picture or 
diagram before he inspects it or is accompanied by 
a class description. In the remaining pre-clinical 
years it is not vastly different. He sees what he is 
told to see or expects to see and finds small encourage- 
ment to ponder common biological phenomena or 
to attempt a simple discovery on his own. Classes, 
lectures, tutorials, supervisions, and examinations 
leave small time or room for individual thought or 
action, discussion or experiment. 

And then he arrives in the wards and has to acquire 
an entirely new orientation. At last he must begin 
to look and see for himself. Here eventually. the 
better men are born again, but why should they 
have had to wait so long for their education in perceiv- 
ing ? For those of duller endowment it is sometimes 
too late or the acquisition of the observant faculty 
is at the best a slow and painful process. 

Could we not from the beginning give our student 
a better chance and stimulus by prompting his 
interest in living animals and their movements and 
behaviour; by dissections without the book; by 
encouraging him to study human movements, 
expression, emotions, and all the daily events of 
human physiology on his own and with a proper 
infusion of intelligent assistance? Could we not, 
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in anatomy and physiology, combine with more 
mammalian experiment a better use of the living 
healthy man and of those many functions of health 
which can be studied both by record and observation 
and in the laboratory? Clinical study is largely 
morbid physiology. Every symptom has a biological 
significance and a physiological interpretation, but 
what proportion of students can give a reasoned 
physiological interpretation of such symptoms as 
fainting, nausea, flatulence, anorexia, the varieties 
of dyspnea, and many forms of visceral or corporeal 
pain ? To what extent are clinical teachers applying 
physiological principles in bedside instruction? I 
know that clinical demonstrations in the earlier years 
are given sporadically in some schools, but could we 
not whet the clinical appetite and proclaim the 
continuity between physiology and pathology in all 
the schools by at least one carefully prepared clinical 
illustration of a problem in one or both of these 
subjects during each week of the pre-clinical period ? 
I cannot see that in so doing we should be making 
the teaching of the basic sciences less scientific or - 
less of a discipline. I am certain that we should 
enhance the interest of the preliminary years and 
bring livelier minds to the problems of the ward. 
At present a man may obtain first-class honours in the 
natural sciences and yet be a poor observer and 
interpreter at the bedside. 

Let me give you an example of observational or 
inferential incapacity recently related to me by a 
friend. He was proceeding from one ward to another 
with his firm, when they were met by a ward-sister 
running upstairs with an amused look and a blood- 
stained handkerchief pressed to her face. He stopped 
and asked the firm ‘‘ Was that an epistaxis or a 
hemoptysis ? ” Several clerks plumped for hzemo- 
ptysis. I am not sure, however, that that judgment 
in a beginner was much inferior to the judgment 
which daily and in all civilised countries prescribes 
removal of the appendix for chronic abdominal pains 
due to every conceivable cause other than appendicitis. 
In most of such cases the fear of overlooking appendi- 
citis, the lazy and bad philosophy that ‘it is better 
out, and operation can do no harm,” an overweening 
belief in surgical infallibility, and the neglect of 
follow-up inquiry have between them eliminated 
clinical sense. The analysis of history and symptoms 
has been superficial and uncritical. Alas, too, these 
defects have trained the public to believe in and 
expect appendicectomy. 

The inevitable subdivision of medicine into 
specialisms has broken the continuity of teaching. 
The value of the ‘general approach” to any and 
every case, whether to a tonsillar infection or a patch 
of eczema, an enlarged prostate, or an anxiety state, 
is in process of being forgotten. Investigation is 
tending to supersede and exclude instead of to supple- 
ment clinical appraisement., In his first three years 
the student observes and investigates too little; 
in ‘his last three years, while learning to observe and 
investigate, he forgets his physiology and thinks too 
little. 

If we could set ourselves seriously to the task, 
each in his own sphere, of restoring clinical discipline 
to its proper place, we should go far to counteract 
wrong tendencies and to assist our at present quite 
inadequate revisions of the medical curriculum. - 


MEANING AND USES OF CLINICAL SCIENCE 


Let us now pass from the discussion of “ clinical 
sense’? to a consideration of ‘‘clinical science,” 
another and a newer objective for the student mind. 
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Here again we would do well to start with definitions 
and with as clear an understanding as possible of what 
we mean by the term, We should not understand 
by clinical science the simple application to clinical 
practice of more scientific methods than have been 
employed in the past. The applications of physiology, 
pathology, immunology, chemistry, endoscopic tech- 
nique, and radiology in medicine have conferred 
inestimable benefits, but we know too that they have 
added embarrassments and have tended to inhibit 
observational precision and to distract men’s minds 
from,the older disciplines. They have hampered, 
with the rapid spread of their influence, the orderly 
evolution of clinical sense where they might have 
enhanced it. They have made doctors more scientific 
in their methods and less so in their judgments. 
Concurrently, however, with these disturbing evolu- 
tionary changes, and in part answer to my criticisms, 
we welcome today the advent of a new and organised 
branch of biological inquiry, employing new and 
old methods and the capabilities of men trained in 
various ways and purposefully detached from practice 
and the economic need for practice for the sole purpose 
of a more searching study of disease processes in 
living man. This is the branch of inquiry which 
may appropriately be called clinical science and which, 
apart from its primary achievements, may come in 
time to influence our teaching methods, Of clinical 
science in this sense and in this country Sir Thomas 
Lewis has been the leading advocate, and I cannot 
do better than quote a part of his definition. 


“ This science,” he says, ‘‘ seeks by observation 
and otherwise, to define diseases as they. occur in 
man; it attempts to understand these diseases and 
their many manifestations, and here especially makes 
use of the experimental method. It makes definite 

experiments upon disease and watches the effects of 
experiment conducted by injuries however they 
arise ; it culls, or actually creates and uses physio- 
logical and pathological knowledge immediately 
related and applicable to the diseases studied.” 1 


TRAINING FOR CLINICAL SCIENCE 


Where and how can clinical science be best fostered, 
and how are its early steps being guided? How 
far can it divorce itself from the practical medicine 
of the teaching schools ? How far can it develop in its 
disciples faculties and methods of. inquiry different 
from those employed by physicians hitherto? In 
‘the process of development can it safely dispense 
with that discipline on which we rely for our instruc- 
tion in clinical sense ? How may it render assistance 
to teaching and practical medicine, for that is a 
function which might be lost sight of in the natural 
eagerness for abstract knowledge ? These are questions 
we should surely attempt to answer. 

Clinical science can be advanced anywhere where 
men of appropriate foresight and training have the 
time, the opportunity, and the material within their 
reach. Sir James Mackenzie advanced clinical science 
in the course of a busy general practice. Men 
primarily engaged in practice or teaching will, like 
the field naturalist, stil make their contributions 
from time to time, sometimes in larger but usually 
in humbler ways. The teaching hospitals and the 
professorial units will make their contributions and 
play a useful part as training grounds for new recruits 
to the whole-time service of academic medicine ; 
of necessity, however, they combine much under- 
graduate teaching and hospital routine with their 
research activities, and so their present atmosphere 
is not wholly favourable to scientific advancement. 


1. Brit. med. J. 1930, 1, 479. 
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There remain, thanks to the Medical Research Council 
and some large benefactions, certain organisations 
pledged primarily to the service of clinical science 
in this country. These include the medical research 
units at University College Hospital, at Guy’s Hos- 
pital, and at the National Hospital, Queen Square ; 
the surgical unit at Edinburgh ; the new department 
of medicine at Cambridge ; and the medical, surgical, 
and obstetrical departments now coming into being 
under the Nuffield scheme at Oxford. 

These departments of clinical science will make 
their contributions in due course partly through new 
methods and discovery ; partly through their demon- 
stration of what scientific medicine (employing 
the methods of physiology and chemistry and the 
extension of safe experiment to man) can do in 
the clinical field over and above the achievements of 
routine observational methods; but largely too, in 
my belief, by working in close geographical proximity 
with those who research in and teach the pre- 
clinical sciences and with those who practise institu- 
tional medicine, In my view it would be a grave 
mistake for the disciples of clinical science either to 
withdraw themselves too much into their own 
laboratories or to establish research institutions which 
would work independently of existing hospitals 
and university departments. 

The frequent interchange of thought and dis- 
cussion of problems as between the clinical scientist 
and the practising physician and his assistants and 
house-men is one of the most hopeful developments 
of these recent innovations. The interchange of 
thought and partition of problems with other bio- 
logical scientists is surely as important. The clinical 
scientist must have beds of his own, preferably not 
a large number, but he should be very willing too 
to confer on cases with his colleagues of the honorary 
staff, to stimulate their subordinates by his ideas and 
activities, and, while nursing his own interest, to 
become an active member of the larger hospital 
family. 

He may have to accept that his scientific pre- 
occupation with his problems entails a limitation of 
his clinical sense. Clinical sense is born partly of 
long and varied and comprehensive association with 
sick men, women, and children, and partly of the very 
nature of that relationship. I am not here hinting 
at the likelihood of his failing in sympathy with his 
patients, but rather at the inevitable absorption of 
interest by a finite problem to the exclusion of a full 
appreciation of the numerous other factors at work 
behind the whole and complex human problem. 
However defined or separate a disease-process may 
be, it tends to present in different ways and to have 
different effects in individuals. Hospital patients, 
from environmental circumstance, are less easy to 
“know” than private patients. The physician 
learns more clinical sense, as a rule, from his private 
patients than from his hospital cases. He also 
acquires methods of approach and management which 
are sometimes of particular value in clinical assess- 
ments and are, on the whole, less easily acquired by 
the institutional research worker. Let us accept, 
however, that the clinical scientist is concerned rather 
with processes than with persons, and that his study 
of processes is not necessarily hampered, as the task 
of the physician would be, by limiting his view. 

‘In the matter of the education and selection of 
research personnel it has really come to this: can 
we ask our promising younger men to afford the time 
necessary for both disciplines, that which trains for 
clinical sense and that which trains for clinical 
science? Or, given a close association with other 
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clinical workers, should we accept as suitable for 
clinical research men whose preliminary training 
has been predominantly pathological, physiological, 
or biochemical? At what stage, too, are they to be 
selected ? And what are their later prospects ? 

On all these matters I speak with interest and feeling 
and would seek advice because I am experimenting 
myself at the moment in the provision, simultaneously, 
of a clinical and scientific discipline for my research 
workers at Cambridge. At present, most of the 
appointments are necessarily made from candidates 
whose training has been mainly clinical, Their 
physiological or biochemical methods have thus to be 
acquired orreacquired. This takes time, and aptitude 
may not always be forthcoming. And yet, much as I 
should welcome recruits from other departments, I 
should not view with confidence the appointment of 
laboratory-trained men lacking at least a year or 
two of stern clinical discipline after qualification, 
a discipline without which the nature of the problems 
to be explored can never be fully apprehended. 

For our purpose, at Cambridge, we have, on the 
one hand, the facilities afforded by the generous 
coöperation of my colleagues at Addenbrooke’s 
Hospital and our association with them in their 
routine work, and, on the other, those deriving from 
the example and method and direct influence of 
senior workers in our own and the other university 
science laboratories. 

At University College Hospital, Lewis and his 
.co-workers have chiefly carried physiological method 
into the clinical field. At Cambridge it is more likely 
that biochemistry will implement and direct our 
studies in the near future. But in neither place is 
it likely that one science alone will be called to the 
aid of the research-physician. In neither place will 
other biological methods remove the necessity for 
close observational method and training. Field- 
work, follow-up inquiry, metabolic-balance experi- 
ment, transfer of a clinical problem to the experi- 
mental field, employing animals or healthy men— 
each and all will be invoked as occasion requires, 

As to the future of our younger clinical scientists a 
smail proportion only will remain in academic 
medicine ; but the others will return to teaching and 
practice bearing a new torch kindled by new training 
and criticism. 

Now the new centres of activity will look for 
their recruits not only to the university departments 
but also to the great teaching hospitals in London. 
And so I would once more beg of my friends in the 
metropolitan schools and elsewhere to search their 
hearts in the matter of medical education, both 
clinical and pre-clinical, and to aim at so training 
their students that the coming generations of doctors 
may develop a clinical sense that is more highly 
developed, more scientific and critical, and that the 
coming generations of clinical scientists may still 
retain that “faculty of perception ”. which has been 
the hall-mark of English medicine from the time of 
Sydenham. 

The biological scientists have sometimes tended to 
look askance at the work of the clinician because his 
methods are crude and his standards of inquiry and 
criticism too low. They have had no opportunity, 
not having experienced them, of appreciating the 
countless difficulties and interruptions to consecutive 
thought which the life of practice or practice com- 
bined with teaching compels, The clinician, on the 
other hand, has tended sometimes to belittle the 
work of the laboratory man who would advise or 
assist him, knowing his lack of intimacy with the 
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problems of personality, with the variability of 
diseases and symptoms, and with the severe limita- 
tions set by chance, by the shortage of beds, and by 
the tide of individual human affairs to experiment 
and consecutive observation in the hospital ward. 
Mistrust of this kind is unnecessary and foolish, 
and all occasion for it departs when there is close 
and friendly association between the practising 
physician and the investigator within the same 
building. If the first and constant duty of the 
physician is to improve his clinical sense, his second 
is to preserve the closest possible contacts with all 
the related biological sciences. These sciences in 
return can derive undoubted inspiration from the 
daily experience and difficulties of the ward. 


THE HOSPITAL AS A UNIVERSITY UNIT 


Certain hospitals in the past, with no loss but 
rather with infinite gain to the patient and the com- 
munity, have provided our schools of medicine, the 
training centres for observational and therapeutic 
study. Certain hospitals in the future, while retaining 
all their freedom for loyal and humane service to the 
community, will, I believe, become integral units of 
our‘ university system and, as centres for training in 
scientific medicine, will contribute to the advance- 
ment of learning in a' manner and degree as yet 
scarcely contemplated. When science and practice 
work at close quarters both must benefit, just as 
already teaching and practice win mutual gain from 
contiguity. 

On one thing I feel sure you will agree: that in 
spite of all our difficulties the modern evolution of 
medicine is intensely interesting and full of promise. 
I hope you will also agree that it is occasionally 
worth while to take stock, as I have tried to do this 
evening. For my own part, I am less anxious about 
the immediate future of clinical science than I am 
about the future of clinical teaching. To forget or 
forego the discipline that assists the faculty of per- 
ception would be a calamity for which no other 
discipline could wholly compensate. It should not, 
however, be beyond us to discover how the training 
both of sense and science in a better manner than here- 
tofore may become the prerogative of all our students, 


“. . . Eugenics is founded upon the doctrine of 
the natural inequality of man. The extent to which 
men differ by nature is a question upon which people are 
inclined to have different opinions on the basis of their 


‘political or social philosophy. Those of aristocratic 


leanings like to think that distinctions of rank and station 
go along with rather marked differences in hereditary 
endowment. Champions of equal rights, those who do 
battle against the powers of vested privilege, take comfort 
in the thought that the native qualities of the privileged 
classes are no better than their own, if as good.... Much 
of the opposition to eugenics is primarily a sort of defense 
reaction arising out of a concern for ideas or sentiments 
to which eugenics is felt to be somehow antagonistic. ... 
As eugenists, we are committed to no particular social, 
religious, political or economic creed, that we are no more 
concerned with the class war than the botanist or astro- 
nomer, that we are quite willing that Mary should marry 
Jack or any one else provided their progeny will probably 
not be imbeciles, lunatics or otherwise a burden to society ; 
that we would like to have relatively more progeny from 
people with fine hereditary endowments, although we 
do not have the remotest intention of recommending any 
coercive measures for the attainment of this end; that 
we look to education and the development of eugenic 
ideals as affording the basic conditions for any note- 
worthy eugenic improvement,.... With these aims all 
intelligent and fair-minded people, I think, can not fail 
to be in accord.’’—Prof. S. J. Hotmes, Science, April 21, 
1939, p. 351. ce 
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CONTROL OF STAPHYLOCOCCUS 
AUREUS IN AN OPERATING-THEATRE 


By E. A. Devexisa, M.S. Lond., F.R.C.S. 


FIRST ASSISTANT TO THE SURGICAL UNIT, UNIVERSITY 
COLLEGE HOSPITAL, LONDON ; AND 


A. A. Mues, F.R.C.P. 


PROFESSOR OF BACTERIOLOGY, UNIVERSITY COLLEGE 
HOSPITAL MEDICAL SOHOOL 


THE investigation described in this paper was 
prompted by the occurrence of suppuration in a 
large proportion of patients after ‘‘clean’”’ opera- 
tions by the surgical unit of University College 
Hospital. In most wounds the suppuration was 
obvious on the fourth to the fifth day after opera- 
tion, though in some it appeared later. It was 
relatively superficial in some—e.g., in the rectus 
sheath in most of the laparotomies—though in one 
case staphylococcal peritonitis developed. The infec- 
tion was usually deep in suppurating thyroidectomy 
and thoracoplasty wounds. With the exception 
of one Streptococcus pyogenes infection, suppuration 
was due to Staphylococcus aureus. We have recorded 
the results of the investigation because our conclusions 
differ from those of recent American investigators 
who indict the air as the main source of staphylo- 
coccal infection in operation wounds. 


Sources of Staph. aureus 


The routine sterilisation of instruments, ligatures, 
lotions, dressings, gowns, masks, and gloves was 
reviewed and found satisfactory. Broth cultures 
from ligatures, instruments, and instrument-rinsing 
saline were made at the end of a number of operations 
and found free of aureus. There remained for 
consideration the air of the theatre, the skin of the 
patient, and the skins and upper respiratory tracts 
of the theatre staff. 


Methods of sampling and identification of cultures.— 
Direct plating on 5 per cent. horse-blood agar was 
employed whenever possible. Broth cultures were 
not more sensitive in revealing small numbers of 
organisms and gave no idea of the number of organisms 
originally present. The skin was sampled with a 
broth-moistened swab rubbed with a circular motion 
twenty times over an area 4 cm. in diameter. The 
swab was plated as soon as possible after taking. 
The nose was sampled with one swab through both 
nostrils. 

All plates were incubated for a day at 37° C. and 
for two days at 18° C.in a north light to facilitate 
the production of pigment. All golden and white 
colonies consisting of typically arranged mono- 
morphic cocci lp in diameter were tested in mannitol ; 
and all strains that fermented mannitol within three 
days were tested for the production of coagulase. 

We have called Staph. aureus only those organisms 
which produced coagulase. A few coagulase-positive 
white strains have been included in the aureus group. 
In effect, this is the practice of Cowan (1938a), who 
found that the correlation between the production of 
coagulase and that of hemolysin was complete, and 
who grouped the hemolysin-producing staphylococci, 
irrespective of the production of pigment, into one 
species, Staph. pyogenes. Since most of our coagulase- 
positive strains yielded golden colonies, we have for 
the present retained the more familiar label of Staph. 
aureus. 

The production of coagulase is not a constant 
feature of those cocci that on all other counts should 
be classified as pathogenic Staph. aureus, but in most 
recent surveys of staphylococci (Cowan 1938a, 
Chapman et al. 1938) the proportion of coagulase- 
negative strains has been small. Moreover, since all 


those strains from the suppurating wounds that we 
tested were coagulase-positive, the disposition of 
coagulase-positive staphylococci in the operating- 
theatre seemed likely to reflect the disposition of all 
pathogenic Staph. aureus adequately enough for the 


solution of our problem. 


AIR 


Plates were exposed near the instrument table 
during operations; twenty-five for an hour, forty- 
nine for half an hour, and thirteen for 35-120 minutes. 
Half-hour plates, being least crowded with colonies, 
are best for investigation. The plates were counted 
after ores for a day at 37° C. and three days 
at 18° C. 

A total of 4894 colonies, mostly of air saprophytes, 
grew on plates exposed for a total of 63-6 hours, 
an average of 77 per hour. Eleven plates showed 
Staph. aureus: 4 colonies twice, 2 colonies twice, and 
1 colony seven times; a total of 19 in 63-6 hours, or 
0:3 aureus colonies per hour on a plate 12 sq. in. in 
area. 

This is the best available estimate of the continuous 
risk of infection by aureus from the air, though it 
must vary with the state and staff of the theatre. 
The area of an operation exposure is also usually 
about 12 sq. in. and the direct settlement on it of 
one aureus-bearing particle every three hours is not 
an obvious danger. 

But air-borne aureus settling on instruments, on 
swabs, and on the gloves and sleeves of the surgeon 
may also be carried into the wound. Meleney (1935) 
assumed that patient, surgeon, assistants, tables, and 
instruments constituted the area at risk, which he 
estimated at 4000 sq. in.—i.e., 333 times the plate 
area. On this basis 0-3 x 333 = 100 awreus menaced. 
the wound in an hour. 

But in fact only a few of the objects in this area 
are introduced into the wound. It is unlikely that 
the total area of wound and objects introduced into 
it will be more than say, that of a 24 x 18 in. instru- 
ment table—i.e., 432 sq. in., which is 36 times the 
plate area. On this basis 0:3 x 36 = 11 aureus 
menace the wound every hour. 


` PATIENT’S SKIN 


Twenty-four to forty-eight hours before operation 
the skin was shaved, washed with ether soap and 
water, ether and alcohol, and finally a 1 in 1000 
solution of flavine in spirit. The area was sterilised 
a second time with the flavine paint when the patient 
was on the table. Swabs were taken immediately 
before the second application of antiseptic, and 
aureus was found in 4 of 50 skin-plates (9, 2, 1, and 
1 colony). Swabs taken after the second epee een 
were heavily charged with flavine and usually sterile. 
It may be assumed that the antiseptic preparation 


is reasonably effective in killing aureus on the super- 


ficial layers of the skin. 

Staph. aureus may survive in crypts of the skin, 
to be released during operation by sweating or by 
section of a crypt during incision. The low incidence 
of aureus in the partly sterilised skin does not 
account satisfactorily for a high incidence of aureus 
suppuration. 


NOSE AND SKIN OF THEATRE STAFF 

At the time of maximal incidence of sepsis skin 
samples from the back of the right wrists and nasal 
swabs were taken from forty persons, including senior 
operating staff, theatre and ward nurses, dressers, 
and a few adult patients in the male ward. Eighteen 
of these were more or less pronounced nasal carriers, 
and two of these were skin-positive; one nose- 
negative person was skin-positive. 

With these tests an estimate was made of the 
incidence of staphylococci infesting various situations. 
The infestation was high in the nasal cavities, and the 
carrier-rate agrees with that found in larger surveys 
of aureus carriers (see McFarlan 1938) ;-it was low on 
the skins tested and in the air. It was impossible 
to discover whether the particles in the air giving 
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rise to aureus colonies contained more than one 
coccus. But the ‘slow development of, and the 
uniform size attained by, the awreus colonies, compared 
with the growth-rates of colonies from experimentally 
seeded single oe exclude the possibility that 
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Fie. 1—Chart of operations and nose and skin tests for the presence of Staphylo- 
coccus aureus. White columns indicate (1) negative results of tests, and (2) 
operations not followed by suppuration. 
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initially there were very large numbers of cocci in 
each colony-producing particle. We have already 
assumed that the Staph, aureus air menace was, on 
the average, eleven particles an hour. Even if 
each consisted of twenty cocci, they would be unlikely 


to settle in one part of the wound,: 
and the odds against an inoculum of 
twenty cocci getting a foothold in 
relatively healthy tissue must be high. 
The rarity, with which very small 
doses of known pathogens can be 
made to infect susceptible animals, 
even after passage, makes it unlikely 
on a priori grounds that aureus infec- 
tion would occur readily in such 
circumstances. We have, however, no 
direct evidence on the point. Aside 
from these speculations we have evi- 
dence that the air was not responsible ; 
for, whereas its average awreus-content 
remained constant, the suppuration 
disappeared, although no attempt was 
made to prevent the access of air 
bacteria to the operation wounds. In 
any event the constancy of infection - 
at the outset of this investigation 
suggested a source of awreus more 
constant than the air proved to be. 
On the other hand, the danger from a 
pronounced nasal or skin carrier in the 
operating staff should be minimised 
by the use of masks, gloves, and 
gowns. The implication of any one 
source, in the absence of more exten- 
sive data, would have been a matter 
of conjecture had not the incidence of 
infection proved to be closely asso- 
ciated with one surgeon. Most of the 
operations were performed by surgeon 
A or surgeon B, and in table I the 
association of sepsis with A is clearly 
seen (see also fig. 14). Of 54 “ clean ” 
operations performed by A 
jn a five months’ period, 
14 were infected by Staph. 
aureus, and only 1 of 41 
operations by B in the 
same period, 

Table V shows that, 
during the year under con- 
sideration, the operations 
performed by A and B 

f | | were comparable; hence 
the suppuration in A’s case 
was not due to a difference 
in the operative material 
of the two surgeons. Both 
A and B used the same 
staff and theatre, and often 
both operated in the same 
session, The infection 
apparently depended on 
the intimate contact of 
operator with patient, for 


| limi i at many of the operations 


atte B assisted A and A assisted 
B. The difference in the 
incidence of infection in 
A’s and B’s cases is such 


results of ia and (2) operations followed by suppuration due to that the odds against it 
Staph. aureus. A, Preliminary period under ordinary conditions; B, period - arising by chance are over 
during which operators wore battiste oversleeves and cellophane in masks; 200 to 1. The cause of the 


C, period in which additional manipulative care was taken. 


infection was therefore to 
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be looked for in some essential difference between A 
and B; it was unlikely that aureus in the air, on instru- 
ments, or on the skin of the patient was responsible. 
Both A and B were persistent nasal carriers of 
Staph. aureus, and platings of their nasal swabs 


TABLE IJ—INOIDENCE OF Staph. aureus SUPPURATION IN 
CLEAN CASES (DECEMBER, 1937, To May, 1938) © 


| Non- : 
Aureus ; = Sepsis 
Surgeon | cases auected Totals (per cent.) 
A | 14 40. 54 25:9 
B 1 40 41 2-4 
Totals .. | 15 80 | 95 | 15°3 


n= 1, x*= 8-00, and P= 0-0047 (see Hill 1937). 


showed several hundred aureus colonies, B’s nose 
was the more infested of the two, the swabs often 
yielding. an apparently pure culture. The results 
of swabbing A and B and the incidence of aureus 
infections in their patients are shown in fig. 1, which 
records the aureus history of the two surgeons from 
Dec. 13, 1937, to Jan. 11, 1939, omitting the month 
of September, 1938. 

-~ Staph. aureus might fall from the nose or mouth 
on to the wound in heavy droplets spat through the 
mask or pass from the skin through holes in rubber 
gloves or through the sleeves of an operating-gown. 
These possibilities were investigated as follows. 


Masks specially designed to prevent the discharge 
of infected droplets are usually tested by placing 
culture plates in the line of possible discharge and 
instructing the wearer to cough (for references 
to recent work on mask tests see Arnold 1938). We 
adopted a more stringent test of permeability. 
After use the mask was laid nasal side upwards over 
a blood-agar plate and its outer surface lightly and 
evenly pressed on to the agar by a sterile 34 in. 
rubber bung. By this means all the aureus capable 
of being brushed off the outside of the mask were 
sampled, and any mask that was aureus-free on its 
outer surface after operation might be safely assumed 
to be impermeable to the coccus. Nineteen tests 
were made on 4 carriers wearing masks without 
efficient cellophane. On the average the masks 
were worn for 100 min. Staph. aureus was 
found on six occasions; the colonies totalled 126. 
Of sixteen tests on 2 carriers with efficient cellophane 
in the masks, fifteen were negative. The masks 
were worn for 110 min. on the average, and 
in the single positive test only one Staph. aureus 
colony was found. 

The ordinary theatre masks, made of two layers 
of butter muslin, let aureus through. A loose sheet 
of cellophane introduced between the folds of the 
muslin just before operation was ineffective, for it 
crumpled and slipped during the operation, and the 
mask was still permeable to aureus. A 6} by 8} in. 
sheet of cellophane (No. 600 P.T. Messrs. Pakcel 
Ltd.) was sewn into a 7 by 9 in. pocket made in the 
middle of the upper border of a mask of double- 
folded muslin, 36 by 15 in. and sterilised in situ. 
The resulting mask was impermeable to aureus. 

_ In the sixteen tests of A and B in these masks only 

One aureus colony was found on the outside; other 
colonies consisted of typical air saprophytes. Press- 
plates of the inside of these masks showed nasal and 
mouth flora, with aureus present in all those tested 
that had been worn by carriers. 

The air discharged laterally from the edges of the 
mask might carry very fine droplets containing 
aureus. Blatt and Dale (1933) find this lateral dis- 
charge to be “ practically sterile,” but even if aureus 
escaped from the carriers in this way it would con- 
tribute merely to the already determined air-infesta- 


‘if an under-water test is made. 


tion, for droplets small enough to be carried. out on 
this lateral discharge would have insufficient weight 
to fall directly on to the wound. , 


In the small number of mask! tests there was no 
obvious difference between A and B. 


Gown sleeves.—The gowns were of coarse linen, 
48 meshes to the inch. The irregu'arity of the 
threads and the large size of the holes in « ‘is cloth are 
illustrated in the photomicrograph (fig. 2). 

Press-plates of the outside of gown sleeves alone 
and of stockinette oversleeves worn over gown sleeves 
showed aureus at the end of the operation, but the 
introduction of battiste (British 
Pharmaceutical Codex 1934, 
p. 1136) oversleeves to cover 
the gown sleeves reduced the 
incidence of aureus on press- 
plates to one colony in forty- 
one tests on A and B. 

The difference between A 
and B (table II) is obvious. 
There was a similar difference 
in the skin swabs of A and B, 
6 of 8 skin swabs of A, but 
only 2 of 10 swabs of B, being 
positive in a period of seven 
months. Moreover, on five 
occasions scalpel-scrapings of 
B’s skin were aureus-free. 


These results suggest that 
the relevant difference between 
A and B was that, though 
both were nasal carriers, the 
skin of A was the more con- = yA. 2 Photomicro- 
stantly infested with aureus, graph of ‘linen 
and that aureus was sweated sleeve of opera- 
through the gown sleeve of ting-gown. (x 5.) 
A during operation. This belief 
was strengthened by the results of testing the hands 
of A and B. 


Operating-gloves.—Staph. aureus that survived 
scrubbing-up and disinfection of the surgeon’s hands 
could get into a wound only through a puncture in 
the glove. Glove puncture is a relatively common 
accident. The leaks are more certainly discovered 
In table III the 
puncture-rate in 6965 gloves is recorded. 

The first series contains those worn in the main 
hospital theatres over a period of four months and 
includes both patched and unpatched gloves, 6585 


TABLE [I[—GROWTH ON PRESS-PLATES FROM THE OUTSIDE 
OF LINEN AND SsTOCKINETTE SLEEVES AND OF 
BATISTE ARMLETS 


Staph. aureus 


Average 
Sleeve m z ; : 
Surgeon ; rests time worn 
material (min.) Times Total 
found | colonies 

B Linen, Xe. 16 O4 2 | 2 
Battiste 13 62 0 0 
A Linen, Xe. 31 71 S | 50 
Battiste 28 60 I 1 
5 others — 11 45 o | 0 


in number ; in these the incidence of puncture was 
24 per cent. The second and third series comprise 
tests on unpatched gloves worn by A and by B, 
chief assistants, and instrument nurse in sixty- 
nine operations; 14:5 per cent. were punctured. 
In the last two series 48 of the 55 punctures were in 
the thumb, index, and middle fingers: 22 on the right 
hands, 26 on the left. 


There is thus the opportunity for the leakage of 
aureus from the skin of the hand, It remains to 


-Á 


D, 


a 
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be shown that (1) aureus was present on the hands of 
A but not of B, and (2) it could leak through 
punctures. 

(1) The infestation of sterilised hands by Staph. 
aureus was tested by making 121 press-plates of the 
inside of A’s and B’s gloves immediately they were 


TABLE JII—INCIDENCE OF PUNCTURES IN 
OPERATING-GLOVES 


Gloves | Punctures | Consecutive 
Wearers | tested land per cent.) operations 
Hospital staff n main 
Surgeon A ae oai | ~ BI 11 (13-6) 42 
Surgeon B, chief assis- | 

tants, and spetruMent 

nurses ia 299 44 (14:7) 69 


peeled off at the end of an operation. The number 
of colonies developing depended more on the amount 
of sweat in the glove than on the length of time the 
glove had been worn. A glove that was dry after 
two hours’ wear might yield 20 colonies, whereas a 
sweating glove worn for only 30 minutes might 
yield 500-1000. Moderately wet gloves often yielded 
colonies grouped in clusters, which were composed 
of only one or two types of colony. Clustering 
appeared in 60 per cent. of moderately crowded 
plates and gave the impression that each cluster 
had arisen from a circumscribed area on the skin, 
such as a pocket or crypt filled with one or two kinds 
of micro-organisms. Table IV records the tests 
on the right- and left-hand gloves of A and B after 
operations lasting 20-180 minutes. A’s hands 
‘“ excreted ” aureus 30 times in 42 tests, the number 
of colonies varying from 5 to 5000. The total number 
of colonies was about 1-5 to 5 times the number of 
aureus colonies, the commonest non-aureus organism 
being a non-mannitol-fermenting coagulase-negative 
strain of Staph. albus. B excreted far fewer colonies, 
counts of more than 100 being rare; and Staph. 
aureus was never found. His common organisms 
were Staph, albus, pleomorphic gram-positive cocci, 
and diphtheroids, in that order of frequency. As 


TABLE IV—GROWTH ON PRESS-PLATES FROM THE INSIDE 
OF GLOVES AFTER OPERATION 


Distribution of plates according 
to approximate number of 


Sie or colonies thereon ce 
Tests aph. 
geon worn aureus 
ra (min-) Colonies .. | 0 | 1- |51—1501-'5001) found 
50 |500 5000; + 

A 42 80 | Aureuscols. | 12 4 | 16 7 3 30 

All cols. .. 1 7115] 16 3 — 

B 29 77 | Aureuscols. | 29 0 0 0 0 0 

0 5 0 0 — 


All cols. .. 4) 2 


soon as the danger from A was realised, additional 
care was taken to avoid glove-puncture during 
operation: fingers were introduced into wounds as 
little as possible and instruments used for manipula- 
tion wherever possible (fig. 1c) The capacity of 
aureus for leaking through holes in the gloves was 
estimated by experimental puncture. 

(2) During a period when the infestation of A’s 
hands by Staph. aureus was pronounced experimental 
punctures were tested as follows. At the finish of 
an operation the gloves were washed before removal, 
rinsed with alcohol, and- dried on a sterile towel. 


The finger-tips and knuckles were lightly pressed 
on to a blood-agar plate as a control culture and then 
punctured and pressed on to a second plate. After 
puncture press-plates were made of the inside of the 
glove, as described above. Twelve tests were made, 
Test 1 is illustrated in fig. 3. Large holes were made 
by a needle, and several hundred aureus came through. 
Smaller needle pricks were ineffective in two tests. 
In surgical practice a very small hole might be 
temporarily enlarged when the rubber immediately 
surrounding it is stretched during operative manipula- 
tion. Accordingly, in four tests a sterile 2 in. glass 
disk was manipulated after the puncture in such a 
way as to stretch the rubber at the finger-tips, and 
its surface was rubbed over blood agar; in two tests 
aureus leaked through. In five further tests the 
puncture was made with a No. 25 x 1 in. hypodermic 
needle, and 0-2 c.cm. of sterile saline was introduced. 
The fingers were lightly massaged together and then 
stroked on 
to a plate, 
Aureus 
leaked 
through in 
all five 
tests. In 
all, leakage 
occurred 
in eight of 
twelve 
tests. 

The leak- 
age of 
aureus 
apparently 
depends on 
a suffi- 
ciency of 
organisms 
and fluid— 
i.e., sweat 
in the 
natural 
condition 
—inside 
the glove 
and on the coincidence of the puncture with an 
aureus-producing area of the hand. With excessive 
sweating the aureus is disseminated throughout the 
space between rubber and skin, and any prick may 
be the site of an aureus leak, The average number of 
cocci escaping through leaks in A’s gloves was very 
much greater than that likely to fall on to one spot 
in a wound from the air, or to be introduced on air- 
infected instruments, or on sleeves through which 
aureus has been sweated. Both the aureus infestation 
and the opportunity for implantation in the wound 
were greater in the hand than in all other sources 
tested. In the light of the available evidence it is the 
Staph. aureus on A’s hands that must be considered 
to be the chief source of the suppuration. 


Fie. 3—Photographs 


of press-plates, 
(1) Culture from outside of glove before 


pricking; (2) culture from outside of 
glove after pricking; (3) culture from 
inside of glove. About half the colonies 
are of Staph. aureus, 


Effect of Precautionary Measures 


Except emergency operations and those in which 
there was a possibility of wound infection from condi- 
tions found at operation, all ‘‘clean’’ operations 
performed by the staff of the surgical unit from 
Dec, 13, 1937, to Jan. 11, 1939 (September, 1938, 
excluded), have been watched, and the subsequent 
progress of the wound followed, by one observer. 
Of 262 operations performed by four surgeons, 22 
suppurated frankly and small pustules round the 

T3 


ae 
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stitches developed in 7. Disregarding these 7 cases, 
since necrosis from excessive tension on the stitch 
probably contributed to the lesion, 8-4 per cent. 
of the cases suppurated. This figure is about the 
same as that reported by other observers for the 
general incidence of suppuration in clean operation 
wounds (Ives and Hirshfeld 1938, Meleney 1935). The 
record for each of the four surgeons is as follows :— 


Surgeon A Total 141 Suppurated 20 
a B. oe j 84 .. 3 1 
ey “Eo ee ʻi 22 ai i 0 
a D we 5 14 .. ee 1 


Fig. 1 and table V record the operations of A and B. 
It will be noted that 4 wounds in A’s series suppurated 
after the introduction of cellophane masks and batiste 
sleeves (fig. 1B) and 1, a thyroidectomy wound 
made on Oct. 14, 1938, after the modification of the 
operative technique (fig. 1c) described in the text. 
After this operation the left index finger of the glove 
was found punctured, and a press-plate of the inside 
of the gloves yielded a heavy growth of Staph, aureus. 
Between Oct. 14, 1938, and Jan. 11, 1939, A performed 
45* clean operations without suppuration, even 
though during this period Staph. aureus was repeatedly 
grown from the inside of his gloves and his gloves 
were occasionally punctured. This observation con- 
firms the conclusion reached by the tests—namely, 
that the leakage of an infective dose of cocci from a 
skin carrier is determined by more than mere puncture 
of the glove. = 


r Discussion 


Staph. aureus was found in various parts of the 
operating-theatre and its staff, A precise definition 
of the infection risk from the different sources of 
Staph. aureus is impossible, for the discovery of 
a likely source was necessarily followed by immediate 
attempts to stop it. Nevertheless, the staphylococcal 
history of surgeons A and B in the operating-theatre 
strongly suggests that the main danger lay in the 
aureus infestation of A’s skin. Wells and Wells 
(1936, 1938) have in the past few years emphasised 
the importance of the air as a vehicle of pathogenic 
bacteria, and Hart (1937) has advocated the sterilisa- 
tion of the air in operating-theatres by ultraviolet light. 
Without minimising the importance of the Wells’s 
observations or denying the efficacy of Hart’s methods 
of sterilisation it is questionable whether postoperative 
Staph. aureus suppuration is necessarily due to 
air-borne cocci. Our experience is limited to one 
surgical unit, but the striking decline of the sepsis- 
Tate, in the face of a continued aureus menace in the 
theatre, suggests that in other cases the improvement 
due to a greater nicety of operative technique may 
have been wrongly attributed to the elimination of 
air-borne pathogens, Indeed Hart, in his latest 
report (1938b), attributes his avoidance of sepsis to 
‘“ meticulous operating room asepsis, development 
of a delicate atraumatic technique, and the use of 
the least irritating suture material” besides ‘‘ the 
elimination of air-borne contamination.” It is 
obvious that surveys of a number of operating units 
should be made (cf. Hart 1938a) to decide on the 
incidence and importance of air-borne aureus. For 
this purpose it is important to fix a standard method 
of measuring the number of air organisms present 
and criteria for the recognition of pathogenic strains. 


The air centrifuge of Wells and Wells is at present: 


* From Jan. 11 to April 17, 1939, surgeon A performed 35 
consecutive ‘‘clean’’ operations. His skin was still infected 
with eeu: aureus; no suppuration developed in any of the 
wounds. 


too expensive for general adoption as a means of 
sampling the air. Sue 

We suggest that the best readily available measure 
of the infestation-rate by aureus is the average number 
of colony-forming particles falling into a 4 in. petri 
dish per hour, calculated from colony counts of 
blood-agar plates exposed for 30 min. each. A 
limited number of experiments we have made indicates 
that four such plates grouped round the ‘patient, 


at operation-table level, provides a representative - 


sample of the air organisms. The proportion of 
plates contaminated with a given pathogen has been 
used as a measure of infestation of the air, but this 
figure gives a false impression of the risk, For 
example, from our data, 17 per cent. of 63 one-hour 
plates would have shown Staph. aureus in the 63 hours 
tested, a misleadingly impressive figure compared 
with an average rate of 0:3 aureus per hour. The 
definition of potentially pathogenic Staph. aureus 
must, in the present state of classification of the 
staphylococci, be more or less arbitrary. A study 
of over 800 plates seeded with material from air, 
dust, skins, and nasal cavities has convinced us that 
neither Staph. awreus nor Staph. albus can be safely 
identified by the appearance of the colony and the 
stained smear (criteria apparently adopted by many 
observers), The most useful single criterion is 
provided by the coagulase test. This may be 
combined, if desired, with the test for production of 
a-hemolysin (McFarlan 1938), and all golden, 
yellow-gold, and white colonies, made up of mono- 
morphic cocci that ferment mannitol, should be so 
tested. There is the same need for agreement about 
the criteria for recognising other air-borne pathogens. 
It is obvious from recent work that hzmolytic strepto- 
cocci cannot be regarded as potentially pathogenic 
unless they belong to the A, B, C, or G groups of 
Lancefield and Hare (Topley and Wilson 1936). If 
a relatively high degree of aureus infestation were 
demonstrated in the air of any theatre, a high risk 
of wound infection would not necessarily be implied. 
A properly controlled test of the infectivity of small 
doses of aureus in human tissue is impossible. We 
must rely on circumstantial evidence, and from the 
result of our own experience we suggest that, before 
the air is indicted as a source of danger, the sources 
we have demonstrated in our own theatre should be 
tested and stopped. 

The evidence pointing to the skin infestation of 
surgeon A, as the feature distinguishing him from the 
non-infective surgeon B, not only rules out air-borne 
cocci and those on the patient’s skin but also those 
in the noses of both A and B as causes of the suppura- 
tion. But in other circumstances the patient’s 
own cocci and the surgeon’s nasal cocci might well 
be dangerous, though risk of direct infection from the 
nose can be removed by the use of an efficient mask. 
The mask we devised is both efficient and comfortable. 
The skin carrier presents a greater problem. Staph. 
aureus can be sweated through a gown sleeve, and 
the conditions inside a surgical rubber glove promote 
the “‘ excretion” of Staph. aureus from a previously 
well sterilised skin, 

Apart from the solution of our immediate problem, 
the general applicability of our conclusions depends 
on the prevalence of aureus skin infestation among 
practitioners of surgery. Surgeon A is not an isolated 
example of aureus skin infestation. About the middle 
of 1938 surgeon D was nose- and skin-negative. 
Shortly before an attack of Staph. aureus boils he 
operated on one patient whose wound subsequently 
suppurated. After the attack he was found to be 
a nasal carrier and subsequently sweated Staph. 


ees ENE ee” | are ee 
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aureus into his gloves at operation. The discovery 
of surgeon A’s nose and skin infestation followed an 
attack of boils some months previously. It may be 
that heavy infestation of the skin is the result of 
recent manifest infection. 

A’s nasal and skin strains behaved identically in 
all the tests applied. They were coagulase-positive ; 
both produced qg-hsemolysin and leucocidin to the 
same high titre in parallel tests; and both were 
type IIIa by Cowan’s (1939) slide agglutination- 
test. It is of interest that the nasal strains of A and 
D, who were skin carriers, produced high-titre 
leucocidin of the Panton-Valentine type. B was a 
heavily infected nasal carrier. He rarely had aureus 
on the skin, and his nasal strain was leucocidin- 
negative. It is tempting to relate the dependence 
of skin infestation in nasal carriers to the patho- 
genicity of the nasal strain, as indicated by the 
production of leucocidin (Valentine 1936); but B’s 
carrier state followed an acute staphylococcal sinusitis 
complicated by orbital cellulitis and osteomyelitis 
of the frontal bone, and, if the carrier strain is the 


TABLE V-“cLASSIFIED OPERATIONS PERFORMED BY A AND B 
FROM DEC. 13, 1937, To JAN. 11, 1939 (SEPTEMBER, 
1938, EXCLUDED) 


Surgeon A Surgeon B 


Type of operation 


Healed ale ;Healed Balan 

Herniotomy, inguinal and 

femoral .. s es 15 1 12 0 
Herniotomy, scar .. one 2 1 1 0 
Excision of plantaris tendon 13 2 5 0 
Partial thyroidectomy 9 4 8 1 
Phrenic avulsion... ase 2 0 3 0 
Other operations on neck .. 1 3 4 0 
Thoracoplasty 8 3 3 0 
Extrapleural metitiote) 

pneumothorax. 12 0 2 0 
Other chest operations ee 5 0 0 0 
Radical mastectomy 3 0 2 0 
Other operations on breast.. 3 0 3 0 
Laminectomy 4 0 - 0 0 
“ Cold  appendicectomy .. 3 0 3 0 
Laparotomy and intra- i 

abdominal operations .. 15 6* 4 0 
Operations on Bends ana 

limb-joints 20 0 27 0 
Other operations... z 6 0 7 0 
g Totals 121 | 20 84 1 


®In one case of these six tbe infection was due to Strep. 
PUOIS ; the remainder listed in the table were Staph. aureus 
ections. 


same as the original infecting strain, its lack of 
leucocidin here at any rate does not indicate lack of 
pathogenicity. The relationship between nasal and 
skin infestation, and between recent skin infection and 
the skin carrier state, cannot be discussed profitably 
on such scanty data; these problems are being 
investigated. The evidence so far obtained indicates 
that there is an appreciable skin carrier-rate in the 
hospital community, though it does not approach the 
rate of 30-40 per cent. found in the nasal cavities. 
Turning to the surgical aspect of the problem, it 
will be seen from table V that thyroidectomy, thoraco- 
plasty, and laparotomy wounds suppurated most 


often. It is perhaps significant that in these opera- 
tions the amount of stitching necessary, and therefore 
the risk of glove puncture, is relatively great, though 
of course stitching is not the only procedure during 
which gloves may be damaged. The possibility of 
infecting a wound by a leak of bacteria through a 
glove puncture has long been recognised. When 
in 1895 Lane (1909) introduced his method of plating 
simple fractures he was well aware of this danger and 
in the description of his technique emphasised that 
the fingers should never be introduced into the wound 
and that “the instruments should be long . in 
order to avoid any contact with the wound by ‘the 
portion of the instrument grasped by the hand since 

. the gloves are liable to be damaged.” This 
accident is more frequent than is generally supposed ; 
thus 24 per cent. of the gloves used in the theatres 
of the main hospital were punctured. It may be 
objected that this figure includes gloves worn by 
students and nurses, and that the surgeon would be 
less likely to puncture his glove ; yet of the surgeon’s 
gloves alone 14 per cent. were punctured at a time 
when special care was being taken to avoid damage. 
In a few instances the puncture was discovered 
immediately it was made, but most of the holes were 
found on testing the gloves at the end of the operation, 
by which time there had been maximum opportunity 
for leakage. Leakage 1 is a danger only in skin carriers 
of pathogenic organisms like aureus. Our results 
show that the carrier state may be more certainly 
demonstrated if press-plate cultures of the inside 
of rubber gloves into which the subject has sweated 
are substituted for the usual procedure of skin 
swabbing. 

There remain for consideration a few other measures 
that have been advocated for the reduction of sepsis. 
If the air can be shown to be the source of infection 
(Cowan 1938b) its sterilisation by such agents as ultra- 
violet light (U.V.L.) or aerosols (Pulvertaft et al. 
1939) is “of obvious importance. It is possible that 
the success of Hart’s U.V.L. is due less to air sterilisa- 
tion than to the sterilisation of bacteria that have 
reached the wound from all sources, though the rela- 
tively poor penetrative powers of U.V.L. make it 
unlikely that heavy inocula will be destroyed. Hart 
(1938b) records that in one of the thoracoplasty 
wounds which suppurated badly in spite of U.V.L. 
irradiation, it was known that the wound was con- 
taminated with sweat escaping from a torn glove. 
Meleney (1935) stated that the substitution of silk 
for catgut as ligature material reduced the incidence 
of wound infection. We have no evidence that the 
ligature material has any influence on the incidence 
of wound infection, which depends on the introduction 
into the wound of an infective dose of bacteria. In 
the light of our experience we would attribute the 
success of Meleney’s technique to the greater nicety 
of operative procedure that he found necessary with 
silk. Hart (19384) has suggested that so far as 
possible nasal carriers of Staph. aureus should be 
excluded from the theatre. The risk from this 
source is not necessarily great, and in view of the 
high Staph. aureus carrier-rates recorded in hospital 
communities such exclusion may be impracticable. 
For example, in one week during the period recorded 
we should on this account have excluded the two 
senior surgeons, one house-surgeon, one theatre 
sister, two nurses, and one dresser out of a staff of 
fourteen. 

The removal of Staph. aureus from the skin of a 
carrier presents a problem yet to be solved. A course 
of U.V.L. had no effect on the coccal infestation of 
Surgeon A’s skin. There remains the possibility 
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of applying antiseptics, such as Dettol cream, to the 
hands before operation, as recommended by Colebrook 
and Maxted (1933); but in view of the marked 
infestation of A’s hands with Staph. aureus we were 
unwilling to risk any damage to the skin tissues 
that might have an infective sequel. The problem 
was less urgent than it might have been, for other 
prophylactic methods were completely successful. 
However, so long as the skins of A and D remain 
infested, we cannot expect a continued freedom from 
wound suppuration. The problem of carrier cure 
is still under investigation. 


Summary 


(1) A high incidence of suppuration due to Staph, 
aureus in ‘clean’ operation wounds was found 
to be due to the leakage of Staph. aureus through 
glove punctures from the skin of one surgeon who 
proved to be a skin carrier. 


(2) The Staph. aureus present in the air of the theatre 
and on the skin of the patients operated upon appa- 
rently played no part in the incidence of suppuration. 


(3) Nasal carriers of Staph. aureus among the 
theatre staff do not constitute a danger, provided 
that masks are made impermeable to direct droplet 
discharge from the nose and mouth, 


(4) All the strains of Staph. aureus recorded 
fermented mannitol and produced a coagulase for 
human plasma, 


(5) Skin carriers, negative by the ordinary swabbing 
tests, may sometimes be detected by cultivating 
the sweat from the inside of rubber gloves at the end 
of operation, This method has the advantage of 
excluding positive results due to temporary superficial 
contamination of the skin. 


(6) The frequency of glove puncture during opera- 
tion was found to be as high as 24 per cent.; this 
was reduced to 14 per cent. by precautions to avoid 
puncture, 


(7) The following measures were followed by 
disappearance of the sepsis: (a) the introduction of 
cellophane sheets into butter-muslin masks; (6) 
the wearing of batiste (B.P.C.) sleeves over linen gowns 
to prevent the escape of skin cocci in sweat; (c) the 
avoidance of glove puncture during operation by 
special attention to operative technique ; and (d) the 
avoidance, so far as possible of direct handling of the 
tissues. 


We are indebted to Dr. S. T. Cowan and Dr. F. C. O. 
Valentine for serological and leucocidin-production 
tests on some of our aureus strains; and to Dr. O. 
Khairat for fig. 3. 
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ABDOMINAL RESECTION FOR RECTAL 
CANCER * 


By E. G. Mum, M.S. Lond., F.R.C.S. 


ASSISTANT SURGEON TO KING’S COLLEGE HOSPITAL, LONDON 
SURGEON TO THE BOLINGBROKE HOSPITAL 


THE apaan of abdominal resection for a high 
rectal growth has had more advocates on the Con- 
tinent than in this country. Sometimes known as 
Hartmann’s operation (Hartmann 1923), or anterior 
resection, it has been ignored by many of our text- 
books, though descriptions of it have been given 
at various times by Rankin (1929), Gordon-Taylor 
(1929-30), and Gabriel (1937). This operation has 
certain advantages and my object is to suggest that 
it should be adopted more often in the treatment of 
rectal cancer. 

_It is common practice to speak of cancer of the 
terminal sigmoid as a pelvi-rectal growth, and it is 
not possible to make a sharp distinction between 
some high growths of the rectum and,those of 
the terminal sigmoid. In order to avoid confusion the 
term rectal cancer is used here to mean that the 
actual surface of the growth can be touched with 
the finger on rectal examination. I propose to limit 


_my remarks to such cases, though it is obvious that 


a growth half an inch higher may require the same 
treatment. 

No operation for cancer can be regarded as efficient 
if it does not aim at removing not only. the growth 
but also the potentially involved lymphatics and 
glands, Of late years increasing attention has been 
paid to the lymphatic drainage of the rectum and 
its involvement by growth...It will be germane to 
consider some of the findings. 

According to Miles the lymphatic drainage 
of the rectum takes place mainly in an upward 
direction along the superior hemorrhoidal artery, but 
also laterally along the levatores ani muscles and 
downwards in the region of the ischio-rectal fossæ. 
In 1925, as the result of injections of the rectal 
lymphatics, Villemin, Huard and Montagné sug- 
gested that the rectum should be regarded as two 
parts, each having a different lymphatic drainage. 
The lower part, the ampullary portion and the ano- 
rectal region, drains upwards but also laterally and 
downwards, while the upper, that part of the rectum 
above the lowest valve of Houston, drains only in an 
upward direction along the superior hemorrhoidal 
artery. From the dissection of specimens removed 
by perineo-abdominal resection, Gabriel, Dukes and 
Bussey (1935) considered that the spread of rectal 
cancer took place first into the regional lymph-nodes 
in the close vicinity of the growth and then in an 
upward direction along the superior hemorrhoidal 
artery, lateral and downward spread only taking 
place when the lymphatics above were blocked by 
growth. 

Recently the same view has been taken by Gilchrist 
and David (1938). Out of 47 specimens removed by 
abdomino-perineal resection they found 2 in which, 
as the result of metastases above the growth, a 
retrograde spread to lymphatic glands below the 
growth had occurred, They found evidence, however, 
to suggest that a lateral spread in the region of the 
levator ani muscle was more frequent when the 
growth was at that level, Present belief seems to be 
that the main lymphatic spread of any rectal growth 


* Communicated to the Royal Society of Medicine, section of 
proctology, on May 10. 
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is in an upward direction. While a low growth may in bed as a patient after any other abdominal 


also spread laterally and downwards it is uncommon 
for a high growth to do so unless there is already 
extensive lymphatic involvement. 


THE OPERATION 


' The operation of abdominal resection, which is 
only suitable for a growth in the upper part of the 
rectum, aims at the removal of the growth, its 
lymphatic drainage up to the aortic bifurcation, and 
some two inches of healthy bowel and mesorectum 
below it. 

It follows the usual lines of the abdomino-perineal. 
The inferior mesenteric artery is ligatured and the 
peritoneum divided on either side of the rectum 
and in the pouch of Douglas, The rectum is stripped 
forward from the sacrum, separated anteriorly from 
the vagina or the prostate and vesicles, and the 
lateral ligaments divided. The rectum takes a 
somewhat curved course in its normal position, and, 
provided it has been properly freed, if it is now 
pulled upwards and forwards a growth which lay 
well below the sacral promontory may now lie almost 
in the abdominal wound. With the bowel in this 
position the mesorectum on the posterior surface of 
the rectum is divided cautiously with long curved 
scissors aS low as possible in the pelvis and at least 
two inches below the growth. It is essential that the 
rectum should be properly freed before this is done, 
since otherwise a considerable part of the mesorectum 


may be left behind in the sacro-coccygeal region, 


There is no need to apply clamps before the division 
since there is little bleeding. 

Some flavine gauze is now packed into-the pelvis 
and the rectum is drawn up and divided between 
clamps as low as possible. The ampullary portion of 
the rectum is bulky and the clamps must be strong. 
After trying a number of clamps I have come to the 
conclusion that the best is a Peyr’s clamp, applied 
from before backwards and downwards, the handle 
over the pubes and not from side to side. The distal 
stump is closed and invaginated. 

Drainage of the pelvis is probably wise in every 
case. In the female it can be carried out through 
the posterior vaginal wall; in the male through the 
abdominal wound. It may also be carried out 
through the ischio-rectal fossa; though favoured by 
position, this is uncomfortable for the patient. The 
pelvic peritoneum is now united over the rectal 
stump, the sigmoid divided at the desired site and a 
left iliac colostomy performed. 

It is perhaps unnecessary to point out that the 
final decision as to whether a growth is suitable for 
abdominal resection can only be made when the 
abdomen is opened, and the surgeon must therefore 
be prepared to perform the abdomino-perineal 
operation should this be indicated. 


DISCUSSION 


Rankin (1929) described a series of 26 cases in 
which he performed this operation with 1 death, for 
which no adequate explanation could be found at 
autopsy. I first used this operation for a rectal 
carcinoma some two years ago and I have now 
performed it on nine occasions, I am convinced that 
it is a valuable operation for certain cases of rectal 
cancer, 

Since the greater part of the operation is essentially 
that of the abdomino-perineal it cannot be claimed 
that it is easier or quicker to perform, but it 
is certainly attended with far less shock than 
a “combined” operation (abdomino-perineal or 
perineo-abdominal). It is almost bloodless and there 
is no need to alter the position of the patient. The 
patients’ postoperative course is smoother; they 
can be more easily nursed; there is no perineal 
wound to dress; and they can move about as easily 


operation. 

Infection of the pelvic tissues from the rectal 
stump is a possible complication, and in a mild 
degree is probably common. Rankin describes a 
case in which an’ abscess formed and was drained 
through the rectal stump. A similar complication 
occurred in one of my cases and was treated in the 
same manner, Blood and mucus may collect in the 
rectal stump and cause the patient discomfort. For 


Specimen of carcinoma of the upper third of the rectum 
removed by abdominal resection. The diagram on the 
right represents the mesorectum after dissection, and 
illustrates the penetration by the growth and the position 
and involvement of the lymphatic glands, 

Open circles: glands sectioned and found free from 
growth. 

Shaded circles; glands believed to contain growth. 

Black circles: glands sectioned and found to contain 
growth. 


this a catheter may be passed, or a drainage-tube 
may be stitched into the anus at the time of operation. 

A few inches of rectum are left. Though unlikely, 
it is possible that another growth might start in this 
part. One of my patients, with a growth in the upper 
part of the rectum, had some large piles excised two 
months before I saw her. Three months after 
abdominal] resection a small nodule was excised from 
one of the hemorrhoidectomy scars in the peri-anal 
skin and was found to be a nodule of adenocarcinoma 
of the rectum. An implantation from the rectal 
carcinoma had undoubtedly taken place on one of 
the raw areas at the time of the hemorrhoidectomy. 

There is here no suggestion that this operation is 
quite as good as a ‘“‘ combined ” operation. It does 
not remove the levatores ani, nor their associated 
lymphatics, nor the fat in the ischio-rectal fossæ, and 
small glands in the lowest part of the mesorectum 
might be left behind in the sacro-coccygeal region. 
It does, however, remove the main lymphatic drainage 
of the rectum to the highest possible point. It is 
intended for the high rectal growth and here the 
lymphatic drainage is upwards, a retrograde spread 
only taking place when the glands above are 
extensively invaded by growth. 

The specimen shown in the figure is a rectum 
excised by abdominal resection, and has been taken 
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as an example since it was one of the more advanced 
cases in the series. 


The patient, a man of 67, had a somewhat adherent 
growth in the upper part of the rectum, with a 
history of two years. At laparotomy enlarged hard 
glands were present along the aorta and there was 
a small secondary in the liver. The growth was 
excised by abdominal resection and the specimen 
carefully dissected to show the lymphatic glands, all 
of which were sectioned. The growth had surrounded 
the lumen of the rectum and spread deeply, forming 
& mass of growth an inch in diameter in the meso- 
rectum. Ten lymphatic glands were removed from 
the mesorectum below this level and none of these 
contained growth, though some of them were taken 
immediately below the point at which the growth 
had spread into the mesorectum. Above the growth 
only those glands in the direct line of the inferior 
mesenteric vessels contained metastases ; those along 
the sigmoid were free 


INDICATIONS FOR ABDOMINAL RESECTION 


(1) The growth must be in the upper third of the 
rectum. Since some 60 per cent. of rectal growths 
start in this site there is no need to suppose that this 
operation must have a very limited field. 

(2) The early high growth. This is the case in 
which an abdomino-anal operation with restoration 
of continuity might be considered if the essential 
anatomical provisions were present. 
resection would give an efficient removal in such a 
case and should be the operation of choice if the 
patient was a “doubtful risk” for a combined 
a erste 

(3) Carcinoma of the upper third of the rectum in a 
patient unfit for a combined operation by reason of 
age, general condition, or an advanced and adherent 
growth. It is here that I believe the operation to be 
particularly valuable in that its use will raise the 
operability-rate of rectal cancer. It may be argued 
that no attempt should be made to remove an 
advanced and adherent growth. This is a matter of 
opinion; adhesions may be inflammatory and 
palpable glands are often free from growth, I do not 
consider that involvement of the bladder, or of one 
ureter, or even a small secondary deposit in the 
liver, should necessarily contra-indicate the removal 
of the primary growth. 


RESULTS 


A plea for this operation is that by its use more 
cases of rectal cancer can be submitted to excision. 


Total cases of rectal carcinoma .. da 40 
Refused surgical intervention though operable scà 1 
Considered inoperable ; palliative SoHOBLOEy. ox 5 
Submitted to surgical excision 34 

Operability-rate (34 out of 39).. 87:1% 


Total combined operations ae és “x F 18 
Perineo-abdominal (3 eee) 14 
Perineo-abdominal and Wertheim . 1 
Abdomino-perineal 

Total deaths, 3. ` Mortality, 16°6 per cent. 


Total perineal resections .. ei oe ce 7 
(1) Low growth, poor physi jue. 
(2) Palliative resection for heemorrhage. (Death.) 
3 Toore: my may ae Nea degeneration, low growth. 
ow growt 
(9 Low AA Age 80. 
8) Auricular fibrillation. 
(7) Paget’s disease. Age 68. 
Total deaths, 1. Mortality, 14-2 per cent. 


Total abdominal resections s ae ‘s ai 9 


(1) High growth, poor subject. Age 71. 
(2) High growth, obese 
frail ` Age 66 


3) High growth, 

4) Early high gr 

5) High adherent growth. 
(6) High adherent growth. 
(7) High adherent growth, resection of portion 

of bladder wall and right ureter. 
(8) High adherent growth, small secondary in liver. 
(9) Early high growth. 
Deaths, 0. 
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Short series of cases are to be deprecated, since the 
information they provide may be misleading. Yet 
if I am to attempt to substantiate this claim I can 
only do so by giving a brief summary of those cases 
of rectal cancer which have been under my care since 
I first used this operation some two years ago. 
During this period I have had 40 cases. 

Mortality of abdominal resection.—Rankin had a 
mortality of approximately 4 per cent. Though 
there have been no deaths in this short series J have 
recently had a fatality after a somewhat: similar 
operation for a carcinoma of the sigmoid loop involv- 
ing the bladder. I believe, however, that the 
mortality of this operation is low, probably in the 
region of 5 per cent., even on a poor subject. 

Summary of results.—Out of 34 cases, 53 per cent. 
have been submitted to either the perineo-abdominal 
or the abdomino-perineal operation, 26 per cent. to 
abdominal resection and 21 per: cent. to perineal 
resection, Excluding the patient refusing treatment, 
87 per cent. of all cases seen have had excision with 
a mortality of 11-7 per cent.; or 76-4 per cent. of 
all cases seen have had their growths excised and 
have survived the operation. 

Prognosis of abdominal resection.—This series is 
too small and insufficient time has elapsed to make 
any definite statement as regards the ultimate 
prognosis. One case has succumbed to another 
disease and was believed free from recurrence at 
death ; another (the case quoted) had an implanta- 
tion carcinoma in a hsmorrhoidectomy scar, but is 
otherwise believed free from recurrence 18 months 
after operation. A third patient had a small secondary 
in the liver at the time of operation. The other six 
patients are alive and believed free from recurrence, 
but the longest time that has elapsed since operation 
is only 2 years and 4 months. From a pathological 
standpoint, provided this operation is applied to a 
high rectal growth, I see no reason why there should 
be much difference between its ultimate prognosis 
and that of a combined operation. 


CONCLUSIONS 


Miles’s conception of the amount of tissue that 
should be extirpated to ensure the most efficient 
operation for rectal cancer has more supporters now 
than at any time. Whether this be performed by 
the operation which he originally described or the 
alternative perineo-abdominal route seems an almost 
immaterial point which may be left to individual 
taste. Apart from surgical skill and careful pre- and 
post-operative treatment, the selection of cases must 
remain a major factor in the mortality of these 
operations. While it is probable that this is in 
process of reduction, unless the selection is confined 
to those in good health, of whom there are few with 
rectal cancer, it is unlikely that the mortality of such 
a surgical exercise can be below some 10-15 per cent. 

Abdomino-anal operations are occasionally possible. 
This attempt to restore the continuity of the bowel 
requires a high and early growth and the anatomical 
provisions of a mobile sigmoid with a good blood- 
supply. Since suitable cases are not common, the 
operation of choice for rectal cancer must remain the 
abdomino-perineal or perineo-abdominal. 

However enthusiastic the surgeon, from time to 
time he will find patients upon whom, by reason of 
age or infirmity, he will hesitate to perform this 
operation. Fortune may smile on hazardous pro- 
ceedings, but let us not invoke her aid too often 
if other measures are available. Mummery’s 
operation of perineal resection has given many 
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cures in rectal cancer, and if the growth is in the 
lower third or ampullary portion of the rectum it 
should certainly be removed by this method if the 
patient is unsuitable for a combined operation. 

Unfortunately the upper third of the rectum is a 
common site for carcinoma, Age, obesity, a large 
and adherent growth, or simply the fact that the 
growth is at this site, may lead the surgeon to a 
palliative colostomy. This may prevent obstruction 
and prolong life, but it does not rid the patient of the 
frequent call to stool and the passage of blood and 
mucus, Radium and deep X rays are powerless in 
this matter and should rightly be eschewed as half- 
hearted measures save in the most obviously inoperable 
growth. Death from recurrence after surgery is far 
happier, If surgery can do anything to reduce the 
number of these unfortunates, sentenced to death 
with such a troublesome and prolonged finale, it 
should surely do so. It is here that I believe that 
abdominal resection of a high rectal growth, provided 
that it is efficiently performed, may offer to the 
patient an operation with less shock, an easier con- 
valescence, a lower mortality, and an ultimate 
prognosis which, since.the main lymphatic field is 
removed to exactly the same extent, can be but 
little lower than that for a combined operation. 
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SPECIFIC GRAVITY OF THE BLOOD 
IN PNEUMONIA 


By J. J. ELPHINSTONE, M.B. Aberd. 


LATE RESIDENT MEDIOAL OFFICER AT THE OITY GENERAL | 
HOSPITAL, LEICESTER; AND 


E. MitFoRD Warb, M.D. Lond. 


PATHOLOGIST TO THE HEALTH COMMITTEE OF THE 
OITY OF LEICESTER 


In the circulatory failure of a large variety of 
diseases concentration of the blood plays an important 
part. The immediate cause may be great disparity 
between the gain and loss of water or deviation 
within the body of fluid from the circulating plasma. 
The conditions with which hxemoconcentration may 
be associated have been reviewed by Marriott (1923) 
and others and more recently by Mandelbaum (1936). 


A relationship between the severity of the infection 
and concentration of the blood was noted by 
Underhill and Ringer (1920) in patients suffering from 
influenza. In 43 serious cases of influenza hemo- 
concentration was present in the 28 who died but 
not in the others. The authors suggested that this 
heamoconcentration was caused by the dilatation of 
the capillaries in the lungs and by the subsequent 
pulmonary cedema which was a prominent feature of 
the fatal cases. Underhill (1920) also described 
heemoconcentration after the inhalation of phosgene 
as due to the same mechanism. 

A similar relationship was observed in patients 
suffering from cholera, when the intake of fluid was 
not sufficient to balance the greatly increased loss 
from the bowel. Rogers (1921) found that during the 
acute stage of cholera of moderate severity there 
was an average loss of 52 per cent. of the fluid of 
the blood, and in fatal cases 64 per cent. This was 


calculated by measuring the proportions of serum 
and corpuscles. Rogers concluded that the degree 


of dehydration could be assessed accurately enough 


for clinical purposes by estimating the specific 
gravity of the blood. In nearly all of the cases of 
cholera observed by him the specific gravity of the 
blood was raised from the normal figure, for Indians, 
of about 1:054 to between 1-060 and 1:068. Most 
commonly the figure was about 1-063-—1:065. | 


We therefore estimated the specific gravity of the 
blood daily, as far as possible, and at about the 
same hour, in 54 consecutive cases of acute lobar 
pneumonia (42 men and 12 women). 


NORMAL SPECIFIC GRAVITY OF BLOOD 


The average specific gravity of the blood for 
healthy men was found by Schmaltz (1891) to be 1-059 
and by Bamberger (1892) 1-0575. Leake, Kohl, and 
Stebbins (1927) report an average figure of 1:0568. 
Polowe (1927), using the same method (Barbour and 
Hamilton 1926), obtained almost identical results and 
remarked that the figures were 0:002 higher in the 
morning than at other times. The specific gravity 
of the blood is said to be three or four degrees lower 
in women than in men. There is less agreement 
about the limits within which the specific gravity of. 
the blood may normally vary. Peiper, quoted by 
Sahli (1911), considered the normal limits to be 
1-045-1-:066, but it seems to us that this wide 
variation is unlikely in health. 


TECHNIQUE 


We removed 2 c.cm. of blood from a vein at the 
elbow and placed it in a dry test-tube containing a 
known amount of oxalate, measured by evaporating 
to dryness, at a low temperature, 0-4 c.cm. of a 
solution of ammonium oxalate 0-6 g. and potassium 
oxalate 0-4 g. in 100 c.cm. of water. The specific 
gravity of the oxalated blood was then determined 
by Hammerschlag’s modification of Lloyd-Jones’s 
method, as follows. 

A mixture of benzol and chloroform of specific 
gravity between 1:050 and 1-060 is placed in a dry 
test-tube or cylinder. A drop of blood is allowed to 
fall gently into the mixture, and, according to whether 
it sinks or floats, chloroform or benzol is added until 
the drop is exactly suspended in the middle of the 
column of fluid. The specific gravity of the mixture 
is then determined with an ordinary urine-testing 
hydrometer and is approximately the same as that 
of the drop of blood. The latter should not be too 
large, otherwise it will break up; and care must be 
taken that it is not surrounded by an envelope of 
minute air-bubbles. Such a drop should be ignored 
and another added. After filtering, the mixture of 
benzol and chloroform may be retained for further use. 


The method described by Lloyd-Jones, and used 
by Rogers, is essentially similar to the above, except 
that, instead of the benzol and chloroform mixture, 
separate solutions of glycerin and water of different 
specific gravities are substituted. 


RESULTS 


Table I gives the results of estimating the specific 
gravity of the blood in a small number of normal or 
convalescent patients, estimated in our laboratory 
by this technique. It will be noticed that these figures 
are more constant from day to day than those of our 
patients with pneumonia shown in table II. 

Table II shows the specific gravity of the blood 
during the acute stage of the illness in 54 consecutive 
cases of acute lobar pneumonia. These have been 
described as “mild,” ‘‘average,” or ‘‘ severe,” 
according to the impression formed by one of us 
(J. J. E.) on clinical grounds, 
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In table III the cases of pneumonia are grouped 
according to the highest specific gravity of the blood 
recorded during the acute stage of the illness, 

Only one patient recovered with a specific gravity 
of the blood over 1:062. His case-record is as 
follows:— — | | 

CASE 41.—-A man, aged 34, had shivering and pain 
in the left chest of sudden onset while he was at 
work on May 20, 1938; May 21: admitted to 
hospital in a fair condition, very breathless, but not 
cyanosed, with profuse sweating, no labial herpes, 
occasional painful cough with purulent sputum con- 
taining type I pneumococci (Neufeld reaction), 
temperature 102° F., pulse-rate 106, respiration- 
rate 28, signs of consolidation at the left base, and 
a blood-pressure of 158/94; May 22: general con- 
dition much worse, with pallor, cyanosis, and sweating, 

ulse-rate 130, respiration-rate 36, profuse growth of 
bons I pneumococci in 24 hours on blood-culture, 
and peame gravity of the blood 1-063, but improved 
considerably after treatment with antipneumococcal 
serum (Lederle’s), type I, 120,000 units given intra- 
venously; May 23: general condition improved, 
specific gravity of the blood 1:061, and further 
40,000 units of serum given; May 24: further 
improvement, specific gravity of the blood 1:062; May 
25: specific gravity of the blood 1:055, improvement 
‘being maintained, temperature falling by lysis to 
normal on May 28, and patient recovering. 

The only other serum-treated cases in the serie 
were the two described below. | 

Cash 43.—A man, aged 36, was admitted to hos- 
pital on May 28, 1938, complaining of pain in the 
left chest of two days’ duration, general condition 
being fairly good, with profuse sweating, dyspnoea but 


TABLE I—SPECIFIO GRAVITY OF BLOOD IN NORMAL O 
CONVALESOENT PATIENTS 


Case Age Ist day | 2nd day | 3rd day 4th day 
65 | 73 1-058 1-059 1-059 1-059 
56 69 1-058 1-057 1-057 1-057 
57 71 1-055 1-057 1-056 1-057 
58 66 1-056 1-059 1-058 1-059 
soe | 60 | 1-052 1-049 1-050 1-050 
60 53 1-054 1-054 1-054 1-065 
61 43 1-055 1-057 1055 | 1055 
62 53 1-052 1-052 1-052 1-052 
63 64 1-057 1-058 1-060 1-057 
64 40 1-059 1-059 1-059 1-069 
* Gastric ulcer. ‘Hemoglobin 60 per cent. 


no cyanosis, infrequent cough with rusty sputum, 
signs of consolidation of the left base, pulse-rate 110, 
respiration-rate 28, temperature 102° F., blood- 
ressure 130/80, and specific gravity of the blood 
‘060; May 29: general condition slightly improved, 
specific gravity of the blood 1-060, and blood-culture 
yielding type I pneumococci after 24 hours; 
May 30: general condition bad, patient being toxic, 
dyspnosic, and cyanosed, with specific gravity of the 
blood 1-057, type I antipneumococcal serum 80,000 
units and 60,000 units being given; May 31: con- 
dition considerably improved, with specific gravity 
of the blood 1:055; June 1: improvement main- 
tained, with specific gravity of the blood 1-057; 
June 2: specific gravity of the blood 1-054, tempera- 
ture fell to normal by lysis, and patient recovered. 


CASH 29.—A man, aged 39, was admitted to hos- 
pital on March 28, 1938, complaining of pain in both 
sides of the chest throughout the previous day, 
there being pallor, sweating, dyspnoea but no cyanosis, 
signs of consolidation at the right base, temperature 
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TABLE II—sPECIFIO GRAVITY OF BLOOD IN ACUTE LOBAR 


PNEUMONIA | 
g | Sex Day of disease 
8 and Remarks 
age 
“1 /mo63i|..|..|.. |e. Died on 12th day 
M 58 Died on 8th day’ 
M 53 Died on 10th day 


Severe illness 
Average severity 


F 60). Average 
M 44). Average 
M 36). Died on 7th day 
M 42 |. Average 
10 M 48}. Severe illness 
11 | M 51). Died on 4th day 
12 M15). Mild illness. 
13 iM 50). Average 
14 | M 33 Average’ 
15 | F 42 Average 
16 | F 25 Average 
17 | M47 Average 
18 | M 31 Average 
19 |M 56 Died on 9th day 
20 |M 69 Died on 8th day 
21 | M 35 Average 
22 |M 59 Died on 5th day 
23 | M 34 Average 
24 i M 51 Died on 6th day 
25 | M 38 Average 
26 | M27 Average severity 
27 | M 42 Died on 5th day 
28 | M 52 Average 
29 |M 39 Died on 5th day 
30 | M21 Average 
31 | M 35 Average 
32 | M 36 Died on 11th day 
33 | M21 Died on 6th day 
34 | M 33 Mild illness 
35 | F 43 Average 
36 | F 33 Mild 
37 |M 42 Mild 
38 |M 40). Average 
39 | M 38 Average 
40 |M 14 Average 
41 | M 34). Severe illness 
42 |M 18 d 
43 | M 36/. Severe 
44 |M 35 Severe illness 
45 |F 10]. Mild 
46 | F 63). Average 
47 |F 44). Average 
48 iF 57 Mild 
49 |F 66 Severe illness 
50 | F 66 Died on 6th day 
51 | M16 Average 
52 | M 52 Died on 10th day 
53 | F 51 Died on 7th day 
54 | M 36 Average severity 


The above figures are the third and fourth decimal points— 
e.g., 53 = 1-053. 


103° F., pulse-rate 120, respiration-rate 40, and 
specific gravity of the blood 1:059; March 29: 
patient worse, very toxic, with cyanosis of nail beds, 
blood-pressure 94/68, pulse-rate 120-130, specific 
gravity of the blood 1:057, and sputum containing 
type I pneumococci, and was given antipneumococcal 
serum 60,000 units; March 30: no improvement, 
pulse-rate 130, respiration-rate 40—48, specific gravity 
of the blood 1:060, 190,000 units serum given; 
March 81: specific gravity of the blood 1-058, 
progressive deterioration, and death. . 


COMMENT 


Since fewer estimations of the specific gravity of 
the blood were possible in some cases than in others, 
the highest figure recorded for each patient is regarded 
as the most satisfactory common denominator. Con- 
sideration of the highest figure for each patient in 
relation to the severity of the illness shows that the 
specific gravity of the blood was above 1-059 in 
only 4 (12 per cent.) of the 32 mild and average cases, 
whereas figures over 1-059 were recorded at some 
period of the acute illness in 15 (68 per cent.) of the 
22 severe and fatal cases. Among the fatal cases 
the highest recorded specific gravity of the blood was 
under 1:060 almost as often as not. Of the 14 
patients whose highest figure was 1-060-1-062 only 
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4 died, but 9 were seriously ill, . Of the 6 patients 
with figures of 1-063 or over, 5 died—a mortality of 
over 80 per cent, compared with 30 per cent. for the 
whole series, and under 25 per cent. for the patients 
with a specific gravity of the blood of below 1-063. 
Thus the severity of the illness was apparently 
related to the specific gravity of the blood. 

An obvious explanation is the occurrence of 
dehydration, some degree of which is probably not 
‘uncommon. Often there is difficulty in giving even 
@ normal amount of fluid by mouth to patients with 
pneumonia. Unfortunately, accurate measurement 
of the fluid output is usually impracticable because 
of the difficulty of periodically weighing sick patients. 
It seems likely, however, that in the presence of 
simple dehydration severe enough to .affect the 
specific gravity of the blood the urinary output 
would be more diminished than was found to be 
the case in this series. 

Another aspect of pneumonia to be taken into 
account is the condition of the peripheral vessels. 
In the work of Perry (1934) and of Greene (1937) 
there is evidence that the capillaries are. abnormal, 
They are less able to remain contracted against 
distending pressures when affected by the toxins of 
the pneumococcus. Peripheral circulatory failure in 
pneumonia and in other infections has been attributed 


TABLE UI—2xeLatTion BETWEEN SPECIFIO GRAVITY OF 
BLOOD AND SEVERITY OF PNEUMONIA 


G 
Severity of disease more 
gravity (per 
Mild Average Severe Fatal | cent.) 
[053-1056 |42, 45, 48] 6,26, 28, 46 
"(3) (4 ) (Nil) (1) 12°5 
57—1:059 |34, 36, 37/5, 7, 9, 13, 14, b% 3, 11,24, 
A 15, 16, 17, 18, 27, 33, 52 
23, 30, 35, 38, i 
39, 40, 47, 51, 
(3) (18) (Nil) (6) 22 
‘ —1-062 12 21,25, 31 | 4,10, 43, At 32, 
1-060-—1-06 Ai “i 3 
(1) (3) (5) ae 4) 30-7 
. at ee ee 41 1,2, 8, 
1-063-1-066 ay 
(Nil) (Nil) (1) (5) 83 


The numbers in this table refer to the case numbers as recorded . 


in table IT 


to dilatation of the capillaries, with increase in the 
permeability of their walls (Ritchie 1931). This 
factor too may affect the specific gravity of the 
blood. 
SUMMARY 

(1) The specific gravity of the blood was estimated 
daily during the acute stage of acute lobar pneumonia 
in 54 consecutive cases. 

(2) The specific gravity of the blood tends to rise 
with the severity of the illness. 

(3) A high mortality was associated with a specific 
gravity over 1-062. 

We are indebted to Dr. E. C. Hadley for permission 
to publish this paper. 
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PNEUMOCOCCAL MENINGITIS 


REPORT ON FIVE CONSECUTIVE CASES TREATED WITH 
SULPHANILAMIDE-PYRIDINE (M, & B. 693) 


By Ronatp C. MacKertaH, B.M. Oxfd, D.C.H. 


RESIDENT PAIDIATRIOIAN, 8ST. JAMES’ HOSPITAL, LONDON | 
COUNTY OOUNOIL; AND 


G. OPPENHEIMER, M.R.C.S. 
l FORMERLY HOUSE-PHYSICIAN AT THE HOSPITAL 


In recording a case of pneumococcal meningitis 
treated with sulphanilamide-pyridine (M. & B. 693) 
McAlpine and Thomas (1939) said they could trace 
reports of only 3 similar cases published in this 
country. We think it may be of interest therefore 
to give an account of 5 consecutive cases treated in 
the past six months at St. James’ Hospital. 


CASE 1.—A, man of 28 was admitted on Oct. 27, 
1938, having been ill for six days with delirium ; 
he had previously recovered from a heavy cold. 
He was very ill. The temperature was 101-2° F., 
the ‘pulse-rate 96, and the respirations 28. On 
examination of the lung there was a poor percussion 
note at the right base. Cerebration was slow, the 
neck was rigid and Kernig’s sign was positive. - The 
urine contained albumin + +, and lumbar puncture 
produced a heavily clouded fluid forming a clotted 
sediment on standing. Immediate examination 
(R. C. M.) revealed polymorphs in very large numbers 
and gram-negative diplococci, mostly intracellular. 
A diagnosis of meningococcal meningitis was made 
and sulphanilamide was given (Prontosil album 1 g. 
four-hourly). 

Next day he was somewhat better; there was 
slight cyanosis but chest was clear. Temp., 100° F. ; 
pulse, 92; resp., 24. Twenty-four hours after starting 
sulphanilamide a laboratory report on the cerebro- 
spinal fiuid (C.S.F.) stated that it contained 5000 
white cells per c.mm.; smear shows many cocci, 
some gram-positive, but many “degenerated gram- 
negative forms. On culture, pneumococci, group IV.” 

view of this report the patient was put on 
M. & B. 693 (1 g. six-hourly by mouth). In the 
two following days he improved. On Oct. 30 the 
temperature was settling and the dose was reduced 
to 0:5 g. t.d.s.; he was now quite cyanosed but not 
dyspnoic. On the 3lst he was afebrile and mentally 
normal though Kernig’s sign was slightly positive. 
The C.S.F. on Nov. 1 contained ‘‘some polymorphs, 
no organisms, no growth. M. &. B. 693 1-55 mg. 
per 100 c.cm.” Chemotherapy was stopped, and the 
C.S.F. remained sterile, the patient being discharged 
recovered on Dec. 1. The total dose over six days 
was sulphanilamide 6 g. and M. & B. 693 12 g. 


CASE 2.—A man aged 59 was admitted on Jan. 7, 
1939, with a history of five days’ vomiting, and partial 
loss of consciousness on the day of admission. For 
over twenty years he had had deafness and a dis- 
charge from the ear, with attacks of vomiting lasting 
6-8 hours, every few weeks. Temp., 97:4° F.; 
pulse, 102 ; resp., 24. Semiconscious with appearance 
of cerebral irritation. Neck rigid; Kernig’s sign 
strongly positive ; pupils equal and reacted to light ; 
plantar responses flexor; kmnee-jerks present and 
equal; ankle-jerks absent. Mr. T. B Layton reported 
that the “ears show evidence of chronic disease ; 
the meningitis is probably not secondary to active 
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ear disease.” The O.S.F. was turbid and immediate 
examination of it (by a clinician) showed 5400 white 
cells per c.mm.; on a stained smear there were 
gram-positive diplococci and polymorphs. A diagnosis 
of pneumococcal meningitis was made (later confirmed 
by the growth of pneumococci from C.S.F.) and 
M. & B. 693 1 g. six-hourly was given by mouth. 
The patient, however, showed no improvement and 
died twenty-six hours after admission, having received 
4g. of M. & B. 693 in twenty-four hours. At autopsy 
it was found that all the sulci over the vertex of brain 
on both sides were filled with a thick green pus; at 
the base of the brain there was congestion but no 
exudate. The middle ears were normal, the lungs 
were cedematous and the liver showed peripheral 
lobular necrosis. 


CASE 3.—A man of 30 was admitted on Feb. 13, 
having had a severe frontal headache and vomiting 
for three days. He was rather ill; temp., 101° F. ; 
pulse, 92; resp., 24. Neck rigid; Kernig’s sign 
positive; ears and chest normal. The O.S.F. was 
cloudy and treatment with M. & B. 693 was started 
at once (1 g. six-hourly), Next day a laboratory 
report on the O.S.F. stated that pneumococcus type II 
had been grown from it. By Feb. 20 the patient was 
clinically recovered and on the 23rd M. & B. 693 
was discontinued. On the 26th, however, severe 
headache and fever recurred, and next day M. & B. 693 
(1 g. t.d.s.) was again given. By March 6 the patient 
was better though he still had some headache. C.S.F. 
report: ‘colourless, turbid; 14,000 cells per c.mm. 
(lymphocytes 8 per cent., polymorphs 92 per cent.). 
Protein 200 mg. per 100 c.cm.; globulin ++. 
No organisms; no growth.” M. & B. 693 was dis- 
continued on the 9th; there was still some fever 
but no headache. He was afebrile on the 13th and 
discharged on April 6, having had 40 g. of M. & B. 693 
in the first ten days and 30 g. between the fourteenth 
and twenty-fourth days of his illness. 


Casu 4.—A woman of 53. She was admitted on 
Feb. 26 having been ill for two days, with headache, 

ain in the right ear and restlessness. For a few 
fous she had been semiconscious. Temp., 104° F. ; 
pulse, 94 ; respirations, 24. Pupils unequal, inactive 
to light ; knee and ankle-jerks absent ; right plantar 
response extensor; no stiffness of neck; Kernig’s 
sign negative. Ears (Dr. W. L. MacCormac): “ left 
normal; right, bulging of posterior meatal wall, 
intact drum.” Chest clear ; blood-pressure, 200/100 ; 
urine, sp. gr. 1035, sugar and diacetic acid present. 
The O.S.F. proved to be turbid and treatment with 
M. & B. 693 was started at once (2 g. statim; 2 g. 
in four hours’ time; and then 1 g. four-hourly). 
Next day the patient was still semicomatose ; the 
skin was moist, the breath smelt of acetone, and the 
pupils were dilated and equal. Pneumococci had 
meanwhile been grown from the O.S.F. She died 
42 hours after admission having had 11 g. of 
M. & B. 693 in forty hours. 

At autopsy the sulci over the vertex were full of 
thick green pus and there was a considerable layer 
of pus over the pons and medulla. The right 
temporal bone was infiltrated with thick green pus 
from which pneumococci were grown. There was 
also some hypertrophy of the left ventricle of the 
heart ; the lungs were congested, and minute yellow 
points of toxic necrosis were scattered throughout 
the liver. Kidneys normal. 


CasE 5.—A, boy aged 6 was admitted at 5 P.M, 
on March 8, having been well till that morning, 
when he appeared sleepy, complained of headache, 
vomited once and gradually became stuporose. 
On arrival at hospital he was very ill (temp., 101° F. ; 
pulse, 104; resp. 26). He was stuporose, cried out 
weakly, and was restless, irritable, and incontinent 
of urine. Neck very rigid; Kernig’s sign positive ; 
plantar responses flexor; tache cérébrale; scaphoid 
abdomen ; norash ; tongue heavily coated ; p ; 
ears, and chest clear. The pressure of the C.S.F. 
was not obviously raised: 3 c.cm. of very cloudy 
fluid was removed slowly, without affecting the 


clinical condition. Immediate microscopy showed 
many pus cells and gram-positive lanceolate diplococci. 
M. & B. 693 (1 g.) was given by mouth at about 
7.30 P.M., but the boy died suddenly at 10 P.M., 
five hours after admission and about fifteen hours 
from onset of the illness. At autopsy fourteen 
hours after death the meninges at base of brain showed. 
a little haziness ; those over the convexity of cerebral 
hemispheres were pale and dry with no exudate. 
The convolutions were swollen and the sulci 
obliterated ; on section the brain was very pale ; 
the ventricles were only slightly dilated. The 
middle ears were normal; the bronchi contained 
tenacious mucus and there was congestion of the right 
middle and lower and left lower lobes. Tuberculous 
(caseous) deposits were found in the mediastinal 
glands and the lymphatic tissues were generally 
prominent. The kidneys were congested and the 
liver oedematous. Culture of meninges from the 
base of the brain gave pneumococci; culture from 
the bronchi gave Bacillus colt and non-hsmolytic 
streptococci, but no pneumococci. 


The fact that 2 of these 5 cases of pneumococcal 
meningitis treated with sulphanilamide-pyridine 
(M. & B. 693) recovered is in accord with the 
impression that this drug has greatly improved the 
prognosis in this disease. 

Case 1 illustrates the fact that an immediate 
differential diagnosis between the various forms of 
purulent meningitis is not always easy. For this- 
reason, and because—apart from its superiority in 
pneumococcal infections—M. & B. 693 is at least as 
effective as sulphanilamide against meningococcal, 
streptococcal, and staphylococcal infections (Whitby 
1938), we decided to give it at once in all cases of 
suspected meningitis in which lumbar puncture 
revealed a cerebrospinal fluid which was cloudy or 
showed a pleocytosis with organisms present. In 
cases 2, 3, 4, and 5, therefore, M. & B. 693 was given 
from the start. 

In the 3 fatal cases (Nos. 2, 4, and 5) death took 
place respectively, twenty-six, forty, and five hours 
after admission. In.case 2 the patient was admitted 
semiconscious and received moderate though not 
heavy doses of the drug. In case 4 fairly high doses 
were given but there was no response. Only one 
dose was administered in case 5 and in this case 
the post-mortem picture was unusual in that the 
convolutions were swollen, compressed and pale, with 
no exudate, 

We wish to thank Sir Frederick Menzies, medical 
officer of health for the county of London, and 
Dr. W. L. MacCormac, medical superintendent of 
St. James’ Hospital, for permission to publish these 
cases; also Dr. A. P. Piggott, deputy medical 
superintendent of the hospital, for facilities and help 
in collecting these cases. 
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A FATAL CASE OF 
PNEUMOCOCCAL MENINGITIS 
TREATED WITH M. & B. 693 
By KENNETH May, M.D. Lond., M.R.C.P. 


RESIDENT PHYSIOIAN, ST. GEORGH-IN-THE-EAST HOSPITAL, 
LONDON COUNTY OOUNOIL 


A MALE, aged 2} years, was admitted to St. George- 
in-the-East Hospital on Jan. 1, 1939. Apart from 
measles at 14 years the previous history was negative. 
He had been ailing for a month but was ‘“ worse 
today.” 
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The temperature was 97-6° F., the pulse-rate 140, 
and the respirations 40. The child, who was very ill, 
appeared small for his age (not weighed). There was 
cyanosis and laboured respiration with expiratory 
grunting. The chest showed restricted movement 
and dullness on the right side with tubular breath- 
sounds at the base. The left side of the chest was 
hyper-resonant. The heart was dilated with a 
“ pleural ” friction near the apex-beat. A clinical 
diagnosis of consolidation of the right lung and 
? pericarditis was made. There was no radiographic 
examination. The child was nursed in an oxygen 
tent and given M. & B. 693 0-5 g., followed by 0-25 g. 
every four hours. 


The patient was moderately happy inthetent. The 
colour improved and the respirations, although still 
rapid (36-64), became easier. He drank well. The 
temperature remained normal and on Jan. 4 recovery 
epee possible. There was evening fever on the 
4th and 5th and the morning temperature on the 
6th was 103° F. The right chest was explored in 
two places with negative results. Later that day 
there was a generalised convulsion lasting two 
minutes. At this time 8-5 g. M. & B. 693 had been 
given. Restlessness now made nursing in the tent 
difficult and a second fit occurred at 11.30 P.M. The 
clinical picture of meningitis was obvious on the 
7th. The cerebrospinal fluid (when 9-5 g. M. & B. 693 


had been given) was opaquely turbid. Its analysis 
showed :— 
Cells: 860 per c.mm.——Lymphocytes .. 64 per cent. 
Polymorphs 29 per cent. 
Endothelials .. 7 per cent. 


Chlorides: 625 mg. per 100 c.cm. 

Gram film: Masses of gram-positive diplococci. 
Culture : Pneumococcus, type X. 

M. & B. 693: 3-4 mg. per 100 c.cm. 


The blood showed anzmia (hemoglobin 52 per cent. 
Sahli) and leucocytosis (white cells 46,500 per c.mm., 
96 per cent. polymorphs). 

The classical pre-M. & B. 693 course followed. 
Lethargy, coma with relaxed sphincters and limb 
paralysis. Inability to swallow necessitated stomach 
feeding on the 8th, when the dose of M. & B. 693 
was increased to 0-5 g. four-hourly. Death occurred 
on the 9th. Permission for post-mortem examination 
was withheld. 


The main difference between this and recorded 
cases with recovery (Reid and Dyke 1938, Robertson 
1938, Cunningham 1938, and McAlpine and Thomas 
1939) is that here meningitis complicated a chest 
infection. Meningeal invasion presumably occurred 
five days after the first dose of M. & B. 693 when a 
concentration, sufficient for cure in McAlpine and 
Thomas’s case, already existed in the cerebrospinal 
fluid. In none of the earlier cases was the drug given 
before the second day of clinical illness, Other 
differences are the age, the youngest previous case 
(Reid and Dyke) being 7 years, the cerebrospinal 
fluid concentration (Cunningham achieved 8-5 mg. 
per 100 c.cm.) and the fact that the child had severe 
pneumonia from which he had not yet recovered. 
In view of the efficacy of M. & B. 693 with equally 
young children receiving comparable doses for 
pneumonia, and the initial improvement in this child, 
it seems that previous medication may have made 
the fatal difference. This assumes a rapid acclimatisa- 
tion of the pneumococcus to M. & B. 693, experi- 
mental evidence for which was recently published 
(Maclean, Rogers and Fleming 1939). 

Clinical confirmation that 693-fastness can be 
acquired would mean that the prognosis is hopeless 
when meningitis complicates a pneumococcal lesion 
treated with M. & B. 693. In that case it is to be 
hoped that the drug will reduce the incidence of a 
complication which is, happily, already rare. 
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I am indebted to Sir Frederick Menzies, medical 
officer of health for the county of London, for 
permission to publish this case. 
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PNEUMOCOCCAL MENINGITIS 
TREATED WITH M. & B. 693 


By P. S. Raman, L.M.S. Singapore 


ASSISTANT MEDICAL OFFICER, GENERAL HOSPITAL, 
JOHORE, MALAYA 


A RECORD of all the cases of pneumococcal menin- 
gitis at the General Hospital, Johore Bahru, during 
1936-38 is as follows :— i i 


1936 : seven admissions and seven deaths. 
1937 : four admissions and four deaths. 
1938: four admissions and four deaths. 


Hence the following case may be of interest in more 
respects than one. 


A male Tamil Hindu coolie, aged 34, was admitted 
on the morning of Jan. 30 with a history of fever 
with rigors for three days and unconsciousness for 
twelve hours. The pupils were semi-dilated and 
reacted sluggishly to light. Kernig’s sign was positive. 
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FEBRUARY 

Temperature chart showing relapse immediately after 
treatment with M. & B. 693 ceased on Feb. 13. 


The temperature was 101:2° F., the pulse-rate 86, 
and the respirations 27. Lumbar puncture yielded a 
turbid fluid under pressure, showing 61 cells per c.cm., 
mostly polymorphonuclear. Direct smears stained 
with Gram and Ziehl-Neelsen revealed no organisms, 
but pneumococci (type not determined) were grown 
on culture. No primary focus of infection in the 
lungs, ears or sinuses could be found either on 
clinical examination or later by radiography. 

Treatment and course.—Lumbar puncture was per- 
formed once daily, allowing the cerebrospinal fluid 
to drain as much as possible; it never became too 
thick to flow through a needle of ordinary size. 
M. & B. 693 2 g. was given soon after admission 
and then 1 g. three-hourly. The tablets were crushed 
in milk and administered through a nasal tube until 
the patient was able to take them by mouth. The 
temperature, as shown on the accompanying chart, 
reached normal on Feb. 2; from Feb. 1 the patient 
was sitting up in bed taking feeds by mouth and 
answering questions intelligently; from Feb. 4 he 
looked normal in every way; and on Feb. 13 culture 
of cerebrospinal fluid was sterile. From the 8th 
onwards the dosage of M. & B. 693 had been reduced 
to 1 g. three times a day, and the drug was withdrawn 
on the 13th, 
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Relapse.—Next morning the patient complained of 
very severe headache. The temperature was normal, 
and there was no rigidity of the neck, but a suspicious 
Kernig. By 2 P.M. the temperature had ‘started to 
rise, with signs and symptoms of extreme meningeal 
irritation, and lumbar puncture yielded a very turbid 
fluid under tension. A direct smear, gram-stained, 
was crowded with pneumococci, and their presence 
was confirmed on culture. By evening the tempera- 
ture had reached a maximum of 102°8° F., but with 
chemotherapy it fell promptly and from the following 
morning the patient had no further fever. Lumbar 
puncture and drainage continued, and on the 17th 
the fluid was again clear and sterile. The initial dose 
of M. & B. 693 during the relapse was 2 g. and it was 
followed by 1 g. three-hourly until Feb. 19, after 
which the quantity was reduced, the treatment being 
finally discontinued on the 27th. 


According to the manufacturers the maximum 
dose of M. & B. 693 required in the treatment of 
pneumonia is 20 g. This patient with meningitis 
received a total of 80 g., but as soon as the drug was 
withdrawn he had a sharp relapse, appearing more 
severe than the original attack. The relapse was 
treated on the same lines and the control obtained 
was even more dramatic than before; the drug was 
withdrawn less abruptly and a total of 75 g. was 
given. The patient is taken to have been cured, and 
no sequels are evident. Nor were any ill effects from 
the drug detected. 

It seems remarkable that in a cerebrospinal fluid 
rendered sterile by chemotherapy the pneumococcus 
should multiply in such enormous numbers as to 
produce symptoms within a day of withdrawal of 
the drug. As I have said, no focus of infection could 
be found elsewhere. 

I am indebted to Dr. J. M. A. Lowson, physician 
to the General Hospital, Johore, for his guidance 
and encouragement and to Dato Dr. G. H. Garlick, 
principal medical officer, Johore, for permission to 
publish the case. 


DISPLACED: RIBS 
By W. A. Batt, M.B. Lond. 


SURGEON TO PETWORTH OOTTAGE HOSPITAL, SUSSEX ` 


Tuas condition to be described is of interest because 
it is common in general practice and can be easily 
and quickly cured. The fact that many cases of 
so-called pleurodynia are really cases of a displaced, 
not a slipped, rib has not been described before 
so far as I know. One often comes across cases of 
ill-defined pain in the chest without physical signs of 
disease in the.ribs, lungs, or heart. If one runs one’s 
hand up the chest wall, one finds that one rib is 
more prominent than the others, that it is in a position 
which it would normally occupy if the chest were ex- 
panded excessively, and that the intercostal space 
below is increased in size, The pain runs round the chest 
wall in that intercostal space as far as the costo- 
vertebral junction, which is tender on deep palpation. 
This pain can be cured by manipulating the rib in 
the usual way. It is so definite that one or two 
patients have come to see me a second time with the 
ready-made diagnosis that they have put their rib 
out again. 

Aitiology.—This displacement can take place at 
all ages after childhood and in both sexes and all 
types. My youngest patient was a child aged 14, 
and my oldest a woman of 60. One patient was a 
huntsman in good training, and another an old 
woman who wore wasp-waisted corsets and took 
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hardly any exercise. There is always a history of 
injury or strain, and the patient usually says that 
he has strained himself by a slight, unaccustomed, 
or clumsy muscular effort. There is often but not 
always a rheumatic diathesis. This does not contra- 
indicate manipulative treatment, although the condi- 


tion will not clear up so quickly and the manipulation 


will increase the immediate pain. 


Symptoms.—In some patients who complain of 
pain in the chest it is either localised in, or radiating 
along, an intercostal space, and there is pain or 
tenderness at the corresponding costovertebral joint. 
If one runs one’s hand up the chest wall, one of the 
ribs will be found to protrude beyond the general 
line of the chest wall, and the pain is along the 
adjacent intercostal space, either above or below 
(usually below) the rib. This pain is accentuated 
by taking a deep breath, moving the shoulder, 
or twisting the body. In some cases it is a severe 
pain of the lumbago type, and in, many cases 
it is enough to keep the patient awake. The rib is- 
dislocated, or at least out of position on its costo- 
vertebral axis; it is an accentuation of the normal 
pail-handle movement of the ribs that takes place 
to a limited extent on inspiration. I have had the 
condition myself, and it can be described as a feeling 
of diffuse pain in an intercostal space, made worse 
by moving the shoulder or twisting the body. 


CASE 1.—A huntsman, aged 30, was holding in a 
restive horse, when the horse suddenly jerked away. 
He felt a sudden severe pain in the region of the fifth 
rib, could not continue on the horse, and had to return 
home. en I saw him he was in much pain and 
suffering from shock, and the fifth rib was definitely 
out of position. Manipulation at once relieved the 
pain, and radiography the next day showed no bony 
injury. 

CASE 2.—A country postmaster, aged 45, who was 
used to working as a painter from time to time, 
called me to see him because he had strained his 
chest. His pain was so severe that he had been 
unable to sleep even after taking aspirin. The physical 
signs were as described above, and after I had 
relieved him by manipulation he told me that he 
had had an attack previously, which I had forgotten, 
and which I had then cured by manipulation, and 
he had thought that I could cure him again by the 
same method of “ stretching.” 


CasE 3.—The following account of a similar case 
is of interest because it was written by a dentist. 
I had manipulated him once before for a displacement 
of the fifth rib, which I had cured. He came to see 
me this time with a ready-made‘ diagnosis of a similar 
condition. Since I was then writing this article, I 


- asked him to write down a description of his symptoms 


and his own views on the case. The following is his 
account: ‘‘ There was a violent fit of coughing in 
the middle of Friday night. On the Saturday morning 
a definite stiffness was felt between the shoulder- 
blades, and there was a sensitive spot about half-way 
down the sternum. There was not much discomfort 3; 
a golf-club could be swung without any discomfort, 
though there was a slight strain if the left hand 
was stretched round and above the right shoulder. 
There was, however, a definite feeling of stiffness 
across the back after lounging in an armchair for 
about an hour. I have no definite recollection of 
involving the left side in any unduly large strain. 
Possibly my working attitude with the right shoulder 
always held lower than the left might be a predisposing 
cause.” 7 

In this case the pain was not so acute as usual, 
and the rib involved was the third. Manipulation gave 
almost immediate relief. 


Anatomy.—One usually looks upon the ribs as 
moving as & whole, but if they move as a whole each 
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separate rib must move. In each inspiration and 


expiration each rib moves about an axis which is- 


directed somewhat downwards, passing through the 
costocentral articulation and the neck of the rib, and 
a little in front of the costotransverse joint. To effect 
this movement there must be a movement at the 
articulation of each rib. The articulations of the fifth 
rib, which we will consider throughout this description, 
with the vertebra are two: the costocentral, which 
unites the head of the rib with the bodies of the 
fourth and fifth vertebræ, and the costotransverse, 
which unites the tuberosity of the rib with the 
corresponding transverse process. At these articula- 
tions slight but distinct gliding movements take 
place. At the costocentral joint the movement must 
be rotatory, whereas at the costotransverse it is a 
gliding in the concavity of the transverse process. 
It seems that at one of these joints the articular 
surfaces get locked in a position of inspiration, and 
that opening up the joint spaces by manipulation 
enables the bones to spring back into the correct 
position. The muscles that are of special importance 


are the pectoralis minor, which arises from the 


upper and outer surface of the rib near the costal 
cartilage, and the serratus magnus or anterior, 
which arises from the outer surface of the rib. The 
digitation of the: pectoralis minor goes obliquely 
upwards and outwards and will pull the rib into a 
position of excessive inspiration, whereas the serratus 
magnus goes obliquely backwards and downwards 
to the lower angle of the scapula and tends to correct 
this position when one is manipulating the body in 
the third manner or the second (see below). 


Diagnosis is not very difficult, once the condition 
is recognised. Other causes of pain in this region 
must be excluded by the usual methods; but in the 
case of a displaced rib there is no local tenderness or 
swelling, and in the most obvious cases in which 
manipulation would do harm—i.e., a broken rib— 
there can be no excuse for failing to realise that the 
rib is unnaturally painful when the patient lies prone. 
When the rib is normal—as in any lung condition— 
no harm can be done by manipulation. 

Treatment consists in manipulating the ribs as for 
reduction of ribs and for curing the vertebral pain 
in fixation of the costal vertebra. The methods have 
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‘been garnered from various sources. I usually portoni 


as many of the manipulations as I can. 


(1) The patient lies prone on the examination couch 
or floor in a relaxed position. The practitioner stands 
or kneels at the side and places the ball of each 
thumb on the costovertebral junction of the rib 
involved and on the corresponding rib of the other 
side. With the weight of the body and arms slightly 
bent, a forceful thrust is given downwards and 


outwards. Often the surfaces can be heard to separate 


with a click. This is repeated up and down the whole 


length of the ribs. 


(2) The patient is then told to sit on a backless 
chair or ona chair thatisturned sideways. On examina- 
tion the eversion may be found to have disappeared. 


If not, the following manipulations should be carried 


out. The practitioner stands behind the patient, 
rests one foot on the chair, and places his knee on 
the affected costovertebral a He A eet the 
patient’s hands in his from behind, his palms ag 

the backs of the patient’s hands. He inert hie 
elbows in front of the patient’s elbows, and presses 
his knee upwards and forwards, while at the same 
time he presses backwards, downwards, and outwards 
with his hands and elbows rather in the manner of a 
man awaking from sleep. It is an interesting thought 
that perhaps the reason for this “ awakening ” 
stretching is an instinctive loosening of the ribs after 
lying down asleep. 

(3) With the patient still on the chair, the prac- 
titioner, still standing behind with his knee against 
the patient’s back, grasps the patient’s elbows in his 
bands and pulls the elbows backwards against his knee. 


After these manipulations the patient is usually 
free from pain and the protrusion cannot be felt. 
Otherwise the patient is told to return in about three 
days if there is still pain, because sometimes there is 
a rheumatic element, and there is a subsequent 
reaction, 

SUMMARY 


A condition of displacement of. the rib that is 
common in general practice is described. It consists 
of an eversion of a rib in relation to the other ribs 
that is recognised by palpation and causes pleurodynia. 
It can be cured by manipulations that are described. 


I am much indebted to Dr. J. B. Mennell, who 
taught me the second manipulation and made me 
realise the importance of manipulation in general 
practice. 


MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTION OF LARYNGOLOGY 


AT a meeting of this section held on May 5 
the chair was taken by Mr. C. A. Scorr Rrpovt, 
the president, and a paper on 


Complications of Intranasal Surgery 


was read by Mr. WALTER HowarrTH. It was perhaps 
surprising, he said, that untoward results were not 
more frequent, in view of the anatomy of the area. 
A mere catalogue would be dull and depressing, and 
he would confine himself to points of interest and 
importance. Adequate anesthesia was essential and, 
if it were to be local, cocainisation must be preceded 
by careful premedication, or severe syncope might 
occur at the onset, A dry field went far to minimise 
accidents. Mistaken diagnosis might cause complica- 
tions. He had seen a hemangioma of the ethmoid 
mistaken for inflammation and diphtheritic rhinitis 
operated on for adenoids. Influenza and other 
intercurrent disease might predispose to such complica- 


tions as otitis media, sinusitis and tonsillitis. No 
operation should be performed on a patient with a 
septic condition of the skin. Perfection of technique 
was of the first importance, and details must be 


‘thought out most carefully ; demonstration was far 


more instructive than reading. The surgeon should 
see an expert perform an operation before himself 
undertaking it. Errors arose from putting on to 
the intranasal route more than it could be expected 
to bear, and using it when an external operation was 
really needed. In order to reach that last ethmoid 
cell, the orbit or cranial cavity or cavernous sinus 
might be damaged. No two ethmoids were exactly 
alike. Limited and repeated intervention might pre- 
vent complications, but the tendency in this country 
was to succeed by one operation only if possible. 
No ethmoidal operation was free from risk. Some- 
times the operation seemed satisfactory and yet the 
patient died of meningitis. A remarkably free 
exposure could be obtained by a very small external 
incision, and often the scar was invisible. The 
external operation, if more often used, would increase 
the safety of the patient. The anterior ethmoidal 
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cells could not be satisfactorily dealt with by the 
transantral route. The frontal sinus could usually 
be safely approached intranasally, but the sound 
must never be allowed to leave the ethmoid and 
approach the middle line where the cribriform plate 
was very thin. Rasps seemed to complicate the 
healing owing to exuberant granulations and the risk 
of scar-tissue formation. The intranasal operation 
on the maxillary antrum was very successful if a 
large opening were made below the intact inferior 
turbinate. There was no need to open up the anterior 
angle of the antrum. The nasal duct must be care- 
fully avoided. Exploration of the antrum with 
trocar and cannula might cause blindness through 
damage to the optic nerve, but the curved trocar 
and cannula was a safe instrument. The inferior 
turbinates were important structures which should 
be treated with great consideration and all essential 
tissues should be conserved as far as possible. 
Many disastrous consequences followed untimely 
intervention during inflammation. Much could be 
done with cocaine packs and probes and antral 
puncture, while cutting operations might cause 
severe septic destruction. Traumatic conditions were 
often better left alone. Anything that prevented 
aeration and drainage was likely to be harmful, 
and plugging was therefore to be deprecated. Many 
cases bled freely and might need a light plug for a 
few hours, but it should always be removed the 
same day. Septal operations called for loose plugs 
in the lower part of the nose which could be momeyet 
in 24 hours. 

Mr. E. D. D. Davis emphasised the need for 
delicacy and care in intranasal operations. A clear 
view was essential, with good illumination and free 
use of a suction pump. A blind operation was 
always undesirable. It was quite easy to leave a 
swab in the nose. Injuries which had occurred in spite 
of careful technique affected the orbit, optic nerve, 
lacrimal duct and cribriform plate and roof of ethmoid. 
He had collected 13 cases of perforation of the roof 
of the ethmoid. The bone was often made thin 
and brittle by polypi and suppuration. The most 
vulnerable point was punctured when working under 
cover of the middle turbinate; it was relatively 
difficult to pierce the actual cribriform plate. The 
posterior ethmoidal artery had a short intracranial 
course, and might cause severe hemorrhage into the 
posterior fossa. If a perforation was known to 
have occurred, the patient should be kept sitting up 
and plugging must be avoided. The symptoms of 
perforation were collapse and shock with slow recovery 
from the anesthetic, intolerable headache, drowsiness, 
escape of cerebrospinal fluid and blood in the lumbar- 


puncture fluid. Damage to the orbit caused proptosis - 


and ecchymosis near the inner canthus. These 
cases did well if they were left alone and the eye were 
bandaged with a little pressure—but not enough to 
ulcerate the cornea. Orbital abscess must be opened ; 

it caused fever, increased pain and oedema, and fixation 
of the eyeball. Five cases of injury to the optic 
nerve which were on record were, all on the left side 
—as were also the orbital injuries, on account of the 
position of the operator. The danger lay in direction 
of the forceps outwards. There might be an 
abnormality of the optic nerve, bringing it 
exceptionally close to the ethmoidal cells. It was 
difficult to determine the exact injury ; presumably 
it was crushed. Avulsion with Luc’s forceps was 
more dangerous than cutting off the top of the 
turbinate with scissors and snaring. Curettage 
of the nose was dangerous and unsatisfactory: it 
often caused osteomyelitis, Optic atrophy had not 
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followed orbital hemorrhage. He had only seen two 
cases of injury to the nasolacrimal duct. In one 
young woman blood came into the eye whenever she 
blew her nose, 

Mr. MusGRAVE WoopMAN called attention to the 
danger of infection of the septum from the antrum, 
leading up to the cavernous sinus. The septum 
should never be touched when evacuating potentially 
infected sinuses around. The other danger he wished 
to point out was apical infection around an incisor 
in septal operations. The tooth might appear 
normal, or the infection be regarded as irrelevant, 
The canines did not seem to have the same connexion 
with the lymphatics of the septum. Another danger 
was that involved in washing out the ethmoidal 
sinus, which caused a number of accidents every year. 

Mr. D. J. GUTHRIE suggested as a possible cause of 
accident the absence of adequate cleansing toilet 
before operation. The mucosa was not prepared 
as the skin would be, and pus was washed out 
immediately before opening an antrum, Antisepsis 
after interference might be useful. He agreed that 
direct injury into the cranial cavity occurred through 
the ethmoidal roof and not through the cribriform 
plate, which was very difficult to perforate. Meningitis 
was usually the result of sepsis rather than direct 
injury. Some thought that intranasal antrostomy 
should be performed near the normal opening ; 


antrostomy in the middle meatus region was often ` 


followed by damage. 

Mr. W. S. THACKER-NEVILLE thought there were 
not many accidents; the openers had had difficulty 
in collecting cases. Internal antrostomy was a most 
uncomfortable operation unless the tip of the inferior 
turbinate were cut off. Cutting did no harm, but 
the cautery destroyed cilia. Slight hemorrhage 
into the orbit did not matter. The greatest danger 
was operating on acute cases and was now unnecessary. 
Short-wave diathermy had done away with the 
temptation, as it gave relief and often cured the 
patient altogether. 

Mr. T. RircarE RoDGER suggested absolute refusal 
to pack the nose after operation as a good way of 
avoiding accidents. He had not used packing for 
many years. Septal operations did not need it if 
the flap were replaced and Whitehead’s varnish applied, 
and careful ansssthesia were combined with adrenaline, 

Mr, HERBERT TILLEY described his own experience 
of cauterising the inferior turbinate, with subsequent 
quinsy. He had seen a case-in which a cannula had 
been passed into a left suppurating frontal sinus 
and a little air had been injected. The patient had 
become hemiplegic for about ten minutes—presumably 
from air embolus. He agreed that it was a mistake 
to pack, except in submucous resection ; 
he supported the slack mucosa for 24 hours by a 
pack of gauze inside a fingerstall. 

Mr. T. B. Jonson said he used packing with 10 per 
cent. Argyrol in simple antrostomies, and had had no 
trouble of any kind; the opening was undoubtedly 
better maintained thereby. 

The PRESIDENT agreed on the great value of the 
external operation. 


Mr, HowartH, in reply, said he did not think it 
necessary to cut off part of the inferior turbinate. 
He agreed that packing should be avoided in every- 
thing except the septal operation.—Mr, Davis, also 
in reply, said that hemorrhage into the orbit was very 
distressing to the patient. He was sure the spoon 
was a mistake, 
varnish because of haematoma, 


after this. 


He had abandoned Whitehead’s 
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REVIEWS AND NOTICES OF BOOKS 


Spinal Anesthesia 

By Lours H. Maxson, A.B., M.D., formerly chief 

anesthetist to Harborview Hospital, Seattle. 

London: J. Lippincott Company. 1938. 

Pp. 409. 30s. 

Tus book gives one of the most complete presenta- 
tions of the principles and practice of spinal anss- 
thesia that we have yet seen in the English language. 
Only two methods are omitted and these are perhaps 
not strictly within the scope of spinal anesthesia : 
injection into the sacral hiatus and paravertebral 
and parasacral injection. The book starts, after a 
historical survey, with a careful and well-illustrated 
account of the anatomy of all the structures concerned 
in spinal analgesia—the vertebral column, the cord 
and its coverings, the cerebrospinal fluid and so 
forth. In this chapter there is a special warning 
of the effect that spinal injection may have on the 
accelerator nerves of the heart, an effect which is 


often overlooked when high spinal block is under © 


discussion. The physical aspects of the method are 
discussed in detail, with their bearing on the different 
techniques recommended by various authorities. 
It is made plain that many conceptions, such as that 
of rapid mass movement of spinal fluid for example, 
are faulty, and that dispersion, convection and 
diffusion, in which gravity plays its part, are alone 
responsible for the shifting of the anzsthetic from 
the point of injection to other points in the spinal canal. 
By dispersion the author means mechanical mixing 
from the force of the injection or from the churning 
action within the spinal canal. The proper value 
of experimental work on animals whose spinal 
content of fluid is much less than that of man and of 
glass-tube experiments is assessed in this chapter. 
Dr. Maxson seems to regard absorption into the 
circulation as negligible unless large doses are used 
and spread over a considerable surface of nerve tissue, 
and this is in accord with general experience. Coming 
to the actual practice of spinal injection he gives 
details of a number of techniques, pointing out their 
various merits and disadvantages and giving his own 
preference. For abdominal anesthesia the patient is 
placed on his back directly after injection; if the 
anesthesia is required beyond the umbilicus the table 
is placed at a 10° Trendelenburg angle, being levelled 
again when anssthesia reaches the desired height. 
For perineal anesthesia the patient is kept sitting 
for four minutes after injection. 


A discussion of the effects of anesthesia, technical 
difficulties, total and segmental anesthesia and 
a number of other topics complete the book. It 
deserves the careful study of every anesthetist who 
employs spinal methods, for its author has not only 
wide experience and admirable judgment but an 
open mind. 


A Synopsis of Medicine 

(7th ed.) By H. LeEtTHEesy Tiy, D.M. Oxfd, 

F.R.C.P., extra physician to the King; con- 

sulting physician to St. Thomas’s Hospital, 

London. Bristol: John Wright and Sons. 1939. 

Pp. 1187. 21s. 

CLINICAL teachers are mostly prepared to agree 
that a summary is helpful for revision purposes and 
that one compiled by an experienced clinician may 
be more serviceable than the student’s incomplete 
notebooks. The staccato style of this synopsis, which 
enables an amazing amount of information to be 
condensed into small space, is no bar to its usefulness 


for those with some medical background though it is 
difficult, and perhaps dangerous, for the student to 
assimilate facts in such concentrated form. To sum 
up in its well-known pattern one might say— 


LETHEBY TIDY (Baedeker of Medicine) 

UsES.—Numerous: Popular with: (1) Practitioners 
—to refresh memory; (2) Teachers, especially 
medical registrars before ward rounds—to avoid 
omissions; (3) Candidates for higher exams 
such as M.R.C.P.—often as a Compulsion 
Neurosis; (4) Students—apt to be confusing. 

FIRST WRITTEN.—1920. Six editions since, last in 1934. 

RECENT ADDITIONS.—Many, especially: (l) Blood, 
rewritten, good; (2) Endocrines, as up to date 
as is safe. Sulphonamide in, M. & B. 693 not. 

OMISSIONS.—Some, but few. Postural Drainage in 
treatment of Lung Abscess. Relation of same 
to Carcinoma of Bronchus. Chronic Constrictive 
Pericarditis, as such. 

TREATMENT.—Clear. Emphasis naturally difficult. 
Might adopt the star system of Baedeker with 
advantage. Index good. Charts, few but 
helpful, especially Acute Gomerular Nephritis. 

GENERAL IMPRESSION.—Good, though a few authori- 
ties disagree. 

PROGNOSIS.—Good. 


Principles of Medical Statistics 

(2nd ed.) By A. BRADFORD HL, D.Sc., Ph.D., 

reader in epidemiology and vital statistics in the 

University of London at the London School of 

Hygiene and Tropical Medicine. London: The 

Lancet. 1939. Pp. 189. 68. 

THE call for a second edition of this book within 
two years is evidence of the skill with which the 
author has performed his difficult task—namely, the 
interpretation to the unmathematical of the principles 
involved in a type of argument that must of necessity 
take a numerical form. We note his approval of our 
definition of statistical method as “ arithmetic guided 
by logic.” His success has no doubt been due 
primarily to the fact that logic is given pride of place. 
The arithmetic is presented throughout as arithmetic 
in use, in which form it is less obnoxious to those 
whose ability to deal firmly with figures has decreased, 
slowly but surely, from the time they left school. 
Throughout the book we are presented, in words, 
with the kind of problem to which we are accustomed. 
Is a specific antipneumococcal serum effective in the 
treatment of lobar pneumonia; and, if so, is it 
equally effective at different ages ? What is the effect 
on miners of the inhalation of anthracite dust ? 
What are the results of different methods of treating 
cancer of the cervix, or pulmonary tuberculosis ? 
Are the available methods of prophylactic immunisa- 
tion likely to be effective in lessening the incidence 
of a particular infective disease? The arguments 
involved are then expanded, and given precision, by 
a consideration of the assumptions on which they are 
based. If an estimate of the value of antipneumo- 
coccal serum is being based on the recorded fatality- 
rates in groups of treated and untreated cases, we 
are assuming—and it is often a very unsafe assump- 
tion—that the two groups are alike in every relevant 
respect except that serum was or was not given. 
If we are trying to assess the relative value of 
different methods of treating carcinoma of the cervix, 
say, by operation or radium, by comparing the records 
of two hospitals, or clinics, we are assuming (among 
other things) that the criteria adopted for classifying 
the cases, when first seen, into different orders of 
severity are identicalin the two groups; and experience 
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suggests that they are often different. 
an argument of this kind has -been given. its logical 
‘development in words, Bradford Hill shows us how 
to put it into the more convenient numerical form, and 
how to record our data in ways that make it easy to 
frame numerical statements that are unambiguous. 
There are. chapters on the more important statistical 
methods that provide the’ investigator with a con- 
‘venient ‘mathematical shorthand for stating - his 
conclusions and the: limitations to which they are 
‘subject. He is shown, simply and clearly, how to 
salons a standard error, or a correlation coefficient, 


and how to handle the X? test... In the present edition 


Dr. Hill has added a chapter on the methods of 
calculating standardised death-rates, and has illus- 
trated by further examples a few points which had 
been found to cause difficulty to some readers, ' 


Recent Advances ‘in Chemotherapy. 
_ (2nd ed.) By G. M. -FINDLAY, C.B.E., MD, 

D.Sc. Edin., Wellcome Bureau 

Research. London: J. and A, Churchill, 1939. 

Pp. 523,- 21s, - 

' Tuis book givesa masterly summary of the iraner 
that have been made in the subject during the last 
decade, It deals with practically all aspects and the 
various chapters cover the chemotherapy of helminthic 
infections, amebiasis, leishmaniasis, malaria, trypano- 
somiasis, syphilis, tuberculosis, leprosy, acute bacterial 
infections, and‘ virus infections. Reference to any 
particular branch of chemotherapy is facilitated 
by. the division’ of the chapters into numerous 
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chapter on the chemotherapy of malaria. 


of Scientific 
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subsections, each being followed by its own “list of 
appropriate references, 

Since the previous edition appeared in 1930 one 
of the most important and striking developments in 
medicine has been the introduction of the sulphanil- 
amide compounds. How ‘widespread . has been 
research in this subject may be judged by the fact 
that the section dealing with the chemotherapy of 
the acute bacterial infections occupies five times as 
many pages.as in the previous edition. The chapter 
on the therapy of trypanosomiasis has also under- 
gone expansion and reorganisation in view of the 
great amount of work that has been done during the 
past ten years in this disease on the mechanism of 
action of drugs and the problems of drug-resistance. 
Similarly, important developments in . synthetic 
antimalarial drugs, notably the introduction of 
Atebrin, have produced much new material for the 
Increases 
in these and other sections have been compensated 
for by elimination of much of-the older material in 
the original edition, In fact so great has been the 
pace of chemotherapeutic research that the present 
edition provides what. is essentially a new book, 
The few errors it contains, as for example that in the 
structural formula of FPlasmoquine, are but typo- 
graphical slips. 

The book will be not only indispensable to workers 
in chemotherapy, but of the greatest value to all 
practising physicians at home and abroad who wish 
to use these new chemotherapeutic weapons safely, 
intelligently, and honestly.. 


NEW INVENTIONS 


RADON-SEED INTRODUCER 


THE accepted technique for inserting radon seeds 
in the treatment of surface lesions, such as cavernous 
nævi and rodent ulcers, leaves much to be desired. 
The various pointed trocars and “‘ s” in use all 
make a puncture much larger than the seed, which is 
thrust through their lumen into the puncture hole. 
The puncture may bleed annoyingly, especially in 
those extremely vascular nevi for which the method 
is admirably suited. The seed, too, is but loosely 
retained in the puncture, and may come out prema- 
turely, even while the others are being inserted. 
Accurate placing of the seeds is difficult ; and, 
finally, unnecessarily ugly scars are left by the 
punctures, 

The radon-seed needles shown in the diagram 
have been designed to overcome these disadvantages. 
There are two forms: the round-bodied for use in 
vascular lesions, especially in children, where the skin 
is thin; and the triangular pointed for use where 
the skin is thick or tough.: The seed is held at the 
after end of the needle, just as the gut is held in a 
Souttar’s intestinal needle; but loosely, so that it 
may be separated by a slight tug on its thread. The 
needle is used in an ordinary holder, and is passed 
under or through the lesion as shown. When the 
seed has entered the tissue and reached the required 
position, it is released by holding its thread firmly 
while the needle completes its journey. The relatively 
small gauge of the needles ensures that bleeding’ is 


minimal; and the needle may actually traverse even ' 


' very vascular tumours without troublesome bleeding. 
The seed remains securely in place, though it comes 
out sufficiently easily when deliberately pulled. 
These needles are the outcome of several experi- 
mental patterns made for me by Mr. Donald Rose, 


of 36, George Street, Portman Square, W.1, and tried 
out on many cases during the last two years. Straight 
needles were also tried, but proved much more 
difficult to manipulate. When treating small lesions, 
it is necessary to pull the needle through somewhat. 


gently, with a careful twisting movement, If pulled 
forcibly it may suddenly come through, bringing the 
seed right out at the point .of exit. The trick ir, 


however, soon acquired, and the technique presents 


no other difficulties, 

The needles are made to take a seed of 1+1 mm, 
external diameter, which allows for a screenage of 
0-3 mm. of platinum, The standard length of the 
seeds used is 6 mm., and at least 2 millicuries of 
radon can be inserted into each if required, though 
my custom has been to work with 0-75 to 1-0 millicurie. 
Seeds up to 1 cm. long can be used with the same 
needles if desired. 

E. STANLEY LEE, M.S. ‘Lond, F.R.C.S. -7 
. Assistant surgeon to Westminster Hospital. 
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WERNICKE’S ENCEPHALOPATHY AND 
VITAMIN B, 


Most morbid anatomists will remember examin- 
ing a subject who has died with symptoms and 
signs pointing to an encephalitis whose nature has 
eluded clinical analysis. Although encephalitis 
lethargica isnow almost extinct, the clinical diagnosis 
is still occasionally made in such cases, possibly 
for lack of a more suitable label. The post- 
mortem examination may fail to elucidate the 
precise cause of death: the brain is perhaps a 
little swollen and diffusely hyperzemic ; other organs 
may show cloudy swelling; there may be chronic 
gastric disease or a chronic pyogenic infection. The 
tentative diagnosis remains ‘‘ encephalitis ’’ pend- 
ing microscopical examination. But histologically 
there may be no frank evidence of encephalitis 
and the pathologist is on the horns of a dilemma. 
The brain is a bulky organ and he may have been 
unfortunate in his choice of blocks. On the other 
hand the clinical manifestations of brain disturb- 
ance may have been part of a toxemia of undeter- 
mined origin with no selective effect on the brain 
cells. It is in these cases that the existence of 
Wernicke’s encephalopathy should be remembered, 
and there is reason to believe that it is not infre- 
quently missed at necropsies since the condition has 
been strangely ignored in this country. CAMPBELL 
and Biaaart! have collected no fewer than 12 cases 
in Edinburgh. Their description and analysis of 
this material provides not only a useful résumé 
of what is so far known about the condition but 
has led them to some interesting deductions 
concerning its pathogenesis. | 

The disease, otherwise known as acute superior 
hemorrhagic polio-encephalitis, was described by 
WERNICKE as long ago as 1881 and has generally 
been ascribed to alcoholism. In only one of 
CAMPBELL and BIGGART’S series, however, was an 
alcoholic history obtained. In their cases the 
symptoms persisted for periods ranging from 3 days 
to 10 weeks, and included drowsiness, apathy and 
incoherence, sometimes with temporary excite- 
ment and hallucinations ; oculomotor disturbances 
were the commonest objective feature. The 
pathological changes are mainly remarkable for 
their curiously restricted localisation. The corpora 
mamillaria are constantly and may be solely 
affected, but symmetrical lesions have also been 
found in the hypothalamus, the medial parts of 
the thalamus, the peri-aqueductal grey matter, 
the colliculi, and the floor of the fourth ventricle. 
These lesions, usually visible to the naked eye as 
areas of congestion with or without hemorrhages, 


1. campai, A. C. P., and Biggart, J. H., J. Path. Bact. 1939, 
» 245. 
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are characterised microscopically by vascular pro- 
liferation accompanied by a variable amount of- 
glial proliferation and an absence of inflammatory 
infiltration. - The nerve-cells are remarkably free 
from injury. | 

The pathogenesis of this rather specific disease 
of the brain is by no means settled and has been 


‘much disputed. It is closely related to Korsakoff’s 


syndrome, with which it has, clinically, much in 
common, and has thug been attributed to chronic 
alcoholism. Many cases are however on record 
where alcohol could not be incriminated, and hence 
it has been plausibly argued that the encephalo- 
pathy is due to an endogenous toxin. In analysing 
the available evidence CAMPBELL and BIGGART 
find no very convincing support for either of these 
views or for the theory that anæmia is responsible. 
They point out the predominance of gastro- 
intestinal disease both in their own series and in 
cases reported elsewhere. Pregnancy, especially 
when complicated by hyperemesis gravidarum, is 


also an associated condition and is known also to 


be complicated at times with Korsakoff’s syndrome. 
This association has recently been stressed by 
H. L. SHeewan (Proc. R. Soc. Med. 1939, 32, 584). 
All of these conditions, including chronic alcoholism, 
may be associated with polyneuritis, and this, we 
now know, can often be traced to a deficiency of 
vitamin B,. It is therefore at least likely that 
Wernicke’s encephalopathy is also due to a similar 
deficiency. Experimental support for this view 
was provided in 1934 by PRICKETT,? who produced 
foci of congestion, hemorrhage and parenchy- 
matous degeneration with the formation of com- 
pound granular corpuscles in the pons, medulla 
and cerebellum in rats by feeding them on a diet 
deficient in B,. Moreover, last year ALEXANDER, 
PIJoAN and Myerson? produced hemorrhagic 
lesions in the basal ganglia and brain-stem of 
pigeons in the same way. Against this argument, 
however, is the absence of Wernicke’s encephalo- 
pathy in beriberi. Thus the operation of several 
agents may be required, but, as CAMPBELL and 
BicGaRT suggest, a deficiency. of vitamin B, 
seems to be the most likely common factor. 


PROGRESS AGAINST PNEUMOCOCCI 


WHEN the capacity of sulphanilamide for con- 
trolling hzmolytic streptococcal infections was 
found to extend even to meningitis, the last 
vestiges of scepticism about the new remedy gave 
place to astonishment and conviction. With the 
advent of M. & B. 693 last year it was at 
once recognised that a precisely parallel test 
awaited this drug; for pneumococcal meningitis 
is almost always fatal, and its cure would be an 
unequivocal achievement. Success of this kind 
has now been reported in a number of cases,* and 
more are added by three papers in our present 
issue. These communications have the merit of 


2. Prickett, C. O., Amer. J. Physiol. 1934, 107, 459. 

3. Alexander, L., Pijoan, M., and Myerson, A., Trane, Amer. 
neurol. A es. 1938 (in the press). 

4. See for example: H. E. Robinson, Med. J. Aust. March 18, 
1939, p. 433; M. Cutts et al. J. Amer. med. Ass. April 15, 
TSP: 1456; A. P. Yule, Brit. med. J. April 29, 1939, 

p. fa. 
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presenting both sides of the picture, for of the 
' total of 7 cases described only 3 recovered. It 
is notorious and only natural that unexpected 
success gains more publicity than expected failure, 
and the 5 cases with 2 recoveries reported by 
Dr. MacKzrrH and Dr. OPPENHEIMER probably 
give a truer picture of what is to be anticipated 
from this treatment than may be gained from 
enthusiastic accounts of single cases. Dr. KENNETH 
May suggests that the failure he reports may be 
attributable to the pneumococcus becoming resis- 
tant to the drug; which would mean that the treat- 
ment of meningitis complicating pneumonia which 
has already been treated with M. & B. 693 is 
likely to be hopeless. There are certainly features 
in some case-records consistent with bacterial 
escape from chemical control after several days of 
comparative suppression; but Dr. RAaman’s case 
encourages one to hope that such relapses are not 
beyond control, perhaps by massive doses. - Whether 
bacterial drug-resistance is the true explanation of 
the failures cannot yet be known, but there is 
every reason to advise the most vigorous possible 
treatment in the first few days with the object of 
sterilising the meninges. In view of the incom- 
pleteness and variability with which the drug is 
absorbed from the alimentary tract the injection 
of its more soluble sodium salt might enable the 
attack to be launched with greater speed and 
vigour ; but this remains to be seen. 

_ We have referred more than once to the mixed 
reception M. & B. 693 has had in America ; there 
have been elements in it not only of scepticism but 
of positive indignation at the incompleteness of 
the data that accompanied it across the Atlantic. 
But the proof of the pudding is in the eating, and 
there are further indications that ‘ sulfapyridine,” 
as it is officially called over there, has not belied 
its promise. Science Service reports’ Dr. PERRIN H. 
Lone as saying that it has “cut the pneumonia 
death-rate at the Johns Hopkins Hospital by 
two-thirds.” A. T. Watson and collaborators $ 
have made a careful study of its effect on pneu- 
monia in children, and their conclusion, well 
founded statistically, is that it shortens the course 
of the disease by between three and four days. 
Another study of pneumonia with striking results 
is reported from Canada by GRAHAM, WARNER, 
DAUPHINEE and Dricxson.? It embraces three 
groups, each of 50 patients, severally receiving 
Dagenan (M. & B. 693), serum, and no specific 
treatment; the deaths in the three groups 
numbered 3, 6, and 12. Alternate cases of infec- 
tion with pneumococcus types I, II, V, VII and 
VIII were given serum, but the drug-treated 
group includes infections by other types, and to 
that extent it is not strictly comparable. On the 
other hand it included the highest number of 
cases with bacteremia—17 with only 3 deaths— 
whereas in the serum-treated group there were 7 
such cases with 4 deaths and in the controls 11 


5. Science, April 7, 1939 (suppl. p. 10). : 

6. Wilson, A. T., Spreen, A. H., Cooper, M. L., Stevenson, F. EB., 

Cullen, G. E., and Mitchell, A. G., J. Amer. med. Ass. 

April 15, 1939, p. 1435. 

7. Graham, D., Warner, W. P., Dauphinec, J. A., and Dickson, 
R. C., Canad. med. Ass. J. April, 1939, p. 325. > ` 
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with 5 deaths. This comparison of chemo- and 
sero-therapy, to the latter’s disadvantage, is the 
first of its kind ; but if it should seem to threaten 
the extinction of serum treatment for pneumonia, 
be it remembered that once the requirements of 
experimental study are satisfied, there will be no 
reason, apart from trouble and expense, why the 
two remedies should not be associated. . , 

The authors of. these two last papers confirm 
previous observations that the concentration of 
the drug attained in the blood is very variable. 
This was also observed by Mearns and Hanson 8 
in a series of 30 cases of pneumonia which were 
treated with only 1 death. They suggest that 
these variations may be due to different degrees of 
conjugation of the drug, and the same idea is put 
forward by BEYCE and CiLImMeENKO,®? who add 


both clinical and experimental observations. to 


show that the extent of conjugation varies with 
the basal metabolic rate. All who have studied the 
subject seem to agree that optimum dosage has 
yet to be defined and that the behaviour of the 
drug in the body needs further investigation. As 
we have already pointed out, a method of adminis- 
tration more certain and rapid in its effect seems 
also to be needed in some cases, and the first two 
American authorities quoted here have in fact 
given the sodium salt intravenously in order either 
to secure a quicker action or to obviate nausea and. 
vomiting. These are evidently directions in which 
the treatment may be improved and possible 
causes of failure defined. 


INFECTIONS OF THE HAND 


On all sides one sees people with crippling 
deformities of the hands following infections simple 
in their origin; in some merely rigidity of the 
terminal joints, in others the loss of a finger or 
fingers, and in others a stiffening of the whole hand 
rendering it useless for all ordinary occupations. 
KANAVEL, a pioneer on this subject whose book 
has just reached a seventh (posthumous) edition,!® 
quotes the records of the Industrial Accident Board 
of Oklahoma where of 60,600 partial disabilities 
20 per cent. and of 900 complete disabilities 58 per 
cent. were due to injuries and infections of the hand. 
It is not stated what proportion of these dis- 
abilities was caused by infections as distinct from 
injuries. The figure seems to vary between 20 and 
75 per cent. according to the type of work, but 
differentiation is complicated by the fact that 


practically every infection starts as an injury, 


and most injuries become infected. As an illustra- 
tion of what can be done in the way of prevention, 
it is worth noting that precautions taken for the 
removal of broken baskets and exposed ends of 
wire reduced the number of infections from this 
source from 75 to 10 in one year. Arrangements 
for the immediate treatment of all injuries by a 
competent surgeon and for the early hospitalisation 


8. Meakins, J. C., and Hanson, F. R., Ibid, p. 333. 
9. Bryce, D. A., and Climenko, D. R., J. Amer. med. Ass. 


March 25, 1939, p. 1182. 

10. Infections of the Hand. (7th ed.) By Allen B. Kanavel, 
M.D., Sc.D., late professor of surgery Northwestern 
Medical School, Chicago. London: Bailliére, Tindall and 
Cox. 1939. Pp. 503. 30s. . 
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of cases where infection later develops are 
prophylactic measures that should be taken by 
all responsible for the welfare of workmen. 

For the proper understanding and treatment 
of established infections anatomical study is 
essential, and this is the basis of KANAVEL’S 
classic work. He shows how readily the bone 
of the terminal phalanx may necrose if pressure 
has caused thrombosis of the artery of supply, 
and this is one of the commonest events in pulp 
injuries. He explains the route of spread up the 
finger and into the palm via the lumbrical canals, 
and the anatomical location of the potential 
spaces in the palm. These spaces are situated 
deeply in the hand, behind the long flexor tendons 
and in front of the interosseous muscles and the 
adductor of the thumb. The middle palmar space 
lies between the middle metacarpal and the hypo- 
thenar muscles and is liable to infection from a 
lesion in the three medial fingers, while the thenar 
space lies between the middle metacarpal and 
the muscles of the thenar eminence, and is liable 
to infection from a lesion in the index finger or 
thumb. Spatprng” has carried out dissections 
and examined cross-sections of the hand, and his 
_work confirms the existence of these two spaces. 
The septum between them is in his view produced 
by a special thickening of the fascia along the 
radial side of the second lumbrical muscle, which 
he calls the intermediate septum of the hand. 
It runs from the palmar aponeurosis in front to 
the fascia covering the adductor muscle of the 
thumb, thus gaining indirect attachment to the 
third metacarpal bone. Apart from these two 
main spaces there are others between the muscles 
of the thenar eminence, and between the muscles 
of the hypothenar eminence, but these are of less 
importance as sites of secondary infection as they 
are definitely separated from the rèst of the palmar 
structures. BRICKEL,!* in a new work on hand 
and forearm infections, agrees with KANAVEL 
on the main issues, but differs in his division of 
the palmar spaces. He also has made injections 
of opaque material into different parts of the hand 
and fingers, but as the pressure used is not stated 
the two sets of experiments may not be comparable. 
Nor is it certain that injections under pressure 
will necessarily follow the same course or be 
limited by the same structures as inflammatory 
exudations. BRIcKEL finds that his injections 
into the ulnar bursa (the expanded portion of the 
sheath of the flexor of the little finger) are apt 
to rupture into the palm, filling the whole palmar 
concavity, and to extend as far as the first lumbrical 
muscle, on the radial side of the index. The thenar 
space of Kanavet he believes to be nothing 
more than a dissection of the fascia from the 
surface of the adductor of the thumb, limited 
by its attachments. These minor differences of 
opinion on anatomy are perhaps not of great 
importance to surgeons, but they serve to remind 


11. Spalding, J. E., Guy’s Hosp. Rep. 1938, 88, 432. 
12. pas Treatment of Hand and Forearm Infections. By 
‘J. Brickel, A.B., M.D., from the departments of 
Sany and. surgery, Western Reserve Universit ity. 
London: Henry ‘Kimpton. 1939. Pp. 300. 31s. 6d. 
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us of the fact that pus can find its way into the 
palm, where its early recognition may be of crucial 
importance to the individual patient. 

Tendon-sheath infections are probably responsible 
for more permanent stiffness than any other class 
of infection. Kawnavst still advises a long incision 
along the lateral aspect of the digit, without 
stressing the dangers of prolapse and necrosis 
of the tendon, or of its adherence to the scar 
should it survive. It is some years since ISELIN 1° 
pointed out that excellent drainage can be obtained 
in the three middle fingers by opening the sheath 
freely at its proximal end in the palm, with short 
incisions on each side of the digit opposite the 
flexion creases, thus preserving the stronger parts 
of the fibrous sheath, and preventing prolapse 
of the tendon. In the thumb and little finger 
incisions have to be made above the wrist and in 
the palm, but long incisions on the digit are better 
avoided. ISELIN’s incisions give good functional 
results, and are worthy of more general trial. 

Of the other common infections of the hand, 
those spreading diffusely and rapidly along 
lymphatics form an important group. All 
authorities are now agreed that incision is dangerous 
in this type of infection, but it is sometimes difficult 


to recognise when it is better to be conservative. 


The effects of sulphanilamide in reducing the 
danger to life have not yet been properly assessed. 
The responsibility of the practitioner is not ended 
when he has made his incision, or decided that 
an incision is not to be made. The restoration 
of function should be his main concern. Complete 
immobilisation should last only a few days, and 
even during this time the straight splint should not 
be used. Active movements must be started as 
soon as the acute toxzmia is relieved, and later 
physical and occupational therapy of various 
kinds and psychotherapy should be carefully 
planned with the idea of enabling a man to return 
fully fit to his previous employment. 


13. Iselin, M., Chirurgie de la main, Paris, 1933. 


‘|, . I can only repeat what I said on another 
occasion—‘ I do not believe that as a nation we cannot 
afford to be healthy.’ At any rate, if it is finance, and 
finance only, that stands in the way, then let us be told so, 
and we can abandon the tedious process of flogging a 
dead horse by continuing to prove self-evident facts, and 
devote ourselves to the economic aspects. Most of us 
are not economists, but we could learn enough not to be 
crushed by mere shibboleths. For my part I should want 
to know whether the existing economic system in this 
country was for the benefit of the many or the few.... I 
should want to know whether it was really necessary 
that there should be such a large disparity between the 
cost of production of some of the so-called protective foods 
and the cost to the purchaser—why, for example, it should 
cost about three times as much to convey a cauliflower 
from Teddington to a poor woman in Tottenham as it did 
to produce it. I should want to know whether it would 
not be possible to make such substances as cod-liver oil 
available for poor people generally at something like the 
price at which they can obtain it in hospital. When I 
knew all these things I should know whether the approach 
of the millenium of health was being retarded by vested. 
interests, or whether one must continue to sigh for it 

only as an impossible ideal.’”—Sir Norman BENNETT, 
Public Health, May, 1939, p. 231. 
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ANNOTATIONS 


PREVENTIVE MATERNITY WORK 


Last November the General Medical Council, 
in pursuance of its statutory injunction to regulate 
medical qualifications, resolved that throughout the 
whole period of study the attention of the student 
should be directed by his teachers (a) to the importance 
of the measures by which normal health may be 
assessed and maintained, and (b) to the principles 
and practice of the prevention of disease, In 
pleading for a wider outlook in the teaching of 
obstetrics, Dr. Fairbairn points out! that there is no 
subject which can so well afford opportunities for 
educating students in prevention as maternity and 
child welfare. Hospital services, he says, are reserved 
almost wholly for the sick and injured, so that the 
_attention of the medical student is inevitably focused 
on curative rather than preventive practice, But 
midwifery, with its pre- and post-maternity clinics, 
comprises the early links of the chain of services 
aiming at betterment of the health and physique 
of the rising generation. Dr. Fairbairn explains that 
he is not criticising the teaching given in obstetrics 
and gynsxcology as such, but he finds some short- 
coming on the part of teachers to bring home to 
their students the public-health, constructive, socio- 
logical and educational aspects of this branch of 
medicine, 

The teaching of midwifery has always lagged behind 
the other parts of the medical curriculum. Qualifica- 
tion in midwifery was not made obligatory for 
admission to the register until'27 years after the 
introduction of medical registration, and it todk 
almost another quarter of a century to implement 
the part of the act requiring it. Recommendations 
of the General Medical Council as to attendance on 
labour were ignored, and the student fitted in his 
maternity cases at his own convenience. A step 
forward was taken in 1907, when the council adopted 
the report of the John Williams Committee which 
recommended, amongst other things, that clinical 
training in- midwifery should not be begun until 
attendance at lectures and service as medical clerk 
and surgical dresser had been completed. The 
Maternity and Child Welfare Act (1918) laid on local 
health authorities the duty of providing maternity 
services, and a revision of the obligations placed on 
teachers by the council, issued in 1922, recommended 
instruction on antenatal conditions and infant hygiene, 
and continuous attendance on obstetrical hospital 
practice for three months. The most recent revision, 
which came into force last November, was influenced 
to a considerable extent by the interim report (1930) 
of the Departmental Committee on Maternal Mortality 
and Morbidity. Under the new regulations six 
months’ whole time must be devoted by the medical 
student to hospital practice in midwifery, infant 
hygiene and gynscology, two-thirds of the time being 
allotted to midwifery (including antenatal care and 
infant hygiene) and one-third to gynecology. 
Further, it is laid down that throughout the six 
months the student should receive practical training 
in antenatal and postnatal care, management of the 
puerperium and care of the infant. Clearly such a 
scheme, Dr, Fairbairn remarks, should be a con- 
secutive lesson from pregnancy through labour and 
lying-in to the follow-up of mother and infant, 
_with its continuity and singleness maintained into 
gynecology. He urges the obstetric teacher to 


1. Fairbairn, J. S., J. Obstet. Gynec. April, 1939, p. 201. 


maintain an atmosphere so highly charged with the 
principles of constructive physiology that those 
principles shall become second nature to the student 
working in the department for six months. The 
opportunity should also be taken to make the most 
of the. educational and social side of antenatal 
supervision. Antenatal clinics attached to maternity 
hospitals are apt to consider prematernity care from 
the pathological side, looking out for actual or 
potential disorders. Clinics run by public-health 
authorities with experience of baby clinics are more 
inclined to emphasise the physiological and hygienic 
aspect. Each, says Dr. Fairbairn, has much to learn 
from the other, but as yet contact between the two 
has scarcely begun. The patient should have a 
complete service, including not only obstetrical and 
medical antenatal supervision but also mothercraft 
and social services including visits when necessary. 
Students should see antenatal care in its fullness, 
and where hospital provision is incomplete arrange- 
ments should be made for attendance at a public 
clinic. The student is to become a family physician, 
and he should acquire the habit of studying each 
expectant mother as an individual, from the social 
as well as the medical standpoint. 

The importance of educational and sociological 
work has been recognised by the Central Midwives 
Board in its new system of training for the midwives, 
who share responsibility for the care of maternity 
in this country. The various forms of maternity 
service available have hitherto been working with 
little liaison between them: a salaried domiciliary 
service should at least tend to unification. For 
years the Ministry of Health has been giving attention 
to all aspects of obstetrical care. Besides the more 
comprehensive training of students and midwives, 
the mothers themselves are being educated about the 
maternal functions, housing and social conditions 
have been improved, analgesics have been more 
widely used and antenatal work has been done on a 
large scale, The reward has begun to be reaped. 
The maternal death-rate for 1938 was 2-9 per 1000 
live births, as compared with 4-4 in 1934, and England 
now stands second only to France (with a maternal 
death-rate of 2-3) among European countries. 


POSTOPERATIVE PULMONARY COMPLICATIONS 


THE contributors to a round-table conference! on 
postoperative pulmonary complications held in New 
York, each of whom approached the problem from 
a different point of view, illustrated well the diversity 
of opinion as to cause and prevention. Holman. 
stressed three contributory factors—hypovitaminosis, 
exposure to respiratory infection in the immediate 
preoperative period, and over-sedation after operation. 
Cutler attributed pulmonary complications to 
embolism—the different forms depending on the 
size and infectivity of the embolus and variations in 
immunity. Beck discussed the factor of hypo- 
ventilation and retention of bronchial secretions. 
Statements that all postoperative pulmonary complica- 
tions are due to embolism or atelectasis contribute 
little to the solution of the problem, in fact they 
merely put it in a different form, since we do not 
know how to prevent either of these accidents. The 
remedies proposed for prevention are numerous and 
vary according to which factors are regarded as 


1. Holman, E., Cutler, E. C., and Beck, C. S., Surg. Gynec. Obstet. 
April, 1939, p. 335 (Internat. abstract. Surg.). i 


Yoe 


THE LANCET] 


important. Most of these remedies are unnatural 
and many of them necessitate disturbance and dis- 
comfort to the patient. To apply them all to one 
patient would be both barbarous and dangerous. 
Yet if they are all of value why should not all be used ? 
Surely the time has come to call a halt to these 
meddlesome therapeutics. If operation or anæs- 
thetic is the cause of pulmonary complications we 
should modify not the patient but the procedure 
which we inflict on him. If after operation we harry 
him with frequent changes of posture, breathing 
exercises, CO, inhalations, injections of blood and 
saline, anticoagulants, antispasmodics, sympathetico- 
mimetics and what not, what chance is there for 
nature to use the one remedy that she has proved of 
value, That remedy is rest, and no surgeon has 
yet invented anything better. 


UNIOVULAR TWINS OF DIFFERENT SEX 


AN unusual case reported by Guldberg ! shows how 
complicated are the theoretical possibilities in con- 
genital malformations, and how difficult it is to 
decide between them. Here one twin was a girl 
who weighed 3000 g. at birth and has now developed 
into an attractive and perfectly normal child of 
24 years; the other was a female pseudohermaphro- 
dite with a peniform organ canalised to the tip, who 
weighed 2650 g. at birth and died on the fifth day 
from atresia of the rectum and vagina and the 
absence of a functioning renal system. On the grounds 
of a single placenta and an anastomosis between the 
entering fotal vessels, Guldberg takes for granted 
that the twins were uniovular and that separation 
took place relatively late. In addition, the two babies 
were so alike at birth as to be indistinguishable when 
clothed. According to modern ideas anastomosis of 
the foetal circulations is indisputable evidence of 
monozygotism, and Guldberg does not discuss the 
possibility that binovular twins in a homozygotic 
population may be genetically so alike that there may 
be secondary fusion, as happens in freemartins. It is 
a pity that so careful a report includes no comparison 
of the capillaries and fingerprints. 

The two usual explanations of intersexuality, a 
hormonal mechanism or a zygotic one, are both 
ruled out in this case. Macroscopically and micro- 
scopically the endocrine glands were normal, and the 
anastomosis between the circulations was so free 
that both twins can be presumed to have had an 
identical hormonal environment during their period 
of growth. A zygotic fault in the ordinary sense of 
the word is also impossible because of the normality 
of the surviving twin, who has been carefully 
examined. The conventional explanation of differ- 
ences between uniovular twins is the unevenness of 
blood distribution which results from circulatory 
fusion ; but in this case the similarity of the birth 
weights excludes any gross unevenness of distribution, 
and in addition this type of abnormality is not seen 
in twins where a definite circulatory difference can 
be proved to have existed. The possibility that a 
fault in the zygote only showed because of unfavour- 
able intra-uterine conditions seems unlikely, because 
the twins were otherwise in excellent condition and 
the family history, which is known in detail for four 
generations on both sides, contains no record of any 
similar abnormality. Guldberg suggests that either 
the chromasomal material must have been unevenly 
divided, or that there must have been a mutation 
after division. He favours the latter hypothesis, and 
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in the light of our scanty knowledge of the changes 
in intracellular metabolism accompanying differ- 
entiation, probably his view will go unquestioned, 


WAGES DURING SICKNESS 


THE decision of the Court of Appeal that an 
employee, when absent from work through ill health, 
is entitled to be paid full wages in addition to sick- 
ness benefit was noted in these columns at the time.! | 
In response to inquiries the Central Bureau of Hos- 
pital Information has circulated a valuable note on 
the legal consequences. In the absence of any 
agreement to the contrary, a sick employee is entitled 
to receive his wages until his contract of employment 
has been terminated by proper notice in the usual 
way. This right is not affected by the fact that he 
may also be receiving payments under the National 
Health Insurance Act. This being the legal position 
in the absence of agreement to the contrary, hospitals 
can, in engaging new employees in future, make clear 
what the rule is to be with regard to payment of 
wages during sickness. The bureau’s note suggests a 
standard clause to be made a term of the contract of 
service. Naturally it is better to have the point set 
out on paper since the exact terms of a merely verbal 
agreement are so readily disputed. New staff taken 
on by a hospital (including domestic servants) would 
be asked to sign a note of the terms on which they 
are engaged. The suggested clause is as follows :— 


“ In case of sickness or accident the wages payable 
to an employee by the hospital shall be reduced by 
the amount of sickness}benefit received by him under 
the National Health Insurance Act or the amount of 
compensation received under the Workmen’s Com- 
pensation Act. After a period of three months’ 
incapacity to work, the employment shall be taken 
to have been duly terminated unless the Board of 
Management otherwise directs.” 


The reference to Workmen’s Compensation Act pay- 
ments is an additional precaution. The Court of 
Appeal thought that the amount of wages which an 
employee can claim when absent from duty through 
sickness or injury must be reduced by the amount 
received by way of compensation under the statute. 
Workmen’s compensation is in part based on the 
amount of wages, and the employee cannot both 
receive compensation for lost wages and have the 
wages in full as well. But, as the bureau’s note 
points out, an employee may not claim compensa- 
tion ; and anyhow he is entitled, until he does claim 
it, to his full wages up to the date when his employ- 
ment is terminated by notice in the usual way. 

So much for staff engaged in future. With regard 
to existing staff two courses are open. Members of 
the staff who come within health insurance can be 
given formal notice to terminate their present con- 
tract of employment and can then be re-engaged on 
the new terms with an express provision limiting the 
right to pay during sickness. Or alternatively they 
can be invited to give up their existing right to 
full wages during sickness and to agree to some such 
condition as is set forth in the draft clause. This 
variation of their existing position would not be 
binding unless they received something which the 
law calls “ consideration °—a quid pro quo. The 
bureau’s note suggests a suitable quid pro quo. 
Ordinarily an employee engaged by the week can, if 
he falls sick, be dismissed at one week’s notice, and 
so would not be entitled to more than one week’s 
full wages in addition to his sick benefit. If it were 
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agreed that the hospital would in those circumstances 
make up his sick benefit to full wages for four weeks 
instead of one, this would be such an improvement in 
his position as to constitute a reasonable and sufficient 
quid pro quo. 


HISTOLOGICAL CHANGES IN EPILEPSY 


EXTENSIVE work has been done on the action of 
convulsant drugs on animals in the hope of throwing 
light on the pathogenesis of epilepsy, but so far little 
note has been taken of the changes in the central 
nervous system produced by such convulsions. 
Opper,! working at the Yale University school of 
medicine, has induced convulsions in cats and rabbits 
by thujone (an isomeride of camphor) and mono- 
bromate of camphor. The animals received from 
three to ten injections each, the total duration of the 
experiments ranging from 1 to 94 days. Post-mortem 
examinations were made immediately after death ; 
in some cases this followed shortly after the last 
convulsion, in others there was an interval of several 
days. Macroscopically there were no gross changes 
in the central nervous system. Microscopically the 
spinal cord showed no change, but in 23 out of 24 
animals there were lesions in the brain, mostly 
confined to the cortex. The cornu ammonis and the 
cerebellum almost always escaped. This observation 
is in contrast to the findings in human epilepsy, and 
so far as it goes militates against the ‘‘ vascular ” 
conception of epilepsy, by which it is assumed that 
the cornu ammonis so often shows sclerosis because 
it is poorly vascularised. Opper suggests, however, 
that the cornu ammonis may be more generously 
supplied with blood in these animals. Possibly the 
local sclerosis is a manifestation of old-standing 
epilepsy, and could hardly be expected in animals 
which. had only had convulsions for a few days. 
Cortical changes, which were rarely found in the 
occipital lobe, included areas of necrobiosis, sclerosis 
of the ganglion cells, petechial hemorrhages and 
chromatolysis of nerve-cells. These changes can all 
be paralleled in human epilepsy. The fact that they 
were more marked in the animals which had had 
recent convulsions suggests that many of these acute 
changes are reversible, but the extent of the lesions 
bore no relation to the number or severity of the fits. 
Generally speaking the nature and site of the lesions 
were consistent with the occurrence of ischæmia 
during the convulsions, and therefore lend some 
support to the vascular theory of the origin of 
epileptic fits. 


BLOOD CONCENTRATION IN PNEUMONIA 


INCREASED concentration of the blood complicates 
many serious illnesses. It may be caused by excess 
of loss over intake of fluid, and this is often over- 
looked when the temperature is raised and the 
insensible loss from the skin and in the breath is 
greatly augmented. Or it may be due to escape of 
fluid from the circulation because of altered capillary 
permeability. The results are a fall in blood-volume 
and a rise in the red-cell count and in the viscosity 
and specific gravity of the blood. Under these 
circumstances the circulation is at a great disadvantage 
in performing its ordinary functions just when the 
patient is ill for other reasons. It is clear, therefore, 
that some watch should be kept on the blood con- 
centration in cases of severe illness, and the simpler 
the method the more reliable will be the results. The 
blood changes most easily determined at the bedside 
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are the hæmoglobin concentration, as an index of 
changes in the red-cell count, and the specific gravity. 
Using this latter method, Dr. J. J. Elphinstone and 
Dr. E. M. Ward have investigated 54 consecutive 
cases of lobar pneumonia, and they set out their 
highly significant results in this issue. They find 
that the mortality varies with the specific gravity ; 
that the upper normal limit of 1-059 is seldom exceeded 
in mild cases, whereas patients with figures above 
1-062 show a ‘high | mortality. It has not yet been 
ascertained whether the blood concentration in these 
cases is due to lowered fluid balance or to loss from 
damaged capillaries. But pending further informa- 
tion this work gives added point to ensuring an 
adequate fluid intake in pneumonia, 


ARITHMETIC GUIDED BY LOGIC 


THE great merit of Dr. Bradford Hull’s book, of 
which the second edition is reviewed on another page, 
is its plea for a statistical sense rather than elaborate 
statistical methods. Some medical problems have 
no immediate relation to statistics—that is, to variable 
numbers—but others have. Ordinary medical 
practice would gain greatly if its practitioners were 
trained to weigh better the evidence on which they 
have to act. In general they are trained to appre- 
ciate clinical data only as they apply to individuals, 
while the correct assessment of many methods of 
diagnosis, prevention or treatment involves com- 
parisons between groups.: The first lesson to be 
learned is a healthy distrust of crude figures. A par- 
ticular treatment has reduced the case-fatality of 
pneumonia by a third; Mr. X has had recurrent 
headaches for the last six months. Neither statement 
means much without further investigation. Of the 
two the latter is the more significant, since Mr. X’s 
headaches probably mean something, while the 
observation about the pneumonia death-rate may 
not mean anything at all. Yet the medical prac- 
titioner, while he will certainly examine Mr, X, is 
quite likely to take the pneumonia figures on trust. 
He will be less likely to do so after he has read Dr. 
Hill’s book; and that is a very good reason for 
reading it. 


OPHTHALMOLOGISTS IN AUSTRALIA 


In Melbourne on April 19 Sir Frederick Mann, 
lieutenant-governor of Victoria, opened the first 
annual meeting of the Ophthalmological Society of . 
Australasia (B.M.A.). The illness of the president, 
Sir James Barrett, unfortunately prevented his 
attendance, but Dr. James Flynn, the vice-president, 
read his address on blindness and the history of 
Braille type and took the chair. Among the repre- 
sentatives of kindred societies from overseas he 
welcomed Miss Ida Mann, who brought greetings 
from the Ophthalmological Society of the United 
Kingdom and from the ophthalmic section of the 
British Medical Association. Mr. Bruce Hamilton 
(Hobart) represented the ophthalmic section of the 
Royal Society of Medicine and Dr. R. G. Waddy 
(Sydney) the Egyptian Ophthalmological Society. 
Messages were also read from the United States 
(whose representative, Dr. Aaron Green, was delayed 
by the lateness of his ship) and from Japan. 

The scientific proceedings opened with a lecture 
by Miss Mann on developmental abnormalities. of the 
eye and their embryology. This was followed by a 
paper by Mr. Hamilton on birth injuries of the eye, 
showing that the obstetrician ought to know more 
than he does about the after-effects of ocular trauma. 
Dr, E. R. Trethewie then gave an account of the 
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influence of acetylcholine on ocular tissues, Next 
day Miss Mann read a further paper on ocular 
abnormalities, followed by Dr. J. H. Niall on per- 
sistent and progressive exophthalmos. This led to a 
discussion on orbital tumours in which Dr, Barham 
Black, Dr. Duncan, and Dr. G. A. Brew took part. 
Dr. A. L. Tostevin contributed a communication on 
recurrent bullous keratitis. The afternoon was 
devoted to histology and comparative anatomy, 
Dr, Rupert Willis and Dr. Kevin O’Day showing 
some beautiful preparations, Dr. O’Day’s being 
especially interesting to visitors because they com- 
prised many rare specimens of monotreme eyes 
never seen in the northern hemisphere, A visit was 
paid to the school and workshops of the Royal 
Victoria Institute for the Blind, and on the following 
day, after case-reports and cinematograph films, a 
remarkable series of demonstrations of operations was 
given by Dr. Aaron Green at the Royal Melbourne 
Hospital. 

The society held a dinner at which Miss Ida Mann 
was elected the first honorary member and also a 
member of the Australian Committee for the Preven- 
tion of Blindness. It was suggested that the society 
should entertain an overseas guest at each of its 
congresses, and thus link itself with ophthalmo- 
logists in other parts of the Empire, to promote 
interchange of visits and ideas, 


PSYCHOSOMATIC MEDICINE 


“The medical profession has awakened to the 
necessity of studying what is commonly referred to 
as ‘the art of medicine.’ With these words the 
editorial board of Psychosomatic Medicine justify 
the launching of their new journal. To study the 
art, they say, means trying to understand ‘“‘ the 
psychic component in the disease process, and in the 
emotional relationship between physician and patient,” 
and their journal is to be “ devoted not to the isolated 
problems of the diseased mind or the diseased body, 
but to the inter-relationships between emotional life 
and bodily processes both normal and pathological.” 
“It takes for granted that psychic and somatic 
phenomena take place in the same biological system 
and are probably two aspects of the same process, 
that psychological phenomena should be studied in 
their psychological causality with intrinsically psycho- 
logical methods and physiological phenomena in 
their physical causality with the methods of physics 
and chemistry.” In the interests of unity and of 
further progress it will endeavour to correlate what is 
being done in the special fields. 

In an introductory article, entitled psychological 
aspects of medicine, Franz Alexander displays his 
capacity for discussing abstruse matters in simple 
terms. R. R. Grinker and W. R. Ingram follow 
with a paper on clinical and experimental work on 
the hypothalamus (embodying 480 references) which, 
like Alexander’s, is a striking example of the contribu- 
tions that modern neurophysiology has made to 
clinical problems. The bulk of this first issue of 
the journal however is formed by a symposium of 
eight articles on hypertension. The first of these 
deals with cardiovascular manifestations of an experi- 
mental neurosis in sheep, produced by the technique of 
‘‘conflict’’ observed by Pavlov to produce “neurotic ” 
disturbance of behaviour in the dog. Perhaps the 
most striking thing about this report is its emphasis 
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that success in producing them under controlled 
conditions brings neuroses within reach of the great 
technical resources of experimental pathology. In the 
two subsequent papers L. N. Katz and Louis Leiter, 
cardiovascular internists, discuss the physiological 
and clinical background of present conceptions of 
essential hypertension, and Edward Weiss, also a 
general physician, reviews recent advances in the 
genesis and treatment of raised blood-pressure. The 


other communications record psychological studies 


in hypertensive patients who have undergone intensive 
deep psychological investigation ; and the findings 
are summed up by Alexander in a paper on emotional 
factors in essential hypertension. 

The new quarterly is sponsored by the American 
National Research Council, and, as its expensive 
format and low price perhaps suggest, it is a 
coéperative effort, run without salaries or profits, 
and intended to further the progress of the concepts 
implied in the term ‘psychosomatic medicine.” 
Unlike some publications with a mission, it manages 
to restrain any urge its editors may possess to express 
enthusiastic opinions, and confines itself almost — 
exclusively to data derived from experimental and 
clinical studies of a special type. The impressive 
list of American editors and contributors is note- 
worthy for the predominance of internists. Dr. 
Flanders Dunbar, managing editor, has herself an 
outstanding position in the field covered by the 
journal, In its insistence on simplicity of concepts, 
nomenclature and language, and by its interest in 
general medicine, this journal should make known 
to many the extent to which medicine is capable of 
changing its generally mechanistic, or vaguely 
dualistic, attitude towards diseased people. It 
should have a welcome equally from Cliniciana; 
medical psychologists and physiologists. 


The next session of the General Medical Council 
will open on Tuesday, May 23, at 2 P.M., when Sir 
Norman Walker, the president, will deliver an 
address, 


We regret to announce the death on May 7 of 
Dr. E. W. TwrninG, honorary radiologist to the 
Manchester Royal Infirmary. 


On May 18, 23, and 25 at 5 P.M., Prof. JOHN RYLE 
will deliver the Croonian lectures to the Royal College 
of Physicians of London, the subject being visceral 
neuroses. Members of the medical profession are 
invited to attend. 


Dr, LEONARD Contr has been appointed head 
of the medical profession in Germany in succession 
to the late Dr. Gerhard Wagner. In addition to 
the title of Reichsairzte-fihrer Dr. Conti will bear 
the title of Reichsgesundheits-fihrer. 


. If there is one thing on this earth that man 
can not ‘invent,’ it is a true chemical compound, because 
every true chemical compound, as such, is nothing more 
or less than an ensemble of unpatentable properties of 
matter, created and quantitatively embodied in tangible 
substance solely by nature. You can put together mutually 
reactive substances, and that ‘ putting together ’ may well 
constitute a patentable process, but what you get by, and 
out of, the interactions of the juxtaposed substances 
depends wholly upon the volition of nature. Nature, 
and nature alone, fixes the structure, the composition and 
the inherent properties of every true chemical compound 
that is producible by processes devised by man, and 
neither you or I nor any one else can alter any one of 
them. Obviously then, no true chemical compound, as 
such, can be an ‘invention.’ ”—CHARLES E. Rosy, 
Science, April 28, 1939, p. 388. 
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SPECIAL ARTICLES 


- RECENT WORK ON THE 
TRIGEMINAL NERVE 


Two papers appeared in March dealing with the 
trigeminal nerve, one with the surgical treatment of 
trigeminal neuralgia ! and the other? with the finer 
anatomy and physiology of the trigeminal nuclei 
and their central connexions, There has since been 
a communication in your columns on the surgical 
anatomy of the subtentorial angle with special 
reference to the acoustic and trigeminal nerves.® 
Sjoqvist’s article was the opening paper read at the 
Seandinavian Neurological Congress at Stockholm 
(Aug. 29-30, 1938) during a discussion on the 
neuralgias. It now appears in English in the issue 
of the Acta Ohirurgica Scandinavica which is published 
as a festschrift dedicated to Prof. Harvey Cushing. 
It will be recalled that Prof. Olivecrona, the well- 
known neurosurgeon of Stockholm, was one of 
Cushing’s most brilliant pupils. 


Recent physiological work by Adrian and others has 
shown that the nerve-fibres which conduct painful 
and thermal stimuli are minute in size compared 
with those for tactile and proprioceptive stimuli. 
The minute fibres are most numerous in the first and 
third divisions of the trigeminal nerve, but in the 
sensory root between the gasserian ganglion and the 
pons these fibres are not gathered in any special 
bundle. As soon as the root enters the pons the 
minute pain fibres pass almost exclusively into the 
bulbospinal trigeminal tract, those belonging to 
the ophthalmic division passing most caudally while 
those of the third or mandibular division end in the 
highest portion of the bulbospinal nucleus. The 
impulses reaching this nucleus are relayed after 
decussation into the trigeminal fillet which probably 
enters into close association with the mesial fillet 
on its way to the thalamus. The larger fibres of the 
fifth sensory root (tactile, &c.) end in the principal 
sensory nucleus in the pons, and their impulses must 
also be relayed after decussation into a part of the 
ascending trigeminal fillet. 


Sjöqvist repeats the old statement, which has been 
thoroughly disproved, that the facial nerve carries 
pressure sensation from the face, and that deep 
pressure pain is preserved after section of the 
trigeminal sensory root. Though admitting the evi- 
dence of autonomic nerve stimulation during the 
pain crises of trigeminal tic (lacrimation, salivation, 
flushing), he is doubtful if sympathectomy is ever 
a cure in cases of atypical facial neuralgias. 


THE ETIOLOGY OF FACIAL NEURALGIAS 


A rough classification of facial neuralgias divides 
major paroxysmal trigeminal neuralgia into (1) 
genuine (stiology unknown) and (2) symptomatic, 
following affections of the teeth and jaws, sinusitis, 
aneurysms, tumours and vascular malformations 
of the cerebello-pontine angle, and disseminated 
sclerosis. It seems not only unnecessary but 
unscientific to assume that there is a particular form 
of trigeminal tic with an unknown etiology, differing 
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from the very numerous instances of persistent 
trigeminal tic which may follow severe dental opera- 
tions, dental sepsis, sinus infection, disseminated 
sclerosis, and the irritation of tumours in the cerebello- 
pontine angle, These cases often differ in no respect 
whatever from the so-called genuine or idiopathic 
paroxysmal trigeminal neuralgia, either in their type 
of pain, trigger zones, or results from treatment 
by alcohol injection or root section. Because these 
cases are not cured by operation on the teeth, sinuses; 
or jaws Sjöqvist dismisses the possibility of the 
neuralgia being of peripheral origin. I have been 
able to demonstrate that the maxilla, in even 
edentulous cases of typical trigeminal tic, is crowded 
with streptococci, and the view that a septic terminal 
neuritis in the nerve filaments in the jaws is the primary 
cause will explain the fact that this type of neuralgia 
practically invariably commences in the maxillary 
or mandibular divisions. Such a condition may lie 
latent for years until some exciting cause such as a 
blow, chill, or intense emotion may precipitate 
the first attack of neuralgia, In disseminated sclerosis 
it is easy to understand how the presence of sclerotic 
patches in the neighbourhood of the spinal trigeminal 
tract may heighten the degree of irritability of these | 
nerve-fibres, already damaged by septic infection of 
the jaws at the periphery. Moreover, it is thus easy 
to understand why bilateral trigeminal tic is far 
commoner in proportion in cases of disseminated 
sclerosis, 17 per cent. as compared with 4 to 5 per cent. 
of other cases of bilateral tic. Heredity is not referred 
to in these papers, though it is not very uncommon, 
and in one remarkable family, known to me, eleven 
instances of trigeminal tic occurred in three 
generations. 

Sjöqvist devotes nearly a page to the view put 
forward by Frazier and others that some lesion of the 
thalamus underlies the clinical picture of paroxysmal 
trigeminal tic, and his only comment is that these 
investigations need further confirmation. The 
anatomical distribution of the pain according to 
peripheral nerves should be enough to negative such 
a view, without the fact that destruction of the 
gasserian ganglion or sensory rhizotomy cures the 
pain permanently. 


VARIOUS METHODS OF SURGICAL TREATMENT 


In dealing with the surgical treatment of trigeminal 
tic Sjöqvist emphasises the comparative safety of the 
Frazier-Spiller method, of section of the sensory root 
behind the gasserian ganglion, taking care to spare the 
motor root, Dandy’s method of root section close 
to the pons is generally considered a more serious 
and dangerous operation, and partial section of the 
outer half of the root at this spot has been claimed 
by Dandy to abolish the pain with little or no tactile 
anesthesia, Anatomical studies of the distribution 
of the minute pain fibres in the root do not support 
Dandy’s claim. Alcohol injection of the ganglion 
requires considerable experience and delicate tech- 
nique, but so also does the open surgical operation. 
The statement that alcohol injection has been largely 
abandoned in favour of root sections when permanent 
relief of the neuralgia is intended certainly does not 
apply in this country. Sjöqvist quotes Horrax 
as advocating a preliminary peripheral alcohol 
injection previous to root section, partly as a 
diagnostic test and partly to acquaint the patient 
with the necessary feeling of numbness of the face. 
He is inclined to share Horrax’s view. 
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Kirschner’s method of diathermy coagulation of 


the gasserian ganglion is condemned as risky and ° 


uncertain in its results. Sjéqvist’s special method 
of intrabulbar trigeminal tractotomy is referred to, 
its special danger being recurrent laryngeal paralysis 
from damage to the vagus rootlets. The particular 
value of this operation is the arrest of the neuralgia 
without the production of tactile anesthesia, a very 
valuable gain, as the patients do not complain of 
numbness of the face, and therefore eating is not 
interfered with on the affected side. So far some 
thirty cases appear to have been operated on by this 
method, at least half a dozen in this country. The 
future of this operation will be watched with great 
interest when the results of a large number of cases 
have been analysed. Section of this trigeminal tract 
does not appear so far to arrest post-herpetic trigeminal 
neuralgia. Sjöqvist further claims that such herpes 
must be nuclear in origin, as he has seen it occur on 
the anesthetic area after an incision for tractotomy 
in a patient whose sensory root had been cut. This 
anssthetic area he speaks of as being denervated, 
but this could not be the case as the nerve-fibres 
peripheral to the uninjured gasserian ganglion would 
be perfectly normal, and it is more likely that the 
ganglion may have been slightly interfered with 
during the tractotomy operation, as herpes on the 
anesthetic face is a not uncommon sequel of alcohol 
injection of the ganglion. Section of the ascending 
quintothalamic tract -has been performed in two 
patients, only one surviving, with resultant complete 
analgesia of one half of the face and the adjacent 
cervical segments. Sjöqvist throws out the suggestion 
that such an operation may in the future become 
standardised, and that it would correspond precisely 


- to the already useful operation of spinal chordotomy. 


By this means it might be possible to arrest the pain 
in those hitherto incurable cases of chronic atypical 
facial neuralgia not amenable to alcohol injection 
or root resection, and yet not psychalgic in origin. 
The evidence, however, of a separate ascending quinto- 
thalamic tract after decussation is very doubtful, 
and in all probability these fibres run at first in the 
mesial lemniscus and later with the spinothalamic 
tract. The logical analogue to spinal chordotomy 
would therefore. be a localised section of the spino- 
thalamic tract in the upper half of the pons, an 
operation which savours at present somewhat of 
Utopia. 


THE TRIGEMINAL NUCLEI AND THEIR CENTRAL 
CONNEXIONS 


G. E. Smyth in a careful and excellent review of 
the experimental, anatomical and clinical work done 
on the trigeminal nuclei and their central connexions 
refers to the fact, first shown experimentally in 
1892 by Bregmann, that the ophthalmic pain and 
temperature fibres lie most ventral and the mandibular 
fibres most dorsal in the spinal trigeminal tract in 
the medulla. The evidence he produces from the 
literature and from three clinical cases, two with 
autopsy, carefully worked out in the National Hos- 
pital laboratory, confirm beyond all reasonable 
doubt the facts that the ophthalmic pain and 
temperature fibres end lowest in the spinal nucleus, 
and the mandibular fibres highest at the mid-medullary 
level. This is described as being in inverse order of 
the peripheral distribution of the nerves. Rather 
do the facts indicate that the trigeminal divisions 
should be renumbered, the mandibular or third 
division being renamed the first, and the ophthalmic 
as the third division. If this alteration could be 
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agreed to by anatomists, then the segmental order 
would be unbroken from the chin and lower lip as the 
first division, or the most anterior in nerve-supply, 
upwards to the maxillary or second division and to the 
ophthalmic or third division and down the back 
of the head to the Ist and 2nd cervical areas and 
so to the neck for the 3rd or 4th cervical. The . 
concentric segmental zones of analgesia described 
by Von Sölder and Schlesinger in syringobulbia 
do not necessarily indicate a steadily ascending 
lesion of the medulla, as in this disease the cavitation 
and the surrounding areas of gliosis are too irregular 
and indeterminate. 

In the operation for trigeminal tractotomy by 
Sjoqvist’s method, in order to obtain total mandibular 
analgesia, the incision must be made as high as the 
mid-bulbar level, whereas if the tract is cut at the 
level of the lowest vagus rootlet, complete ophthalmic 
and maxillary anesthesia will be produced, with 
loss of pressure pain on forehead and cheek and of 
the corneal reflex. Thermanesthesia also will be 
complete over the ophthalmic area, though partial 
only over the second division. Tactile loss will be 
completely unimpaired, an interesting confirmation 
of the fact shown long ago that the cornea is 
innervated with pain fibres only. 

The evidence regarding the upward path to the 
thalamus of sensory impulses relayed from the spinal 
and pontine trigeminal nuclei is more conflicting. 
Wallenberg’s and Van Gehuchten’s experimental 
work on rabbits between 1896 and 1901 appeared to 
demonstrate a quintothalamic ascending tract in the 
dorsal portion of the formatio reticularis, ending 
in the ventral nucleus of the thalamus. These 
results are not confirmed by the pathological findings 
in the two cases recently worked out at the National 
Hospital, one of syringobulbia and the other a 
localised area of medullary necrosis due to posterior 
inferior cerebellar thrombosis, death occurring 16 days 
after the thrombotic lesion. This second case is 
especially valuable, as, owing to the recent lesion, 
it was possible to follow the degenerations by the 
delicate Marchi method. This showed degeneration 
of the internal arcuate fibres starting from the spinal 
nucleus and decussating in the raphé to run upwards 
in the medial half of the mesial fillet quite apart from 
the spinothalamic tract. No degenerated tract 
was found in the formatio reticularis to suggest 
a dorsal quintothalamic tract. The quintothalamic 
tract running in the medial lemniscus probably 
later on above the mid-pons level approaches closely 
the spinothalamic tract. 

Protest must be made against the continual use 
of the hybrid “ cephalad ” which occurs no less than 
60 times in the paper. Partly Greek, partly Latin, 
and wholly horrible, this word is found 12 times on 
page 76, where also may be read the following dis- 
jointed cacophony ending line 15, “caudal and 
cephalad to the cephalad.” What is wrong with the 
English words upwards, upper, and above, which 
would make smoother and more pleasant reading 
and which none but a pedant could pretend to 
misunderstand in their exactness of application ? 

Dr. Smyth’s article is otherwise an excellent and 
most painstaking résumé of the subject, and_the two 
carefully worked-out autopsies are a valuable con- 
tribution to the anatomy and physiology of the 
trigeminal nuclei and tracts. 


SURGERY OF THE SENSORY ROOT 


Stibbe quotes clinical evidence from tumours 
in the cerebello-pontine angle supporting Dandy’s 


1116° THE LANCET] 


view that the pain fibres are collected in the posterior 
portion of the trigeminal nerve, and that they are 
arranged in the order postulated by Stopford, the 
ophthalmic most posterior, next the maxillary, and 
the mandibular most anterior, agreeing with the 
known order of the fibres in the trigeminal tract 
~ and spinal nucleus. In his experimental operations 
on macaque monkeys, after division of the outer 
third of the trigeminal nerve immediately proximal 
to the gasserian ganglion, Stibbe found no corneal 
anzsthesia, and subsequently little or no degeneration 
in the spinal or mesencephalic roots. The latter he 
explains by the large number of bipolar nerve-cells 
to be found embedded in the sensory root of the 
trigeminal nerve, especially near the pons, a fact 
previously demonstrated by Peters, and he suggests 
that these cells may be trophic for peripheral sensory 
fibres, and that they may be the source of regenerated 
fibres after a sensory root division close to the 
ganglion, and may therefore account for recurrence 
of trigeminal neuralgia in rare cases. 

In two experimental cases of division of the 
posterior half of the sensory root close to the pons 
by Dandy’s method he subsequently found conspicuous 
Marchi degeneration of the spinal root in the medulla, 
and he is of opinion that the whole of the pain fibres 
in the trigeminal tract were included. He is there- 
fore a supporter of Dandy’s contention that a proximal 
partial resection of the root destroys the pain fibres 
running to the spinal nucleus. He does not, however, 


mention the condition of the corneal reflex, which © 


should have been lost if all the ophthalmic fibres 
were divided. 
WILFRED HARRIS, 


MEDICINE AND THE LAW 


` Doctor and Speed Limits 


A MAIDSTONE doctor, charged with exceeding the 
speed limit, admitted that he was travelling at 
40 miles per hour in a built-up area, but explained 
that he was called urgently to a patient suffering 
from cardiac asthma. In such cases, he said, life 
could be saved by an injection, but it was often a 
matter of minutes. The defending solicitor con- 
tended that, if a doctor, in order to save a woman’s 
life, was justified in conducting an operation which 
would otherwise have constituted the serious crime 
of abortion, he must certainly be justified in com- 
mitting the minor offence of exceeding the speed limit 
when a patient’s life was at stake. 

This decision of a particular bench of justices 
upon a particular set of facts must certainly not be 
regarded as a ruling that any surgeon or physician 
can ignore the Road Traffic Acts in a case of urgency. 
Another bench, when a doctor next relies on this 
defence, is just as likely to remind the defendant that, 
in hurrying to save one life, he may be endangering 
other lives, There is nothing in the Road Traffic 
Acts which puts the medical profession in a privileged 
position. The 1930 act was amended by depart- 
mental regulations so as to exempt from maximum 
speed limits any vehicles which were being used for 
fire brigade, ambulance or police purposes. In 1934 
this exemption was properly incorporated in a statute 
instead of being enacted by the Ministry of Transport. 
In January last year the Wells city magistrates held 
that a private motor-car which conveyed from 
Glastonbury to Wells a patient with a fractured 
ankle was being used for ambulance purposes and 
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. was therefore exempt from the statutory restrictions 
-on speed, A police car ordered the motorist to stop : 


he replied “I can’t stop now; I have an injured man 
in the car.” He was prosecuted and the case was 
dismissed, The statute does not say that the vehicle 
must be a real ambulance, constructed as such. 
The vehicle is exempt from the provisions imposing 
speed limits ‘‘on an occasion when it is being used 
for... ambulance... purposes, if the observance of 
those provisions would be likely to hinder the use 
of the vehicle for the purpose for which it is being 
used on that occasion.” Those words, if a little 
cumbrous, are clear enough. In the Wells case the 
justices were obviously justified in exonerating the 
motorist. In the Maidstone case they would have 
been justified in saying that, if Parliament intended 
to exempt members of the medical profession when. 
attending urgent calls, Parliament should have 
said so. On the other hand, if the Maidstone 
justices had decided to convict, they might have 
found it a proper occasion for leniency. If the 
driver is reasonably expert and the traffic conditions 
are reasonably favourable, a speed of 40 miles 
an hour may be deemed malum quia prohibitum 
rather than malum in se. 


Heart Disease and Workmen’s 
Compensation . i 


Last month the Court of Appeal reviewed th 
claim of a widow under the Workmen’s Compensa- 
tion Act in a case where her husband, suffering from 
disease of the heart, became seriously ill at his work 
and died soon afterwards. The county-court judge 
did not find as a fact either that the death was due 
to the progress of the disease or that it was accelerated 
by his work. He dismissed the widow’s claim on the 
ground that she had not established that the work- 
man had suffered personal injury from an accident 
arising out of and in the course of his employment. 
There had been considerable discussion at the trial 
on the question whether a specific injury had arisen 
from a specific act on a specific date. The widow’s 
case was that the rupture of the aortic cusp occurred 
on the day of the man’s death; the county-court 
judge found that it occurred three weeks earlier. 
The Court of Appeal thought that’ a physiological 
injury or change occurring in the course of a man’s 
employment by reason of the work in which he was 
engaged at or about that moment was an injury by 
accident arising out of his employment. This was so 
even though the injury or change were caused partly, 
or even mainly, by the progress or development of 
an existing disease, provided that the work he was 
doing at or about the moment of the occurrence of 
the physiological change or injury contributed in any 
material degree to its occurrence, It was not necessary 
to prove any strain or similar cause other than the 
strain arising out of the workman’s ordinary work. 
The Court of Appeal sent the case back to the county 
court for a fresh hearing. The judge’s reason for 
refusing the award might be that the man’s collapse 
was solely due to the progress of the disease and that 
he would have died on that day whether he went to 
work or not. But the judge had not made any 
finding of fact to this effect. 


There are several important cases on heart disease 
in relation to workmen’s compensation—from Clover 
Clayton and Co. v. Hughes in 1910 to Partridge, 
Jones and Paton v. James in 1933. It is unnecessary 
for the court to find sudden strain. The question is 
whether the workman died from the disease alone or 
did the work help in a material degree ? 
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SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


SIR DAVID WILKIE’S BEQUESTS 


Ir is now well known that the anonymous donor 
who made possible the extension to the surgical 
research department in Edinburgh some years ago 
was Sir David Wilkie, and it has been decided that 
the department shall in future be known as the Wilkie 
Surgical Research Laboratory. Under the terms of 
Sir David’s will a further sum of £10,000 has been 
left to the court of Edinburgh University for the 
endowment of scholarships for workers in the research 
laboratory. A further share of his estate has been 
left to the court for the establishment of research 
scholarships in surgery and/or medicine, particularly 
for the benefit of graduates from the British Dominions, 
the research being, as far-as possible, conducted in 
conjunction with the department of physiology. The 
amount of this residue is not yet known, but will 
probably be about £30,000. These bequests will 
form a valuable addition to the research grants in 
Edinburgh and provide a suitable memorial to one 
who was always keenly interested in medical research, 


GASTROSCOPY 

In a paper read before the Medico-Chirurgical 
Society of Edinburgh on May 3, Dr. D. M. F. Batty 
pointed out the progress made since gastroscopy was 
first introduced, but mentioned that further advance 
was necessary towards the elaboration of an instru- 
ment which would be capable of making all areas of 
the stomach visible and would combine maximum effi- 
ciency with a minimum of discomfort to the patient. 
He gave a general review of the procedure and of 
the findings in the normal and the abnormal stomach, 
referring to the severity of the gastritis which may 
follow operations on the stomach and also to the 
frequency with which gastritic changes, especially of 
the hypertrophic type, are encountered in patients 
with gastric symptoms. He next discussed the 
relationship of gastroscopy to other methods of 
investigation of the stomach and compared its use- 
fulness with that of radiology. The profile views 
obtained radiologically could not equal in value the 
appearances obtained by the gastroscopist on direct 
inspection of the gastric mucous membrane. Radio- 
logy, however, provided an accurate impression of 
the size, shape, motility and position of the stomach 
in the abdomen, and allowed of the recognition of 
gross defects such as ulcer or carcinoma, Gastroscopy 
proved superior in the detection of the finer changes 
seen in gastritis and in the terminal stages of healing 
of peptic ulcer, and the method provided a possible 
means for the early recognition of carcinoma, Further- 
more, gastroscopy may be employed to confirm or 
disprove the radiological findings should the clinical 
manifestations suggest a different diagnosis. Dr. 
Batty concluded that gastroscopy constituted a 
major advance towards the accurate diagnosis of 
gastric disease, but that it should be used in full 
collaboration with the clinician and the radiologist. 


COORDINATION OF HOSPITAL SERVICES 

At a recent meeting of the Edinburgh public-health 
committee Dr. W. G. Clark, the medical officer of 
health, said that if the Royal Infirmary were recon- 
structed it would probably be made a much smaller 
hospital for the reception of acute cases only, and 
that other cases would be “fed out”? to country 
institutions. The infirmary would remain an impor- 
tant link in any future hospital policy in view of its 


assets, such as its X-ray department. He gave a 
welcome indication of efforts being made to coérdinate 
the voluntary and municipal hospitals in Edinburgh. 
The infirmary is anxious to have more facilities Gor 
transferring chronic cases to the municipal hospitals, 
but the latter have great difficulty in obtaining 
sufficient nurses. A scheme may therefore be 
evolved whereby the infirmary nurses do a short 
period of “ chronic nursing ” at the municipal hos- 
pitals, and so help to relieve the difficulty. Special 
arrangements are also being considered whereby the 
corporation can receive some payment for the treat- 
ment of infirmary patients. Dr. Clark said that 
these schemes are only at the stage of preliminary 
discussion ; but coöperation between the hospital 
authorities is so important that he hoped that the 
obvious difficulties would be adjusted and that real 
coordination Mould, be attained, 


STANDARD FOR CHORIONIC 
GONADOTROPHIN 


Ar the third International Conference on the 
Standardisation of Hormones, held at Geneva last 
August, it was decided that international standards 
should be established for- certain hormones of the 
anterior lobe of the pituitary gland and analogous 
substances found in urine and serum, and that inter- 
national units should be defined in terms of a weight 
of each such standard. The final preparation of these 
standards, their dispensing in convenient form, and 
their storage, preservation, and distribution were 
left to the National Institute for Medical Research. 

-The preparation of the international standard for 
the gonadotropic (now called gonadotrophic) sub- 
stance of human urine of pregnancy (chorionic 
gonadotrophin) is now complete. The standard has 
been prepared from substantial amounts of material 
provided by six firms in different countries. The 
individual samples having been approved by the 
conference, a mixture was made and the standard has 
been finally dispensed in tablets weighing about 10 mg. 
The international unit is defined as the specific 
gonadotrophic activity of 0-1 mg. of the standard 
preparation, which is roughly the amount required 
to cause cornification of the vaginal epithelium of 
the immature rat. Each tablet thus contains approxi- 
mately 100 international units. 

Like the international standards for a number of 
other hormones, drugs, and vitamins, the standard 
for the gonadotrophic substance of human urine of 
pregnancy (chorionic gonadotrophin) is held, on behalf 
of the Health Organisation of the League of Nations, 
at the National Institute for Medical Research, and 
is distributed therefrom to national control centres 
established in other countries, or to workers in 
countries where such centres have not yet been set up. 
Applications from the United Kingdom should be 
made to the Department of Biological Standards, 
National Institute for Medical Research, London, 
N.W.3. 


Royan SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE.—The council of this society has awarded the 
Chalmers Gold Medal for 1939 to Dr. Max Theiler of the 
international health division of the Rockefeller Foundation, 
New York, in recognition of his work on yellow fever and 
the possibility of producing the vaccine by the use of 
attenuated virus. The medal will be presented at the 
annual general meeting of the society at Manson House, 
26, Portland Place, London, W.1, on June 15. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM AN AMATEUR JOURNALIST 
II : 

ONE of my colleagues assures me that he ca 
identify the occupation of a man as he enters his 
outpatient department. Well, so can I, so can 

anyone up to a point, for some men carry with them 
in their physiognomy, gait, clothes, mannerisms, 
a sufficiency of superficial evidence. But my 
colleague goes further—he gives instances of occupa- 
tions which must be devoid of any characteristic or 
peculiarity and he talks of “intuition.” I doubt 
it. In all probability his natural capacity for minute 
observation and deduction is of superior quality ; 
- he brings to bear a wealth of unconscious automatic 
reasoning, rapidly summated at a mere glance, 
I suspect that a good deal of what the professional 
palmiste does is on similar general principles, and 
that while distracting the attention by appropriate 
manipulations and patter, pretending to restrict 
herself to the lines on the hand, she is all the time 
observing details which will denote occupation, 
mannerisms, habits and, by implication, possibilities 
and , potentialities. With all of these a lucky guess 
may then smack of the miraculous, a faux pas 
is rapidly glossed over and the credulous are impressed, 
since only the hits are remembered and all the misses 
forgotten, 

We are in our way specialised detectives. Patho- 
logical types and conditions strike us at once because 
they are the things in which we are particularly 
interested. Perhaps for this reason we are apt to 
be distracted from the more mundane fields which the 
orthodox detective is obliged to cultivate, and would 
be ranked low in the scale of general observation. 
And yet with our training we might perhaps. if we 
really tried, display a general analytical capacity 
well above the average. Dr. Bell of. Edinburgh, 
Conan Doyle’s prototype of Sherlock Holmes, was 
famous for his lightning deductions in the manner 
of his great fictional representative. We could, I 
expect, explain why it is that some occupations 
stamp themselves upon the features and bearing 
so unmistakably that almost anybody can recognise 
them, while others baffle the most experienced and 
observant. Or do they ? 

Take the jockey, take the whole class of “ horsey ” 
men; they might be made from a mould. (I omit 
of course the familiar ‘‘horsey’”’ associations of 
dress, jewellery and so on.) Here the constant 
contemplation and society of the horse leads to the 
features and expression. And so it is when there 
is intimate association with other animals. The 
army man is easily recognised and not only on account 
of his erect bearing. Is there something in the fixed 
expression imposed by discipline? But why should 
the naval man be distinctive ? Is there some influence 
of the sea or the breezes or the life or the way of 
thinking ? We recognise the effect of thought in 
moulding the features, for we have as examples the 
ascetic divine and the man of law. A tempting 
explanation is to reverse cause and effect and assume 
that the cast of features pre-existed and was a mirror 
of the type of brain likely to ensure success in that 
particular profession, This might do for selected 
cases but there is surely too much evidence which 
supports the idea of occupational influence to justify 
an alternative explanation. 


What shall we say of our own profession? Is 
there anything at all which suggests a medical face ? 
Think of all your colleagues, including every category ; 
the general practitioner, the surgeon, the consulting 
physician, the radiologist, the anssthetist, and all 
the specialists. Would you, if entirely ignorant of 
the identity of the man, select first the profession and ` 
then the specialty ? Sometimes, perhaps, but how 
often ? How interesting it is to meet in the flesh 
a famous member of the profession whom one has 
visualised from his reputation or from his literary 
contributions. And how frequently one is amazed 
at the contrast between the creature of one’s imagina- 
tion and the actual being. An oculist may turn out 
to be a very large and heavy-looking being with 
hands like hams, the last man one would have 
expected to wield the cataract knife and execute 
movements of such exquisite delicacy. A surgeon 
with an international reputation for spectacular 
operations of the greatest magnitude is revealed as a 
little fellow with soft brown eyes and the mild retiring 
appearance of one who would be terrified at the 
smallest responsibility. Over there is a magnificent 
dashing-looking man with waxed moustache whom 
one could easily picture at the head of a cavalry 
charge: he is a radiologist. A foppish, drawling 
youngster with a bored expression, who looks as if 
his chief interest was his figure and his chief care the 
correct shade of his neck-tie, turns out to be an 
indefatigable research worker in biochemistry. Here 
and there are surely prosperous retired brewers and 
butchers, there is one who looks like a policeman in 
plain clothes, another like a country parson, another 
an actor—juvenile lead for choice—and many like 
nothing on earth. All, however, are eminent surgeons, 
physicians, specialists whose success denotes that 
if they have mistaken their vocation, they have at 
least made a very lucky mistake. 

Can there be nothing at all in our education, 
training or thoughts, no one uniform feature which 
should impose a characteristic mark? But then, 
perhaps, we should inquire, what is there to expect ? 
What is the doctor’s face ? It was different no doubt 
in the past when the familiar dress, the invariable 
whiskers and the somewhat lofty pontifical attitude 
must have helped. We know the original of Fildes’s 
picture—which I think is far from deserving the 
modern sneer—was a real person. And certainly 
his is the face of a kind man whom anybody would 
be glad to see when sick, even if at the present day 
we do not happen to know anybody who looks 
like “The Doctor” and are well acquainted with 
several dear colleagues who do not resemble him 
in the slightest but whom we would welcome at our 


bedside. 
k * k 


The frock-coat was at one time our distinctive 
dress, almost our uniform, even if it was not restricted 
to our profession. I myself never had a frock-coat ; 
as a student I missed this indispensable adjunct 
of qualification by, I reckon, three years, Even the 
incursion of the morning-coat was regarded as a 
rather daring innovation for professional use and 
ceremonial occasions, with perhaps an extension of 
license to very young men. (I remember a puaill- 
animous attempt at compromise: the production of 
a queer garment which was facetiously described as 
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& misdeal between the two.) And now the frock- 
coat is almost as unusual an article as a pair of 
elastic-sided boots. Even the shopwalker has aban- 
doned it, although the undertaker—absit omen— 
remains faithful. It is a pity, for a well-cut frock- 
coat is a handsome garment enhancing the dignity 
of a very tall or very big man. Incidentally it 
was kinder than its modern representative, the 
morning-coat, in concealing imperfections. But the 
silk hat has been almost Killed by the motor-car, 
and without a silk hat the frock-coat is, even with 
all the laxity and indifference of 1939, quite 
inadmissible. Or so I suppose. 

I well remember seeing a young man in the Hay- 
market in February, 1900, attired in a frock-coat and 
bowler-hat and I give you my word that derisive 
crowds followed that unhappy sartorial solecism at no 
respectful distance. I doubt if as much interest would 
be excited today by the appearance in Piccadilly 
of somebody habited in a dressing-gown and a sou’- 
wester. So do reactions change with the times. 
And yet it is still considered contemptible to wear 
a made-up evening tie. Why? Rather than incur 
such a suspicion some men will prefer extraordinary 
products of their ineptitude, giving resemblance 
to a village bridegroom or the old-time nigger minstrel. 
A few can produce a perfectly symmetrical result ; 
and yet the more skilful the tying the closer is the 
approximation to the very effect the well-dressed 
man is supposed to avoid. 

- Will the day of the nut, the masher, the toff, the 
swell, even the dandy ever return ? Before the 
war, one-eighth of an inch in the length of a coat 
distinguished the real thing from the parvenu. 
Whether the coat-sleeve bore three or four buttons 
was almost as important a consideration as the choice 
of a career. How silly! thinks the modern young 
man who has gone to the other extreme. Plus- 
fours can be seen in the stalls of the West End 
theatres ; we know what Rotten Row is like; the 
footman will not close the door to you if you call 
on the duchess in a coloured soft collar. 

Well, perhaps it is all for the best, although it is a 
pity to have become so indifferent ; for I maintain 
that dress does affect character and reactions. The 
policeman out of uniform is a bulky unimposing 
spectacle ; all his majesty and authority pass with 
his disrobing. The panoply of the Horse-Guards 
serves a very valuable purpose: justice seems more 
certain when administered by scarlet and ermine ; 
and perhaps even the lion-tamer’s conventional outfit 
was purposely designed for its intimidating effect. 
For uniform stands for much. The ass in a lion’s 
skin if he feels like a lion is for practical purposes a 
lion. If you look the part, you feel the part, you 
are at your best in the part. I cannot comfortably 
do a ward-round or participate in a consultation 
unless in a tail-coat and trousers reasonably decorated 
with the longitudinal fold in front. A confession 
of weakness this, especially if the public has by now 
grown accustomed to, our more matter-of-fact dress 
and has ceased to identify formal clothes with pro- 
fessional importance. We may pride ourselves that 
we have evolved and have become superior to the 
thraldom of uniform. Yet still I wonder and hanker 
and cling a little to the past. 


Ld * * 


General appearance and dress. Now may I say a 
word about voice? I pondered this feature a few 
weeks back when IJ-accorded an interview to a com- 
mercial traveller who had been sent to puff the 
reputed advantages of some patent food; the type 


GRAINS AND SORUPLES 


[may 13, 1939 1119 


of man you not infrequently receive out of a sense 
of compassion on the live-and-let-live principle 
and who departs sycophantically thanking you for 
having seen him. But the debt was mine, for I 
sat and listened to him and it did not matter to me 
one jot whether his particular preparation was all 
proteins or all vitamins or purin-free or all of them at 
one and the same time; I wished that he would go 
on talking for hours, for his voice had that peculiar 
musical quality to which every nerve in a jaded body 
vibrated sympathetically. I doubt if he himself 
was conscious of his rare possession, although 
obviously it was just such an accomplishment as 
might be regarded as the greatest asset for his 
particular occupation. And when he had gone I 
reflected how rare are the opportunities to listen to 
a really attractive voice, remarkably so considering 
the part it plays in human associations and not least 
in our profession. Our emotions are stimulated 
pleasantly by the soft, sweet, low, gentle, coaxing, 
silvery voice: we resent the hard, cold, raucous, 
cruel, steely voice, one which cuts like a knife or 
stings like a whip (I have culled all these descriptions 
from popular novelists). We know that a shrill 
voice can be as painful as a solo by a slate pencil ; 
a whining, obsequious voice as unalluring as a perform- 
ance on the bagpipes; a mumbling, slobbering, 
indistinct voice as exasperating as a rough-edged 
collar. 

But one must make allowances for taste. There 
is scope here, as everywhere and always, for legitimate 
difference of opinion; there are, I understand, 
people who really like the saxophone. It may 
even be possible that there are some who prefer 
the “polate” or “‘refaned” voice, the bleating 
corruption familiar in certain circles or the colourless 
production that is alleged to be ‘‘ Oxford.” The 
deliberately affected drawl of certain public schools 
is traditional and clear enunciation is ‘‘ bad form.” 
It is interesting to reflect that a voice is rarely if 
ever too deep to be attractive and that although 
a clear tone is in general desirable, there is something 
singularly pleasing about a certain husky quality. 


* x * 


I find it occasionally necessary to warn students 
that although they must recognise certain articulations 
as pathological, they must not fall into the trap 
set by mere peculiarities with which they may not be 
familiar. The speech of an edentulous shepherd 
from a remote Scottish village may well sound like 
a queer nervous lesion to a Sassenach ear. During 
one such occasion of instruction, I was at the bedside 
of a north-countryman and I observed that ‘‘ whilst 
this good man’s speech seems a bit strange to us, I 
daresay our southern pronunciation is queer enough 
to him.” ‘Aye by Goom ye’re reet there ” acquiesced 
the hearty from Yorkshire. 

Now there is this uneasiness. Solicitude for the 
susceptibilities of others has often made me wonder 
how far it is possible to estimate the effect of one’s 
voice upon others, having regard to the difference 
between the channels of sound conduction. It’s 
a nasty thought that one may be living in a fool’s 
paradise. I shall never forget the dreadful shock 
when I first heard a gramophone reproduction of 
my speaking voice. I fought hard to persuade 
myself that instrumental distortion was to blame. 
Yet on the occasions when I have broadcast anony- 
mously, several friends have been quite certain in 
their recognition of my voice notwithstanding the 
absence of any expectation to hear it, so there is 
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PARLIAMENTARY - INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 


DURING last week the Camps Bill passed its third 
reading in an atmosphere of congratulation, and most 
of the speeches dealt with the civilian school holiday 
side of the proposals and not the war and evacuation 
side, But on the evacuation side Mr. Walter Elliot 
announced that in time of war it would be possible 


largely to increase the normal accommodation built’ 


for educational purposes. : 

The bill was introduced for third reading by Mr. 

Kenneth Lindsay in a speech extolling not only the 
advantages of camps from the health and education 
point of view but also their delights. Almost it 
seemed, as one or two speakers mentioned, that 
Mr. Lindsay was. leading children out on to grassy 
meadows to the piping of a shepherd’s flute and 
forgetting all about war’s alarms. It was a pleasant 
interlude of civilisation in a week devoted for the 
most part to detailed consideration of duties imposed 
by the budget, and to the first day’s debate on the 
second reading of the Military Training Bill, usually 
called the Conscription Bill. - 
_ It is a curious reflection on the methods of English 
legislative procedure that it has required the threat 
of & major catastrophe in Europe to bring to fruition 
the idea of camps for elementary school-children 
which has such.a great weight of expert medical 
opinion behind it. The camps are now being erected 
because they will serve as additional premises avail- 
able for evacuation in time of war and not primarily 
because they will be of great benefit to the health 
and so to the education of a large proportion of the 
elementary school-child populations. This was 
described during the debate as introducing a valuable 
reform “by a side wind,” but a “side wind” is 
an unduly mild description of the European war 
storm now threatening. In war-time the camps may 
prove to have a special value in outbreaks of infec- 
tious disease, or where the need arises for the isolation 
of any special group of children for some other 
reason. Another ‘‘side wind” effect of defence 
preparations is the extension of piped water-supplies 
into many rural areas where they did not previously 
exist, This has not been done for the obvious health 
reasons but in order to provide water for the local 
fire brigades now being set up in accordance with 
recent legislation to deal with fires started by incen- 
diary bombs or other explosions. It only remains to 
discover a war use for radium to get all the hospitals 
supplied with as much as they want. 


* * & 


The Military Training Bill will mean the medical 
examination of about 300,000 young men this year 


(Oontinued from previous page) 


little hope that the imperfections can all be attributed 
to artificial modification. Clearly, too, some people 
must be capable of exact interpretation of all sounds 
as they are heard by others, for on this depends the 
whole art of mimicry, And although it seems incon- 
ceivable that certain speakers can possibly be unaware 
of the ugliness of their utterances, we have, I suppose, 
to consider the enormous range of variations which 
would be counted under a “musical ear” and 
perpetually to remind ourselves that there is no 
disputing about tastes. 


and of a corresponding, probably larger, number in 
the next two years. It should provide material for 
an interesting comparison with the results of medical 
examinations in 1914-18. The interest is enhanced 
by. the fact that the age-group to be examined is 
of immediately post-war conception. With regard to 
medical and dental students the bill raises problems 


‘as to the best time for training. For medical students 


it seems rational to postpone training until the students 
have passed their intermediate examinations and are 
at the clinical stage.: To train medical-students to 
bear arms as fighting soldiers would no doubt be 
attractive to many of them, as it -was in the late war. 
But to use partly trained doctors in that way at a 
time when all indications point to the need for a 
great increase in the number of doctors to provide 
for A.R.P. and the like is a waste of trained or partly 
trained men. It is clear that any army training for 
medical students must not come too near their final 
examination, and should be on R.A.M.C. lines. 
Considerations of the same kind also apply to dental 
students and on both these subjects there will be 
discussion in the House. 

Another effect of the Military Training Bill is to 
make wives of conscripts eligible for allowances, and 
by a more closely connected ‘“‘side wind ” this has 
involved the lowering of the age of marriage in the 
regular and territorial forces from 26 as it now is 
to 21. Will this result in an increase in marriages 
and an increased birth-rate ? 


* * + 


The effects of the war situation in Europe are 
forcing many changes on our social structure and 
social institutions. The present budget with its 
astronomical figures of military expenditure—rising 
towards 2 milion pounds a day—is being met by 
loans. plus certain increases of taxation, notably 
14d. an ounce on tobacco and jd. a pound on sugar. 
But that is only for the present and is not much 
indication of what the future may hold. It is 
important that medical opinion should be ready to 
express itself definitely if taxation, let us say in 
next year’s budget, adds seriously to food costs or 
otherwise affects consumption so as to depress the 
standards of living. The question of food standards 
in time of war should also be faced. It should at 


least be possible so far to profit from the experience 


of the last war and from the general extension of 
knowledge of diet as to prevent any serious deteriora- 
tion. And that is going to give medical M.P.s in 
the House of Commons quite a lot to think about. 


FROM THE PRESS GALLERY 
Military Training Bill 


ON May 4 in the House of Commons Mr. CHAMBER- 
LAIN moved the second reading of this bill. He 
explained that the gross figure of the numbers of 
men between the ages of 20 and 21 who would come 
under the bill would be 310,000. After making 
certain necessary deductions about 200 000 men 
would probably be available for compulsory training 
this year. The bill was to operate for three years. 
In the second and third years the number who would 
come under the bill would be greater owing to the 
bulge in the birth-rate at a corresponding period 
some time ago. If the act ran for its full term it 
would give the Government about 800,000 men 
altogether. The bill applied to every male British 
subject of the requisite age who was not ordinarily 
residing in one of the dominions or colonies or 
mandated territories. There: were a number of 
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exemptions, including the members of the regular 
forces and those members of the auxiliary and reserve 
forces who enlisted before April 27. To them must 
be added those who were found after medical 
examination not to come up to the standard of 
medical fitness required. 

Dealing with the question of conscientious objectors 
Mr. Chamberlain claimed that this particular class 
had been dealt with in a broad-minded manner. 
A conscientious objector had first of all to apply 
to be put on a special register, and then a local 
tribunal would assign him to his appropriate category. 
He might finally placed on the register of 

_conscientious objectors without any conditions at 
all; or he might be conditionally registered, the 
condition being that he must do some work of 
national importance as laid down by the tribunal ; 
or he might be registered in the military-training 
register but be assigned to non-combatant duties. 
In the view of the Government where scruples were 
conscientiously held they should be respected and 
there should be no persecution of those who held 
them. (Cheers.) All they had to do was to see 
that they were not abused. The Government had 
decided that the bill should not be extended to 
Northern Ireland. They were convinced, however, 
that the spirit of loyalty in that part of the United 
Kingdom would result in no smaller proportionate 
contribution than from the rest of the country. 
The sooner the bill could be got through the sooner 
they could assure the safety of the country and the 
greater would be the effect on public opinion in 
Europe. 

Mr. LEES-SMITH, in moving an amendment on 
behalf of the Labour Party, said he thought they 
had been unfairly treated over the pledge of the 
Prime Minister not to introduce conscription, 
repeated less than a month ago.—Sir ARCHIBALD 
SINCLAIR, for the Liberal Party, made no criticism 
of the Prime Minister’s act in revising his pledge 
against conscription, but criticised the procedure 
he had adopted, and in particular his failure to 
consult beforehand the leaders of the opposition 
parties and of organised labour who had responded 
to his appeal to support the Government in their 
campaign for voluntary service, a response which 
was made on the basis of that pledge.—Sir Huen 
O’NEILL voiced the protest of Ulster members against 
the exclusion of that province from the bill. He 
described this as a surrender of the United Kingdom 
Government to the dictates of the head of the govern- 
ment of the Irish Free State. 

Mr. PICKTHORN said he had made wide inquiries 
as to what was being thought in the universities. 
Nobody responsible for any educational institution, 
or any pupil or student, desired preferential treat- 
ment, but under clause I of this bill the Minister, 
if he was satisfied that there was good cause, might 
authorise persons registered either to do their service 
earlier than normally, or to postpone it. He hoped 
that educational arrangements would come within 
the scope of the words “‘ good cause.” - He asked that 
people who were finishing a course this June should 
know as soon as possible that they would not be 
called up before they had taken their examinations 
in the first or second week of June. A public state- 
ment to that effect would be very helpful. If it 
was intended during the next two or three years to 
call up university undergraduates in the course of 
the curriculum he hoped that the calling up would 
not depend on accident of birthdays. Educational 
arrangements would be knocked endways if one lot 
were called up in January, another in February, and 
so on. He hoped it would be found possible to call 
them up at one date in the year, preferably in the 
spring, so that the six months would cover the period 
of the long vacation. 

Mr. ERNEST Brown, Minister of Labour, said that 
the announcement of the intention to introduce 
‘compulsory military service had not had an adverse 
effect on the voluntary national-service schemes. 
In both of the last two weeks there had been a record 
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number of applications for voluntary enlistment. 
But on a voluntary basis they could not have obtained 
the same number of trained men in the same time 
as they would get by the compulsory system. There 


would be three stages' in the working of the bill: 


(1) registration in the military training register ; 
(2) medical examination; and (3) calling up for 
training. All men would be required to register 
as far as possible on the same day. The bill recognised 
anticipation and postponement in order to meet 
hardships. That, of course, would affect educational 
careers. There would be Military Training (Hardship) 
Committees and they would deal with cases of 
anticipation or postponement. Individual notices 
would be served on men who were registered to 
attend for examination before a medical board. There 
would be about 120 medical boards at convenient 
centres throughout the country. The Government 
appreciated the great importance of medical examina- 
tion in order to secure that men were not subjected 
to training which would be injurious to their health. 
Each medical board would consist of five qualified 
medical practitioners and it would have authority 
to direct examination by a consultative examiner 
in special cases. Men who had passed the medical 
board would receive their individual notices to 
present themselves at the appropriate reception depôt 
for military training. At least ten days would be 
allowed from the date of the notice for the men to 
make arrangements. It was proposed to call up the 
men in approximately equal batches beginning 
in June. The Government understood that it was of 
importance to a great number of students to know 
the exact details of the arrangements. 

On May 8 the bill was read a second time after a 
aera amendment had been defeated by 387 votes 
o 145. 


Liability of Local Authorities 


In the House of Commons on May 3 when the 
Limitation Bill, which has already passed through 
the House of Lords was considered on Report, 
Mr. Foot moved an amendment to extend the period 
within which an action might be brought against 
a public authority from one to two years. He said 
that as the law stood the period within which an 
action might be brought against a defendant in the 
ordinary way was six years, but where a public 
authority was the defendant the period was only 
six months, and in fatal cases twelve months. This 
led to great and undeniable injustice. The case 
of Freeborn versus Leeming showed the sort of thing 
that’ happened as a result of the Public Authorities 
Protection Act :— 


The plaintiff being injured in an accident was taken to the 
workhouse ary and placed in the care of the defendant, 
the medical officer. The defendant negligently failed to 
diagnose the nature of the plaintiff’s injury and made no attempt 
to give him the treatment which, if given at the time, would 
effectually have cured him. On Oct. 15, 1923, the plaintiff 
left the infirmary and from that time ceased to be under the 
defendant’s care. He consulted another doctor who discovered 
that his hip was dislocated. As it was then too late to apply. 
the necessary remedy, the plaintiff’s injury was permanent. 
On April 25, some six months after he had ceased to be under 
the defendant’s care, he brought his action claiming damages 
for negligence :— 

Held: That the action was barred by section 1 of the Public 
Authorities Protection Act, not having been brought within 
six months next after the act, neglect or default complained of. 


Continuing, Mr. Foot said that this bill effected 
an improvement, because it raised the period from 
six to twelve months, but it was the unanimous 
verdict of those who were familiar with these matters 
that the period of twelve months was not enough. 
Mr. SILVERMAN said it was no good saying that 
no public authority would take advantage of its 
rights under thé act. A public authority had no 
right to do otherwise, for it administered public 
funds. In connexion with the recent outbreak of 
typhoid fever at Croydon, it was ultimately decided 
in a friendly action in the High Court that the 
epidemic was due to faults on the part of the 
authority and damages were awarded. But by the 
time that had been established the period of six 
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months had been exceeded. The Croydon authority 
wanted to do the right thing and pay appropriate 
damages, but in order to do so they had to come to 
Parliament and present a private bill which was 
now before the House. He knew of a small boy 
who was treated in a city hospital and was burned 
through being left too long in the electric blanket 
with the result that he would have a permanently 
deformed leg. The child’s guardians instead of 
going to a solicitor left the matter in the hands of 
a councillor on the assurance that he would take 
the matter up. The councillor no doubt honestly 

meant to help, but unfortunately the statutory period 
- of six months slipped away before any settlement 
was made and the authority were debarred from 
paying one penny damages to the child. Was it 
right that because of this perfectly arbitrary time 
limit that child should have to go through life with 
a permanently deformed leg, unable to earn its 
living and without a penny of compensation merely 
because the hospital in which the injury was sustained 
happened to be owned by the city instead of being 
a voluntary organisation ? 

Mr. MARSHALL said that this protection to public 
authorities had existed for 300 years, and surely it 
had not been given without some good cause. Local 
authorities feared that if the period was extended 
any further than the bill proposed they would be 
open to a vast amount of unfair litigation. There 
was a great difference between local authorities and 
private individuals. The local authorities were 
compelled to do their work, and they were entitled 
to special protection. 

Sir DONALD SOMERVELL, Attorney General, replying 
for the Government, said that the position before 
the passing of the act of 1893 was that in public- 
health matters there was a general legal limitation, 
applying to all local authorities, of six months. 
Other activities of local authorities were dealt with 
by a series of statutes, nearly 100 in number, some 
public and some private, but in all of them Parlia- 
ment had put a short period of limitation on all 
statutory undertakings performing a statutory duty. 
He had a greater respect for his predecessors than 
to suppose that 100 statutes went through Parlia- 
ment without anybody noticing that they involved 
the principle that the bodies that might be made 
liable for actions were placed under a duty by Parlia- 
ment. There was the further point that while in the 
interests of justice a reasonable time should be allowed 
for claims to be brought, it was also in the interests 
of justice that claims should be brought promptly. 
The necessity for bringing claims promptly would 
occasionally mean that exceptionally hard . cases 
were cut out by the period of limitation. The 
‘alteration of the law embodied in this bill was, he 
claimed, a reasonable one. The publicity given 
by this debate would make the public realise the 
existence of this limitation, and would make local 
authorities realise that if with this extended period 
of time there were still cases of injustice the House 
of Commons would jealously watch and see that 
under the new provisions injustice such as had 
occurred in the past would not occur again. 


Midwives and the Motor-licence Duty 


During the discussion of the budget resolutions 
in the House of Commons on May 2 Mrs. TATE said 
that one body of people on which the increased motor- 
licence duty would fall with great severity would be 
the district nurses and midwives. They needed a car 
for the carrying out of their profession. Since the 
passing of the Midwives Act it had been necessary 
in country districts to increase the funds raised 
towards the payment of a district nurse, and it 
would not be possible to raise the extra £6, £8, or 
£10 a year for the tax. She hoped that the Chancellor 
of the Exchequer would find some way of differentiat- 
ing between a car which was a luxury and one which 


was a necessity for the carrying on of business.—. 


Sir JOHN SMON, Chancellor of the Exchequer, said he 
recognised that many people were obliged to use a 
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motor-car for business purposes, and in such cases 
the expenses of. the car were deductable for the 
purposes of income-tax. He would suppose that 
this principle would apply to a doctor who used 
his car for the purposes of his profession. He quite 
saw the force of the objections that had been raised, 
but he had thought it better to make an increase 
in this direct tax rather than, for example, to increase 
the income-tax or reduce the rates of allowance for 
income-tax. Under his proposals the man with a 
big and expensive car would pay, as he ought to do, 
more than the man with a small low-powered car. 


Road Accidents 


In the House of Lords on May 3, when Lord NEWTON 
asked that attention should be given to the report 
of the Select Committee on Prevention of Road 
Accidents, Earl DE LA WARR, President of the Board 
of Education, said a great deal of this problem was 
psychological. Some people were so accident-prone 
that whatever form of transport was used they would 
somehow get hurt. No regulations and no prosecu- 
tions were a substitute for aright feeling. Propaganda 
properly used was one of the most potent methods of 
prevention. A great deal was being done to make 
children traffic conscious by the thorough grounding 
in road behaviour that elementary and secondary 
schools gave their pupils. The Government were 
taking steps to deal with the question of noise, and 
an agreement had been reached with the motor manu- 
facturers which would operate from July 1. The 
select committee’s report ‘was receiving the serious 
consideration of the Minister of Transport, and the 
fear that it would be pigeonholed was unfounded. 


The Camps Bill 


On May 3 in the House of Commons the Camps 
Bill received its third reading. Mr. LINDSAY, 
parliamentary secretary to the Board of Education, 
said that the purpose of the measure was twofold— 
evacuation in war-time and education in peace-time. 
The peace-time uses of these camps were extremely 
important. Many of the sites had been chosen and 
some of the camps would be ready, he hoped, by 
September. Much of the talk about the utilisation 
of these camps by adults and the possible effects on 


. Seaside resorts was completely beside the point. 


He wished to see relays of town children filling the 
camps during term-time, and in the holidays he 
would like to see the various juvenile associations 
using them on reasonable terms. There were now 


‘between 18 and 20 recognised camps with a total 


accommodation of about 1400. About half of those 
who attended the present camps were sick and weakly 
children sent there on the advice of the medical 
officers in their districts. By the construction of the 
new camps it would be possible to send relays of 
children to the country. Two weeks in these camps 
would be worth two months in some of the schools 
in urbanised areas. Here was a chance of restoring 
what had been lost to many children—namely, an 
acquaintance with the country at an impressionable 
age. This bill was only part of a great national 
movement to restore to a rather over-urbanised and 
nerve-ridden world something of the peace and 
simplicity which came from living in and knowing 
about the country. A bill which presented the 
possibility of 250,000 children getting a fortnight 
in the country every year ought not to be regarded 
only as a measure dealing with evacuation, important 
as that was; the bill was also part of a more sensible 
and healthy approach to education. 

. Mr. NoEL-BAKER pointed out the difficulty of 
making camps which would be suitable for children 
at one part of the year and for adults for the rest 
of the year. He hoped the Government would 
establish experimental camps for adult holidays, 
for which there was an enormous demand. 

Mr. SPENS hoped the Government would see that 
the areas in which the camps were placed were not 
subjected to trouble and expense as a result of the 
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outbreak of infectious diseases. He cited an instance 
on the Kent coast where scarlet fever broke out and 
a great number of children had to be sent to the local 
isolation hospital, the accommodation of which 
was fully occupied for several weeks. Those who were 
responsible for sending the children to that camp 
refused to pay a penny towards the cost of nursing 
R in the hospital, and the expense fell on the local 
rates. 

Dr. HADEN GUEST said he hoped there would be a 
great development of these camps especially on 
the medical side. The camps might be used more 
than was at present contemplated for open-air 
education of large classes of children. Large numbers 
of children went to the few open-air schools already 
in existence, where they had special food and so on. 
If these children could have their education in school 
camps they would be enormously improved in health, 
and if taken early enough many children might be 
restored to real normality. It should be the aim 
to give every child in the country a holiday.— 

Miss WILKINSON said this was not the time to discuss 
whether as a pleasant piece of educational policy 
it was rather nice for the Government to give a bit 
of money for an experiment ‘to take slum children 
out for a fortnight’s holiday. A.R.P. wardens and 
committees knew that this was not a holiday camp 
bill, and they wanted to know to what extent this 
represented the Government’s attitude towards camp 
evacuation. She felt sure that hospitality evacuation 
would break down, but the one type of evacuation 
that would not break down was properly prepared 
sites and camps in areas which were unlikely to be 
bombed and which could be properly safeguarded. 

Mr. ELLiotT, Minister of Health, said it should 
not go out that billeting was bound to break down. 
They must rely on billeting in the main for the 
evacuation of children, mothers and sick people. 
In passing this bill it would be wrong to omit any 
necessary consideration of war problems, but it would 
also be wrong to overlook the chance here given of 
doing a real piece of work which would redound to 
the benefit and health of the school-children of the 
country. 


Collections for Voluntary Hospitals 


In the House of Commons on May 5 the Charitable 
Collections (Regulation) Bill was considered on 
Report. Mr. H. G. WILLIAMS moved an amend- 
ment designed to prevent hospitals being subjected 
to unnecessary trouble and their collectors to 


penalties owing to the fact that the operations of the - 


hospital were concerned with people who lived in a 
number of police districts, or parts of a number of 
police districts. He had put the amendment down 
at the request of the British Hospitals Association 
who were greatly perturbed on the matter. 
applications would be requisite in these cases, and 
all the applications might not be made. There would 
then be a risk of hospital collectors subjecting 
themselves to penalties. 

Earl WINTERTON said that the argument that there 
would be trouble in having to apply to several police 
authorities was one which applied not only to hos- 
pitals but to all charities whose activities extended 
to more than one police area without covering a 
substantial part of the country. The trouble involved, 
however, would not be very great. The charity 
would no doubt apply to the police authority for the 
area in which its activities were chiefly centred and 
give full particulars to that authority. This could 
be stated in applications to other authorities, and the 
police authorities: concerned would codperate to 
avoid unnecessary duplication of inquiries.—The 
amendment was withdrawn. 


In the House of Commons on May 9 the Reserve and 
Auxiliary Forces Bill, which simplifies and accelerates 
the procedure for calling up the reserves, was read a 
second time. | 
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QUESTION TIME 
WEDNESDAY, MAY 3 
Slum-clearance Expenditure 

Mr. Tom Smits asked the Minister of Health if he was 
aware that many local authorities had passed resolutions 
urging the Government to undertake a larger proportion 
of the expenditure on the demolition of unfit houses and 
the alleviation of overcrowding, contending that the 
rehousing of the working classes was a matter of national 


- concern, and that local rates should not be unduly burdened 


in consequence; and whether any action was contem-, 
plated in the near future.—Mr. BERNays, parliamentary 
secretary to the Ministry of Health, replied : The rates of 
exchequer subsidy for the purposes mentioned were fixed 
by Parliament only a year ago and my right hon. friend 
has no reason to suppose that they are inadequate. The 
statute provides for a review of these rates after Oct. 1, 
1941. : 

Mr. SmitrH: Is not the Minister aware that many 
local authorities in industrial districts which have a low 
rateable value are finding their work harder in this direction, 
and would it not be a good thing to have legislation to 
move these old houses out of existence more quickly 
than is the case today ?2—Mr. BERNAYS: As regards 
the subsidy, the hon. gentleman will bear in mind the fact 
that the overcrowding subsidy now payable balances any 
reduction that there has been in the slum-clearance subsidy. 


THURSDAY, MAY 4 i 
Concessions to Blind Income-tax Payers 
Mr. DE LA BÈRE asked the Chancellor of the Exchequer 


whether he would be prepare’ to make some additional 


allowance or remission of taxation to blind income-tax 
payers who had to pay for certain expenses for which 
those who were not subject to this disability were not 
liable.—Sir JoHN SIMON replied: This suggestion has 
already received careful consideration and has been found 
to present serious difficulties. I have further considered 
this matter, but I regret that I cannot see my way to make 
any special allowance or remission such as is suggested. 


Mr. DE La Bere: Is the right hon. gentleman aware 
that the cost of this provision would be quite a negligible 
amount ? Is he not further aware that all parties support 
the proposal to assist these people who are in so much 
need of assistance ?—Sir J. Simon: There are considerable 
difficulties in giving this class of relief. There are 
gradations both as regards blindness and other forms of 
disability. The matter was considered by the Royal 
Commission on Income Tax in 1920, and they reported 
that they could not advise any relaxation of this nature, ` 


Tuberculin-tested Herds and Inoculation against 
Abortion 


Brigadier-General CLIFTON Brown asked the Minister 
of Health why the regulation forbidding inoculation of 
cattle against abortion was maintained for a tuberculin- 
tested herd, in view of the fact that inoculation for 
the same purpose was allowed for attested herds; and 
that numerous county veterinary officers had advised 
that this regulation for tuberculin-tested herds be abolished. 
—Mr. Error replied: As at present advised, I am not 
satisfied that an amendment of the orders removing the 
restriction as regards tuberculin-tested milk would be 
justified, but in view of the representations which I have 
received I am considering the matter further in consulta- 
tion with the Minister of Agriculture. 


Water Pollution by Gulls 


Colonel HENEAGE asked the Home Secretary whether 
his attention had been called to the increasing danger 
to public health caused by the flocking of gulls to reservoir 
waters belonging to water undertakers ; whether he would 
take steps to amend the law so as to enable water under- 
takers to prevent the pollution of their water-supplies 
by the destruction of gulls, wild duck and other fowl 
whose recourse to garbage heaps and sewage works and 
subsequent settlement on reservoirs constitute a serious 
danger to public health; and whether he would receive 
a deputation from the British Waterworks Association to 
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discuss the matter.—Sir SAMUEL HOARE replied: I have 
not received any general representations on this subject, 
nor, I understand, has my right hon. friend the Minister 
of Health. Any proposal to amend the law so as to 
permit the killing of gulls or other wild birds during the 
close season would need to be carefully examined, but 
I should be glad to consider any representations which the 
British Waterworks Association desires to make. 


Proprietary Toothpaste and the Poisons Act 


Sir ROBERT TASKER asked the Home Secretary whether 
he was aware that a certain company had been endeavour- 
ing for three years, by application to the Home Office, 
to secure the exemption from the first schedule to the 
Poisons and Pharmacy Act of a well-known and widely 
used toothpaste manufactured in this country, that their 
appeal had been endorsed by over 500 practising dentists 
and licentiates in dental surgery ; and would he take steps 
to ensure that the company’s petition for exemption 
received early attention.—Sir SAMUEL Hoare replied : 
The manufacturers of a toothpaste which contains an 
organic compound of arsenic applied to the Home Office 
in January, 1936, to have it excluded. from the first 
schedule to the Poisons Rules, 1935, and so exempted from 
certain requirements of the Pharmacy and Poisons Act, 
1933. It would not be practicable or desirable to exempt 
particular proprietary products, but very careful considera- 
tion was given to the question whether there should be 
a general exemption for dentifrices containing organic 
compounds of arsenic. Full inquiries were made and I 
was advised that the application of the restriction did not 
adversely affect the interests of the public and that 
exemption should not be granted. In July, 1938, the 
manufacturers again applied for exemption and submitted 
a list of dentists who are said to support the application. 
Further inquiries were made and I have referred the 
matter to the Poisons Board for consideration at their 
next meeting. 


Iron-ore Dust and Silicosis 


Mr, THORNE asked the Home Secretary if he could give 
any information in connexion with the inquiry into silicosis 
deaths brought about by the inhalation of dust from iron- 
ore; and whether he had received the verdict of the 
jury at the inquest that was held at Romford on April 22.— 
Mr. PEAKE, under-secretary, Home Office, replied : 
. As a result of inquiries by the Medical Research Council 
it is recognised that hematite iron-ore mining is liable 
to give rise to silicosis, and by an order made in 1935 
the silicosis scheme was extended to cover underground 
workers in this industry. I have seen a press report 
of the inquest referred to in the second part of the question, 
from which it appears that death was due to silicosis, but 
that the deceased workman was last employed in the iron- 
ore industry in 1933. My right hon. friend has no statutory 
power to extend the scheme retrospectively so as to 
cover cases where the workman had left the industry 
prior to the date of the order.. 


Medical Certification of Mentally Deficient Children 


Sir A. Witson asked the Minister of Health whether 
his attention had been drawn to the judgment of the 
King’s Bench Divisional Court on April 26 as to the 
validity of a certificate under the Mental Deficiency Act, 
1913, signed by two doctors, one of whom had not even 
seen the person to whose mental condition he testified ; 
what steps he proposed to take by amending the regulations 
or otherwise to prevent injustices consequent upon such 
unprofessional conduct ; and whether he would call upon 
the Board of Control for a special report on the subject.— 
Mr. Linpsay, parliamentary secretary to the Board of 
Education, replied: Under the provisions of section 31 
of the Mental Deficiency Act, 1913, it is the duty of the 
local education authority to make arrangements, subject 
to the md ae of the Board of Education, for ascertaining 
what children are incapable by reason of mental defect 
of receiving benefit from instruction in special schools or 
classes, and for that purpose to obtain in each case a 
certificate, in a form prescribed by the Board of Education, 
from a duly qualified medical practitioner approved by the 
Board of Education. The section further provides that 


in cases of doubt the matter shall be determined by the 
Board of Education. The approved arrangements require 
the child to be examined by the approved medical practi- 
tioner who is to give the certificate. In the case referred 
to in the question the court appears to have criticised the 
proceedings of the local education authority on the ground, 
first, that the certificate was signed not only by the 
approved medical practitioner who had ‘examined the 
child but also by a second medical practitioner who had 
not examined the child, and secondly, on the ground that 
the case (being one of doubt) was not referred to the 
Board of Education for determination. There is nothing 
in the approved arrangements to countenance the signing 
of the certificate by the second practitioner who has not 
examined the child, but my noble friend is making further 
inquiries in the result of which he will consider whether 
any change in the prescribed forms of certificate is 
desirable. 


MONDAY, MAY 8 
Typhoid at Nottingham 


Mr. LIDDALL asked the Minister of Health what was the 
cause of the recent typhoid outbreak in Nottingham 
which had been the subject of investigation by his officers.— 
Mr. BERNAYS, parliamentary secretary to the Ministry 
of Health, replied : The investigations in connexion with 
this outbreak were carried out by officials of the town 
council, though a medical officer of my department visited 
Nottingham at the request of the medical officer of health 
to confer with them in order to ensure that all practicable 
steps were being taken to cope with the outbreak. A 
statement was issued by the council in the local press 
on March 23, which indicated that the outbreak was due 
to the consumption of food which had a very limited 
distribution. 


Uniforms for Civil Defence Nurses 


Mr. Lipson asked the Minister of Health if uniforms 
would be provided free to women who were willing to 
volunteer for training as nurses under the National Service 
Scheme.—Mr. BERNAYS replied: An overall and cap 
will be provided free to all women who take the short 
course of training for enrolment as nursing auxiliaries 
in the Civil Nursing Reserve. 


Gas-masks for Hospitals and Doctors 


Sir JoHN MELLOR asked the Lord Privy Seal whether, 
after consultation with the medical profession, he would 
make special arrangements for a supply of gas-masks 
to be available to hospitals and practitioners of the type 
found most convenient for surgical operations.—Captain 


- DUGDALE, Lord of the Treasury, replied : My right hon. 


friend has arranged, in consultation with the Ministry 
of Health, that all medical and nursing personnel in 
hospitals or first-aid posts in vulnerable areas shall be 
supplied with the civilian-duty type of respirator. 

Sir J. MELLOR : Do recent experiments confirm that 
this type is the best for the purpose ?—Captain DUGDALE : 
So I am given to understand. i 


TUESDAY, MAY 9 
Rheumatism among Mineworkers 


Mr. Davin ADAMS asked the Secretary for Mines whether 
he was aware of the establishment of a clinic for the 
treatment of rheumatism among mineworkers at Horden 
collieries ; and in view of the prevalence of this affliction 
among miners he would give special attention to this 
experiment with a view to'its general extension in the 
coalfields.— Mr. GEOFFREY LLOYD : Yes, Sir. I am aware 
that discussions are in progress for building and equipping 
a clinic at the Horden colliery baths by means of grants 
from the Miners’ Welfare Fund. This experiment will be 
the first of its kind and I shall watch the results with close 
interest. | 

Vaccination of Army Recruits 


Mr. LEAOoH asked the Secretary of State for War whether 
he would follow the precedent of his department in 1916 
in regard to the vaccination of recruits and suspend the 
vaccination regulations so far as conscripts were concerned. 
—Sir V. WARRENDER: Yes, Sir. 


è 
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LETTERS TO THE EDITOR 


PSYCHOTHERAPY BY LAYMEN 
Srr,—In your issue of April 29 Dr. Clifford Allen 


points out the dangers which might attend the 


recommendation of the British Medical Association 
to admit the laity with certain reservations into 
psychotherapeutic practice. The medical profession 
is sometimes termed’ the most powerful of all trade- 
unions, This dictum may. contain a modicum of 
truth, but it certainly omits one matter of vital 
importance. Medical etiquette, custom and practice 
do not derive from the whims of medical despotism ; 
they were primarily evolved in the interest of the 
patient. Medical qualifications illustrate this fact. 
They give the public some guarantee of the bona fides 
of their possessors. There is no good reason why 
psychological medicine should be differentiated from 
the rest of medical practice. 

In the first place mental'maladjustment forms a 
large, if not a major, part of illness in general. In 
the second place the adequate treatment of the 
patient who is ‘‘ physically ill’? may also require a 
certain degree of sound psychological insight, gained 
in part by right training, on the part of the doctor. 
Is it not equally necessary that the person dealing 
with mental illness should have a sound knowledge 
of the physical aspects of the patient’s personality ? 
But the reverse—namely, a one-sided attitude to the 
neurotic patient—is the possibility which the proposed 
changes may bring with them. 

In his lecture on neurophysiology and psychology, 
which you reported last week, Dr. Emanuel Miller 
maintains that the solution of the problem regarding 
the respective provinces of these two branches of 
medicine lies neither in the enthronement of psycho- 
logy at the expense of neurology, nor vice versa. 
Both must abdicate in favour of a biological attitude 
—the whole in place of the partial view. After all 
the very derivation of the word ‘health’ is from 
the Anglo-Saxon Adl=whole, hence wholth or health. 
Some years ago a man could be qualified either as a 
physician or as a surgeon ; nów qualification in both 
branches is essential before legal status is granted to 
the doctor. Should there be any step back from this ? 

One further point. The holding of a medical degree 
gives its possessor the legal right to practise, but it 
carries with it corresponding responsibilities. The 
layman who is given the right to practise psycho- 
therapy does not incur a like obligation. This fact 
may have far-reaching, even serious, consequences, 

I am, Sir, yours faithfully, 


New Cavendish Street, W.1, May 8. HILDA WEBER. 


ILLNESS IN SMALLPOX CONTACTS 


Sir,—A few weeks ago Dr. C. R. Box was good 
enough to suggest, in a letter published in your 
columns, that interest would be added to my article 
on illness in smallpox contacts, which appeared in 
your issue of April 8, if * exact details of the method 
of vaccination were given.” Of the 7 smallpox 
contacts whose illness formed the subject of my 
article, 6 were revaccinated during the time which 
elapsed between contact and the development of the 
subsequent illness. In 4 of these 6 the revaccination 
was carried out with Government lymph, each person 
being done with a different batch. The remaining 2 
were both revaccinated with one batch of a pro- 
prietary lymph. In all 6 the revaccination was 
carried out on the left arm, the contents of not more 
than one tube of lymph being used for each person. 


In 5 the arm was prepared, after preliminary washing 
with soap and water, by methylated ether. In 1 
soap and water only was used. In all 6 only one 
insertion was made. In 4 the insertion was carried 
out with a nib-type scarifier, and in 2 by means of 
ordinary household needles, the heat of a flame 
being used for sterilisation in all instances. In all 6 
two scratches were made, and in all the lymph was 
allowed to dry before a dressing of plain lint was 
applied. In 1 instance a control scratch was made 
on the same arm as the insertion. 

The 7 persons referred to in my paper had been 
vaccinated and revaccinated on previous occasions, 
but I have been unable to obtain technical details of 
these events. It may be said, however, that in 4 
of them the primary vaccination to which they were 
subjected in infancy was, to judge from the arm 
scars, by four insertions, In 3 instances, where 
there was some recollection of the manner in which 
previous revaccination had been carried out, single 
insertions had been made. 

In a letter published in your issue of April 22 
Dr. M. H. Gordon inquired regarding the distribution 
of non-contact cases which subsequently occurred 
among the population of 42,000 resident within 
one and a half miles of the hospital in which the 
imported case was nursed. There were 6 such non- 
contact cases which can be arranged in four groups 
that are neither directly connected with each other 
nor with the first imported case. The 1 case com- 
posing the first of these four groups, the first case 
of the second group (2 cases in all), the first case of 
the third group (2 cases in all) and the 1 case in the 
fourth group were resident at the time of infection at 
distances of approximately a quarter of a mile, 
one and a half miles, one mile and three-quarters of 
a mile respectively from hospitals containing at least 
1 case in the acute stage. In view of the limited 
number of cases which occurred in this outbreak, 
figures for the aggregate incidence per hundred houses 
within stated distances of the two hospitals concerned 
would not appear to be significant. 


I an, Sir, yours faithfully, 
E. T. CONYBEARE. 
Ministry of Health, Whitehall, S.W.1, May 5. 


SODIUM AND CHLORINE RETENTION 


Smr,—Reading Dr. E. N. Allott’s article in your 
issue of May 6 (p. 1035) I am reminded of a case 
I saw some months ago. 


A girl, aged 12 years, with a four-months history 
of increasing headache and vomiting, had an astro- 
cytoma occupying both optic thalami and practically 
filling the interpeduncular space; it was beginning 
to invade the optic tract on the left side and the optic 
tract on the right side was tightly splayed over it. 
It so happens that among the examinations made 
two weeks previously, on the girl’s admission to the 
Hospital for Tropical Diseases, were certain which 
bear on the points raised by Dr. Allott. These 
determinations were (1) blood: urea, 30 mg. per 
100 c.cm., chlorides, 412 mg. per 100 c.cm.; (2) 
urine: acid, sp. gr. 1:022, no albumin, no casts or 
cellular deposit, chlorides only trace, and urea 2-3 
per cent.; (3) blood-pressure 130/175. 


There was no indication of any renal damage, and 
the surprisingly low chloride content of the urine 
fits in with Dr. Allott’s interesting thesis. 

I an, Sir, yours faithfully, 


Harley Street, W.1, May 8. F. MurRGATROYD, 
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BIOCHEMISTRY OF MALIGNANT GROWTH 


Sir,—The leading article in your last issue and 
your abstract of the paper of Kégl and Erxleben call 
to mind the theories of John Beard of Edinburgh, 
who in 1907 published his ‘conclusion that the 
albumins of cancer and of malignant tumors in 
general must be dextro bodies.” It would now 
appear that more than thirty years ago Beard was 
not wholly off the right track. In the Medical Record 
of March 29, 1913, Beard published a paper ‘‘ on the 
occurrence of dextrorotatory albumins in organic 
nature.” While fully recognising the speculative 
and sometimes polemical nature of the writings of 
this embryologist, from the time when he proceeded 
from his researches on the migration of elasmobranch 
germ-cells to theorise on the cancer problem, it is 
appropriate now to remember his researches and 
writings The time has not arrived when to these a 
final value can be assigned. In view of the importance 
attached to trophoblast in relation to the cancer 
problem by Beard and also by Blair-Bell the results 
of stereochemical analysis of chorionic tissue will be 


of particular interest, 
I am, Sir, yours faithfully, 
Cuminestown, Aberdeenshire, May 8. A. T. FORBES, 


IS RADIOLOGY A SPECIALTY ? 


Sır, —Dr. Jennings’s letter in your issue of April 29 
cannot be allowed to pass without comment. Of his 
many propositions the chief seem to be: (1) that 
diagnostic radiologists should be abolished ; (2) that 
radiographers should have more_ responsibility ; 
(3) that various specialists should supervise the 
radiological work appropriate to their department ; 
(4) that students should be taught more diagnostic 
radiology. May I pass straight to the second 
proposition which also involves the first. I have a 
high respect for the work of radiographers but I do 
not think that their responsibility should be increased, 
particularly as diagnostic radiology is becoming more 
and more complex. 

One of Dr. Jennings’s arguments for the abolition 
of radiologists is that private patients have to see 
too many specialists, and that their bills become too 
great, In that case let us scrap pathologists, let us 
scrap clinical biochemists, I have seen many a 
mortuary attendant perform a beautiful autopsy, 
and many a laboratory assistant is a skilled micro- 
scopist. Whoever doubts the accuracy of the 
laboratory assistant’s blood-sugar estimation, and 
why should not the physician interpret the patho- 
logical findings ? 

Returning to the problem of radiology, surely it 
would not be wise to ask technicians, for example, to 
apply pressure on ureters in pyelographic examina- 
tions, or to fill the fourth ventricle in air examinations 
of the brain? Modern radiology does not consist in 
“ shooting”? a number of standard pictures, but 
in analysing each case on its merits and in attempt- 
ing to give an exact diagnosis, The exact analysis 
of a difficult acute abdominal case is surely outside 
the scope of a technician. Should the investigation 
be carried out by a team consisting of an abdominal 
surgeon and a gastro-enterologist backed up by a 
teclinician ? One illustration occurs to me, and 
many others could be given, of Dr. Jennings’s con- 
tention that specialists should do their own radiology. 
I have recently had the opportunity of seeing and 
comparing the neuroradiological work at two large 
neurosurgical clinics on the Continent. In the one 
the radiologists work in close collaboration with the 
neurosurgeon, in the other the surgeon works in con- 


junction with his X-ray technicians, The difference in 
the quality of the work in the two places i is immediately 
apparent, 

Dr, Jennings says that nothing is to be gained by 
the radiologist’s report “ increased root shadows ” or 
“greater density at one apex.” I heartily agree; but 
also nothing is to be gained by the physician’s report 
“slight chill on the liver, stomach, sciatic nerve or 
what-not.”” Both types of diagnosis are based on 
incomplete examination, ignorance, or both. Neither 
clinical medicine nor diagnostic radiology should be 
damned on such grounds. May I suggest that some 
of Dr. Jennings’s problems would be solved by 
closer collaboration between clinician and radiologist, 
rather than the not infrequent practice of working 
against one another. 

Finally, I strongly endorse the suggestion that 
students should be taught more diagnostic radiology. 
Dr. Jennings’s friend states that English students 
know more about microscope slides than X-ray 
films. Would that they knew much about both— 
not to make them specialists in either branch, but to 
make them better doctors. 

I am, Sir, yours faithfully, 

Stockholm, May 5. JAMES BULL. 


MEDICAL CELIBACY 


S1rz,—It is disturbing to note the increase which 
appears to have taken place in advertisements for 
single men appearing in medical journals. Other 
workers are making some effort to abolish these 
unnatural restrictions; but medical men seem 
prepared to accept this unwarrantable interference 
with their liberty without a murmur of protest. 
There is no limit to the number of children that a 
mental defective may have if he or she does not 
happen to be certified. But a man who has the 
necessary intelligence ‘and perseverance to become a 
medical practitioner is not even allowed to marry. I 
should be the last person to exaggerate the importance 
of heredity, but if it plays any part at all—which one 
must concede—then this state of affairs is hardly in 
the national interest, especially at a time when a 
falling birth-rate is arousing nation-wide concern. 

It is hard to see what possible justification such a 
restriction can have, It is certainly untrue to say 
that a married man pays less attention to his work. 
One is reluctantly forced to the conclusion that the 
ban is merely an excuse for niggardliness on the 
part of the hospitals or authorities concerned. 

I am, Sir, yours faithfully, 
B. H. KIRMAN, 
Secretary, Medical Group, Left Book Club. 


St. Mary Cray, Kent, May 5. 
TOLERANCE OF PHENOL VAPOUR 


SıR,—With further reference to this subject (see 
my letter in your issue of March 18), I have today 
subjected myself and a collaborator, Mr. Edwin 
Burgess, to phenol vapour. The same room and 
apparatus were used as in all the experiments referred 
to in my letter—viz., a small laboratory measuring 
12 ft. 11 in. long by 10 ft. 4 in. wide by 10 ft. 5 in. 
high, and of approximately 1400 c. ft. capacity. It 
has well-fitting window and door, but no fireplace 
or ventilator, and was not sealed, since former 
experience had shown that there is practically no 
leakage. Messrs. Calvert’s vaporiser was used, 
pre-heated electrically for twelve minutes before 
addition of the phenol. The phenol is weighed into 
a tared beaker, and the beaker with phenol is inverted 
into the heated container of the vaporiser. The 
phenol vaporises as a column of beautiful dense white 


THE LANCET] 


“ smoke,” which ascends, rolls round and down, and 
finally diffuses throughout the room, forming for a 
few minutes a thickish fog, which soon clears and 
dissipates. Three tests were done in the course of 
two hours with 28, 50 and 60 grammes of phenol, 
equivalent to about 20, 35 and 42 g. per 1000 c. ft. 
respectively. We sat in the closed room during the 
course of each test (for about twenty minutes), but 
suffered no inconvenience; there is a slight odour 
and taste of phenol, but no lacrimation and not a 
cough or a sneeze even with the largest quantity. 
As it had been found that 35 g. of phenol per 1000 c. ft. 
effects surface sterilisation of micro-organisms, we 
did not proceed beyond the 42 g. tested, but I feel 
sure that we could have tolerated more. Our clothes 
were so saturated with phenol at the end of the tests 
that, on returning home, everyone without prompting 
or knowing what had been done noticed the strong 
odour, which was apparent even two hours later. 
I am, Sir, yours faithfully, 
Greenwich, S.E.10, May 4. R. TANNER HEWLETT. 


DOCTORS AND THE PREVENTION OF WAR 


THE following statement has been drawn up by 
the Medical Peace Campaign and signed by Prof. 
J. A. Ryle, president. It is addressed to members of 
the medical profession throughout the world. 


Realising the suffering and disease which are caused 
by war, and accepting our medical responsibility to 
prevent disease as well as to treat it when developed, 
we urge the governments of the world to take action 
to make war impossible. 

In particular we suggest that, in order to combat 
the present emergency, Great Britain, France, and 
Russia should declare that they stand united and 
determined to resist all further aggression by military 
force if necessary; and that the governments of 
these countries should invite all other countries, 
irrespective of their form of government, to associate 
themselves with this declaration. 

We maintain that the only way to eliminate all 
possibility of future war is the establishment of the 
rule of international law, based on the principles of 
justice to all and backed, so long as this remains 
necessary, by overwhelming military and economic 
strength. To this end we urge that a conference be 
ego be discuss the practical measures which should 
be taken. 


Finally, as an organisation representative of medical 


opinion and regarding medicine as the most inter- 
national and humane of all professions, we would 
remind our colleagues in all countries of the great 
part which they may yet play in influencing public 
Opinion on behalf of peace. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
APRIL 29, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0 ; 
scarlet fever, 1616; diphtheria, 816; enteric fever, 
26 (27 “ expected”); pneumonia (primary or 
influenzal), 959; puerperal pyrexia, 209; cerebro- 
spinal fever, 37; acute poliomyelitis, 7; encephalitis 
lethargica, 4; dysentery, 62; ophthalmia neona- 
torum, 90. No case of cholera, plague, or typhus 
fever was notified during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on May 5 was 3139, which included : Scarlet 
fever, 668; diphtheria, 599 (carriers, 22); measles, 10: 
whooping-cough, 1059 ; puerperal fever, 13 mothers (plus 7 
babies); | encephalitis Jlethargica, 304; poliomyelitis 3. 
At St. Ma t’s Hospital there were 23 babies (plus 11 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
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fever, 5 (1) from measles, 4 (0) from scarlet fever, 
29 (5) from whooping-cough, 21 (4) from diphtheria, 
41 (7) from diarrhea and enteritis under two years, 
and 53 (6) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham reported the only death from typhoid. Liverpool 
had 4 fatal cases of whooping-cough, Manchester, West Hartle- 
pool, Birmingham and Chesterfield each 2. Fatal cases of 
diphtheria were scattered over 14 great towns, Hull, Birm- 
ingham, Derby and Oardiff each reporting 2. Birmingham had 
7 apars attributed to influenza, Liverpool, Lincoln and Swansea 
each 3. 

The number of stillbirths notified during the week 
was 275 (corresponding to a rate of 40 per 1000 
births), including 56 in London. 


OPHTHALMIA NEONATORUM IN GREAT 
‘BRITAIN 


On April 29, in reporting a discussion on ophthalmia 
neonatorum held by the International Association 
for the Prevention of Blindness, we gave figures 
that may convey a false impression of the prevalence 
of the disease. We quoted Dr. A. H. H. Sinclair as 
saying that ‘‘the incidence per thousand live births 
in Scotland ranged between 15-5 per cent. and 19-2 per 
cent, in the years 1933 to 1937.” The italicised words 
should not, of course, have been included. So brief 
a report may also suggest that the figures refer to 
cases in which there was permanent damage to the 
eyes; whereas in his report to the association 
Dr. Sinclair was able to show that during the past 
five years in Great Britain there has been an average 
of 50 cases of ophthalmia neonatorum of sufficient 
severity to impair vision seriously or cause total 
blindness, The following tables taken from his report 
show the number of notified cases, the ratio per 
thousand live births, and the number of cases resulting 
in partial or total blindness, from 1933 to 1937, In 
this five-year period 1 child became totally blind in 
Scotland, 25 in England and 7 in Wales, l 


SCOTLAND* 
Seana: |e 

vee | neet | pres 
blindsess blindness 
1933 1472 17-0 — 7 
1934 1482 16-7 — 5 
1935 1345 15:3 — 5 
1936 1379 15°5 — 5 
1937 1688 19-2 1 2 

ENGLANDT 
1933 4056 7:0 8 59 
1934 4487 7°5 6 30 
1935 4369 7°3 7 36 
1936 4586 7°6 8 36 
1937 5050 8'3 7 31 


5 E oae the annual reports of the Department of Health for 
cotland. 
t Confirmed by the Ministry of Health, London. 


POSTGRADUATE COURSES IN GERMANY. — Inter- 
national postgraduate courses in the various specialties 
will be held in Berlin, Vienna, Hamburg, Cologne, 
Munich and other German medical centres during 
the summer of 1939. Further information may be had 
from the bureau of the Berliner Akademie für ärztliche 
Fortbildung, Robert Koch Platz 7, Berlin, N.W.7. 
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OBITUARY 


MARGUERITE KETTLE 
M.R.C.S. 


ASSISTANT EDITOR OF THE LANCET 


Mrs. Kettles death on May 4 means much to 
many people, for she had a very full life. The 
following record of it shows the range of her work 
and gives some idea of the impression she made. 
Her opportunities were unusual, and her marriage to 
the late Prof. E. H. Kettle, F.R.S., enriched the lives 
of both. But her influence did not depend on circum- 
stances so much as on the unsparing use of her 
many gifts. 

She was born on June 2, 1887, at Clapham Park, 
the younger daughter of Leopold Pam and Philippine 
née Furth. Her home, in her own words, ‘‘ was a 
large rambling house with a garden of a type not 
now much seen—lilac, acacia, japonica, with a border 
of lime trees, a hugh mulberry tree with a seat half- 
way up, a tennis-court just not long enough to have 
a good run back. There were stables and a landau 
and a victoria and one horse, latterly hired from 
Wimbush, Almost any day one’s mother drove 
through Battersea and over Chelsea Bridge into the 
Park at the Albert Gate in the afternoon, and often 
one went too on the back seat.’ She was educated 
at Queenswood School, then in Clapham Park, as a 
day-girl. In 1903, before entering for Matric, she 
was taken away and sent to Madame Yeatman’s 
finishing school at Neuilly, ‘‘ where there were 70 
other English girls so I never learnt French.” On her 
return she took lectures at King’s College, under 
Miss Faithfull the vice-principal, and then experi- 
mented—‘‘ without success,” she tells us—with 
coming-out and social life. Membership of the Royal 
Institution and the suffrage campaign were more to 
her mind, but militant methods caused distress at 
home, where her father was ill, and she determined 
to break away and in 1910 went with a brother to 
South Africa. By this time she had decided to take 
up medicine, and the reasons for this decision should 
also be given in her own words : 


“ My interest in it started in 1902 when, disliking 
geography (!), I was allowed to take some logic 
instead and was thrilled by Jevons and John Stuart 
Mill, and started studying psychology and ethics 
with a view to reading for a ‘mental and moral’ 
degree. I was profoundly dissatisfied with psychology 
as then taught (Stout and James) because it seemed to 
have no physical basis and kept on getting mixed up 
with pseudo-spiritual values. It seemed certain that 
the way to approach it must be through physiology. 
A doctor must know all about the brain cells, and 
exactly what happened when they were actively 
producing thoughts, so it was obviously necessary to 
become a doctor and start equipped.” 


And actually this appreciation of values remained 
with her; and for long into her medical career she 
played with the thought of some kind of practice for 
herself in which her interest in psychology could be 
turned to good account. 

She took the London Matric in South Africa on a 
correspondence course and returned, reluctantly, in 
1913. She entered the London School of Medicine 
for Women, going on to St. Mary’s in 1916 after 
passing the second M.B. At that period of the war 
new chances for medical study were open to women 
and she was in the first group at St. Mary’s. Her 
mind was now mature and she could criticise the con- 
tions of medical study—it was a critical time for 
women—when other students took them for granted. 


After qualifying in 1918 she was for a time resident 
obstetric officer; but in the same year she married 
Dr. E. H. Kettle. Their home in Nottingham Place 
became a natural meeting-place for St. Mary’s 
students, past and present, and was the first of the 
open houses that remained so freely open throughout 
their married life. For several years “ Pam,’ as she 
was still called, continued medical work of various 
kinds at Great Ormond Street and the National Heart 
Hospital, and for three years she was in charge of the 
antenatal department at Archer Street. But almost 
at once she found her real vocation. Work on a 
child-welfare journal which had then just started 
gave her an almost fortuitous introduction to the 
editorial room of THE LANCET and this led to a half- 
time engagement, The allocation of her time was 
always difficult. On the one hand she had her home 
to keep up; and she was not only her husband’s 
companion but his stay and counsellor, in all the 
stages of his career, at St. Mary’s, Cardiff, Bart’s, 
and finally at the British Postgraduate Medical 
School at Hammersmith. On the other hand she 
found herself unable to ration her oflice time if she 
was to develop to her own satisfaction the ideas that 
often crowded on her, : 

One of her early successes was a series of articles 
on Modern Technique in Treatment, which was 
republished in four volumes, and she later inspired and 
took charge of many other series, including the Clinical 
Interpretation of Aids to Diagnosis, Prognosis, and 
the Grains and Scruples still with us. This supple- 
mentary work should have been enough: it was 
as much as anyone in her position should have 
attempted ; but when the idea of an inquiry into the 
recruitment of nurses occurred to her she felt she 
had no choice but to see it through—until THE LANCET 
Commission on Nursing was conceived and its report 
was delivered. Few journalists have opportunities 
for writing over their own name, and Mrs. Kettle 
least of all. But the form of this report, the crispness 
of its message, and the logical sequence of its thought 
remain the best token of the enterprise, insight, and 
power of workmanlike execution possessed by the 
hon. secretary. The natural result of this achieve- 
ment was her appointment in 1933 by the Ministry 


of Health as a representative on the General Nursing 


Council. Apart from this the only substantial paper 
that she signed was an account of an inquiry into the 
fate of a population of women medical students, 
published in these columns in 1936, which illustrated 
her growing interest in statistica] methods. 

Though she became a professional writer her out- 
look never became literary. She had never written 
for the fun of it, and as a journalist she was always 
more interested in the fact or the idea than in its 
presentation. The presentation must be accurate— 
that was all she cared about. And in seeking precision 
she came to handle language at least as well as most 
writers who start with a classical education or a love 
of writing. She had an eye for fine shades of meaning 
and could almost always alter a letter or an article 
to its advantage ; on the other hand her own work— 
though her manuscripts were a chaos—could seldom 
be improved except perhaps as regards readability and 
detail, The minor points of ‘ style,” punctuation, and 
spelling she always found an intolerable nuisance ; she 
could not remember the rules, and she thought minute 
consistency a waste of time. Nor did she really care 
much what the journal looked li 
illustrations were too big or too small, 


or whether 
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the articles appeared attractive or not. The journal 
was not an end in itself: it was an instrument and 
not a composition; and unlike most journalists she 
was an executant rather than a would-be composer, 
Accordingly she had little use for the ingenious string- 
ing-together of words, and colleagues who had taken 
pains to present a subject freshly were depressed to 
find how little she thought of any editorial that did 
not convey “inside information” or authoritative 
judgment. To the office, as a nominally part-time 
worker, she came with an external point of view, 
based on the contacts of her immense acquaintance 
among practical and busy people—many of them 
pathologists—who liked facts rather than theories. 
She never for a moment believed that the truth is 
revealed to babes, and with a surprising orthodoxy 
she accepted the views of experts unquestioningly, so 
long as she believed them to be expert. She had 
little use for suggestive evidence and still less for 
suggestive hypotheses ; though she could say so with 
great politeness. She was never impressed by mere 
novelty. 

If as a realist she had a chastening effect on her 
collaborators she had an immensely stimulating effect 
on THE LANCET. More and more her function, as a 
part-timer having less routine to manage, was to 
prevent monotony and introduce new thought and 
new ideas. The ideas may not have been more 
frequent than other people’s: the difference was 
that the moment one was seen it filled her mind. 
A casual remark in a letter from an aunt would 
strike her, and she would interrupt everyone’s work 
for a morning while she discussed its implications. 
Three long (and unescapable) telephone conversations 
would follow ; she would sit up half the night; and 
next day there would be a leader on her aunt’s 
dilemma, or a scheme for a series of articles that 
would be useful to her aunt’s doctor. She had a 
very good idea of current demand and by whom it 
could be met, and when once embarked on a project 
she carried it through, regardless of obstacles. Every- 
thing went down before an “urge” ; time and con- 
venience, her own and others’, were as naught until 
it was satisfied. Though in some ways deeply sensi- 
tive to the reactions of other people she was prepared 
to discount them: she would telephone to anybody ; 
and if the anybody was ascertained to be away in the 
train between Oxford and London that made no 
difference; the station-master at Reading must 
comb the train for him and deliver her message. 
Whatever she did, she did with her whole might, and 
perhaps the most characteristic thing about her was 
the infinite trouble she took over the difficulties of her 
friends. She would spend all her leisure for a month 
in trying to get someone round a corner, and many 
will remember how they went to her for a little 
advice and found themselves thereafter supported 
by the whole force of a strong nature, and the skill of 
an experienced diplomatist. Emotionally she was 
one of those who continually radiate instead of 
absorbing ; she was unshockable, and her standard 
of loyalty was the highest. Unhappily her capacity 
for giving and doing went with an incapacity for 
accepting and resting, Apart from clever clothes, 
a little dégagé housekeeping, Wagner at Covent 
Garden, and an occasional novel she had few 
interests outside medicine, social life, and the 
complicated personal problems so often put before 
her. She lived, somewhat conventionally, in her own 
age and her own urban environment: she was neither 
a historian nor a gardener; and at times when her 
age and environment could offer little she had few 
possessions in reserve elsewhere. 


Mrs. Kettle’s outstanding personal work—the 
attempt to improve conditions of nursing—was, 
as we have indicated, a by-product of her journalism. 
The small idea was sown and took root as usual in 
the day’s routine, but grew so rapidly that her chiefs 
soon found themselves committed to an enterprise 
occupying most of her time (and some of theirs) for 
eighteen months, By this she was revealed to a larger 
circle as a reformer of remarkable power. Never 
a theorist, and wholly unsentimental, she was never- 
theless a progressive; she had both feet on the 
ground and a politic approach, but yet a spirit that 
was indomitable so long as an end was in view. 
Her resemblance to Florence Nightingale—the Miss 
Nightingale who harassed the War Office for half a 
century—was made more conspicuous by the chance 
that brought her to work for nurses. But there were 
many other objects to which she devoted the same 
intelligence, sense, and fearlessness. 

The Kettles had no children, and from the strain 
of her husband’s illness Mrs. Kettle never fully 
recovered. She resumed her work at THE LANCET, 
though it was interrupted by ill health and unfruitful 
holidays. She tried to take up the threads of her 
life where they had been broken, and attended 
governors’ meetings at Queenswood School and 
St. Helen’s, Northwood, and council meetings of the 
London and Counties Medical Protection Society. 
A week or two ago she was at the annual conference 
of the Medical Women’s Federation, of which she 
was @ vice-president; and she shared as usual in 
producing last week’s issue of THE LANCET, But 
her work, though its standard and even its brilliance 
was maintained, was too expensive in effort ; and she 
could never be convinced that recovery was coming. 


FROM A FELLOW STUDENT 


Craggs writes: I lived and worked with Pam 
during her student days. One of our first jobs together 
was learning bones, and right at the beginning came 
the statement in Gray’s Anatomy that we should look 
for an “eminence sometimes a depression.” Pam’s 
logical mind was outraged at this vagueness: either 
it was one or the other, or if all this stuff was uncertain 
what was the good of trying to learn it ? The phrase 
remained a catchword for years among us to describe 


-any uncertainty whether of daily life or medical 


matters. She was then living in rooms at Hunter 
Street over the school where she was visited by 
students and staff; even the domestics chose her 
to take their troubles to. It was atime when attempts 
were being made to obtain admission for women 
to hospitals other than the Royal Free and her 
advice was always sought in these negotiations 
though her wider and saner outlook was not always 
palatable to the more militant. She was with the 
first twelve women to enter St. Mary’s in 1916 and 
again her wisdom was invaluable to us during the 
inevitable friction of the start. Within the first few 
weeks the women were asked to leave a demonstration 
and it was suggested that, following suffragette 
principles, we should stay until removed. Pam 
persuaded us to depart peaceably and arranged the 
whole affair satisfactorily for us through the dean. 
At St. Mary’s, without losing touch with her old 
friends, she knew staff and students. Seldom can 
any woman have received more confidences, or been 
admitted more frequently to the inner history of 
any happening. She seemed not .to realise how 
much greater were her intellectual powers and 
personality than those round her, and having no 
desire for leadership she never knew how much she 
was a leader. 
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As a student her methods of work, though they 
gave results—she never failed at any examination— 
were incomprehensible to those trained in the usual 
note-book tradition. She would be found any 
evening seated on the floor before the fire, the carpet 
littered with books and papers. This was partly due 
to her acknowledged sin of untidiness, but also to a 
method of work we nicknamed “ retropulsion.’’ 
Dealing for instance with a disease of the stomach 
she would go back from its clinical aspect to its 
pathology, history, anatomy and physiology and 
—according to us—its embryology and evolution 
aswell. It was necessary to her to understand wholly 
what she was reading from the beginning. But 
always the uncertainties of medicine bothered her ; 
if she had difficulty with a case she believed it due to 
her own inefficiency. This lack of confidence would 
have handicapped her in clinical practice, Without 
doubt she found her vocation in journalism. 


CAPACITY FOR FRIENDSHIP 


Lord Balfour of Burleigh writes: The adjective 
which best fits Pam Kettle is genuine; she was real 
through and through, there was nothing sham or 
artificial or affected in her composition or in her out- 
look. Therein perhaps lay the secret of her unlimited 
capacity for friendship with all sorts and conditions 
of men and women. She combined a keen critical 
faculty, fostered by her training in medicine, and 
developed by years of analytical and constructive 
work for THE LANCET, with a kindness of heart as 
discriminating as it was inexhaustible. She was the 
ideal confidante and helped many a lame dog over 
his stile or along a road which would have been too 
hard for him unaided. No-one ever came to her in 
vain for help either in personal difficulties or on 
practical sociological problems.. She brought to 
every question the same informed enthusiasm ; 
she had a gift for directing into fruitful channels the 
zeal of the uninstructed, which would otherwise 
have run to waste. The effort to provide anzsthetics 
in childbirth was greatly helped by her; she was 
interested in better housing for the poor long before 
its social value was generally recognised, and she 
was always helpfully constructive in discussion and 
furtherance of these and all other social reforms. No 


trouble was too great if the effort could contribute. 


towards making this world a better place. Her 
mainspring was her devotion to her husband and his 
to her; to say that she never got over his death is 
a faint reflexion ofthe truth. They were so completely 
members of one another that their separation was 
a blow like the severance of a vital part. A host 
of friends both of higher and of lower degree will 
mourn her passing; her place in their hearts will 
never be filled. 

Dr. A, H. T. Robb-Smith writes: To many 
Mrs. Kettles death is not: only a great personal loss 
but a break in a traditional hospitality in the Oslerian 
style. While the late Prof. Kettle was at St. Bartholo- 
mew’s Hospital, their house in Holland Park was 
another ‘“‘ Open Arms” where one would meet a 
happy medley of distinguished clinicians and patho- 
logists, junior demonstrators and members of the 
football teams, skilfully attuned by their delightful 
hosts, while the dachshunds Pride and Prejudice 
added to the gaiety. At other times one would 
join in their quiet family life and it was after such 
occasions that many would come away the better 
for both good conversation and advice. When Prof. 
Kettle went to the Postgraduate School this bon- 
homous atmosphere was maintained though marred 
all too soon by his ill health, and in the months before 


his last illness Mrs. Kettle very gently and unobtru- 
sively saved him many worries and fatigues. After her 
great travail she bravely continued in the old manner 
and we would see her at tea at the London meeting 
of the Pathological Society, eager to inquire of all 


that was happening both to individuals and in 


matters pathological, One was always sure of a 
welcome at her home and there find young and old 
sharing pleasurable conversation and seeking comfort 
and advice from one whose heart was eaten with 
Sorrow. 


THE WOMAN’S MOVEMENT : 


Mrs. Oliver Strachey writes: The death of Dr. 
Marguerite Kettle is a true loss to all who knew her, 
not only to them but to many who only knew of her 
work, and to many still to come who will not even 
know 'that she lived. For she was one of those who 
are useful to their fellows, and whose influence lives 
after them, Her interest in the woman’s movement, 
and her belief in its value to the whole community 
were practical things, expressed in hard work and 
daily life ; and in putting her abilities and her energies 
at the service of the nursing profession she did good 
which is as yet impossible to measure. She was the 
hon. secretary and the moving spirit in THE LANCET 
Commission on Nursing, and her work for that report 
led on to her appointment to the General Nursing 
Council, The findings of the commission were not, 
indeed, immediately accepted, and some of them 
were, and still are, vigorously debated within the 
profession. But the effect of the report was far- 
reaching. The stir of outside influence and of modern 
methods of investigation was brought to bear upon 
this great women’s profession, and the results are 
not yet in sight. In all the mass of her detailed 
work for nurses, Dr. Kettle showed unwavering 
idealism, She was practical and realist at all times, 
avoiding theory and accepting compromise. But 
she never forgot the basis which inspired her— 
namely, her belief that women’s work in the world 
was of value to the world. In medicine and in 
nursing she knew the conditions of their work ;. and 
she was sure that only good would come from every 
advance, whether in status, or in pay, or in public 
esteem, She was one of those whom Florence 
Nightingale would have called “A Saviour,” and 
her work lives after her. ` 


THE REFORMER AT WORK 


Dr. Margaret Jackson writes: When she was. 
secretary of the Commission on Nursing she seemed 
to foresee the pattern of the inquiry not in terms 
of single items but as a growing whole. Her grasp. 
and precision informed the entire plan and she was 
tireless even at those points where dull routine 
work was heavy. She naturally felt warm sympathy 
with nurses, but she never allowed the critical side 
of her mind to be. governed by the partisan. I 
think she never made a hasty judgment, and her 
balanced opinion was accepted as a guide in every 
discussion, As though in protest against this stern 
intellectual discipline she displayed an engaging 
untidiness in other ways. The morning I arrived 
in the office she led me to her desk, invisible beneath 
a fine harvest of papers. “I am not tidy,” she 
remarked; “I have other virtues.” But she 
managed to keep even her untidiness under her own 
control. She used to put all relevant papers into 
a large suit-case which journeyed about with her 
wherever she went at that time. When some 
memorandum or other was wanted it could always 
be found—at the cost of a hunt through the bag. 
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The searcher was apt to find the vital document 
keeping strange company—an apple, some loose 
change, several pairs of gloves, snatched up at random 
on successive days, and packets of sandwiches going 
back even further, provided by her anxious cook and 
neglected by the recipient.... While the commission 
was sitting she worked as relentlessly at home as 
she did in the office. She was devoured by the task, 
as an artist is devoured by the picture he is painting. 


NURSING 


Mr, H. L. Eason writes: Dr. Kettle was appointed 
to the General Nursing Council in 1933 as a repre- 
sentative of the Ministry of Health. Her appoint- 
ment was the almost inevitable consequence of the 
work she did in connexion with THE LANCET Com- 
mission on Nursing from 1930 to 1932. She served 
on the education committee of the council in 1934, 
1935, 1936, 1937, and 1939, and in committee she 
was exceptionally useful and efficient. Devoted to 
the welfare of nurses and to their primary and higher 
education, she used all her gifts to this end. She 
knew what she wanted, made her points and was a 
sturdy fighter for her cause. But despite her definite, 
clear-cut views, Mrs. Kettle could not make an 
enemy as she had a charming manner and her dis- 
interestedness was apparent. The nursing profession 
have lost a good friend and the General Nursing 
Council a valued member, 

Miss E. E. P. MacManus (matron of Guy’s Hospital) 
writes: I first made Mrs, Kettle’s acquaintance in 
1931 when she and other members of THE LANCET 
Commission on Nursing attended a meeting at the 
College of Nursing in order to gain information on a 
number of points connected with a nurse’s life and 
training in hospital. We were immediately attracted 
to each other, and our acquaintance ripened into a 
friendship which, although it had few opportunities 
for enjoyment, lasted until the present time. On her 
appointment next year to represent the Ministry of 
Health on the General Nursing Council she took a 
keen interest in the education of nurses and became 
a member of its education committee. She was an 
ardent supporter of the policy of the split preliminary 
state examination in order that nurses should be able 
to take the first part while still at school, Although 
at first this policy was not accepted, she gave much 
time, thought and hard work to it, and it was a 
pleasure to her to see it adopted by the council at a 
later date. She believed it to be a real advance in 
methods of nursing education. In committees she 
combined a quiet persistence with a very gentle 
manner, She was a charming hostess and many 
people will be the poorer by her loss. 


MEDICAL PROTECTION 


Mr. G. F. Stebbing writes: Dr. Kettles death will 
be a serious loss to the medical profession generally, 
but I should like to say how much she will be missed 
by the council of the London and Counties Medical 
Protection Society. When Sir Squire Sprigge was 
unable to be present at the council meetings Dr. 
Kettle was appointed in his stead. Her wide know- 
ledge of medical affairs and her shrewd business sense 
were always available to the council and greatly 
appreciated by its members. Her words were few 
but always to the point, and her friendly manner 
made even hostile criticism seem welcome. We knew 
that we could rely upon her for any help that she 
could give at any time, and had learned that we need 
mever have any hesitation in asking for such help 
even when it meant considerable trouble to her. 
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SCHOOL GOVERNOR 

Lord Stamp writes: As chairman of the governors 
of Queenswood School, I speak of an important 
aspect of Dr. Kettle’s life of which little may be 
known in the professional circles in which she moved. 
She entered Queenswood when nine years old and 
was there for some seven or eight years. Miss Trew, 
the headmistress, records that she always showed 
ability far above the average and was soon at the top 
of every form into which she went, for she was keen, 
alert and had great powers of concentration. She did 
not leave her mark on the examination roll because 
it was her parents’ wish that she should not take 
exams, After leaving school in France, Dr. Kettle 
went to Johannesburg to keep house for her brother 
and was there seized with a desire to take up the 
medical profession, and she wrote to the head- 
mistress for the matriculation syllabus and all the 
books. She worked entirely on her own in South 
Africa and passed matric at her first attempt. After 
that she came home to study medicine, and others 
will tell the story of her subsequent career. Dr. 
Kettle kept a vivid and practical interest in her old 
school and joined the governors in 1932. She was 
worthy of her place in any of many capacities. First, 
as a representative of the most eminent of old scholars, 
with a knowledge of the school traditions and keen 
ambitions for its future. Second, because of the 
unique place she had made for herself as a woman 
in public affairs. Third, because of her personal 
qualities of sympathy, humour and practical interest 
in education. All the circles in which she moved will 
miss her greatly, but none more than Queenswood. 


THE LANCET 100 YEARS AGO 


May 11, 1839, p. 262. 

From a leading article on a pamphlet by Sir ANDREW 
HALLIDAY, 

The following is an hypothesis in which Dr. ADDISON 
might have gloried at the famous debate on malaria :— 
“ As regards the marsh-poison itself, and the question 
so often asked, What is it ? I can only, like others, offer 
a conjecture, which is this: I consider that, at particular 
seasons, or under peculiar influences, certain living 
essences are called into existence, which, floating in the 
atmosphere, are swallowed in myriads, and dissolving 
in the stomach, poison the vital fluids ; that, in proportion 
to the ravages committed upon these fluids we have the 
phenomena of fever more or less developed.”—The essences 
are called invisible but active insects, in the next page. 


FINCHLEY’s NEw HEALTH CENTRE.—Finchley borough 
council’s centre in Oak Lane was declared open on May 6 by 
Mr. R. H. Bernays, parliamentary secretary to the Ministry 
of Health. The centre was designed by Mr. P. T. Harrison, 
the borough engineer and architect, in consultation with 
Dr. A. A. Turner, the medical officer of health, and cost 
£10,000 to erect. The building is on two floors, the 
ground floor being allotted to maternity and child welfare 
and the first floor to school clinics. On the ground floor 
is a large waiting hall leading to rooms for the infant- 
welfare centre and antenatal clinic and a nursery for 
children under school age. Above these is accommoda- 
tion for the ophthalmic, artificial-sunlight and minor 
ailments clinics for school-children, and two dental surgeries 
with recovery- and rinsing-rooms, In his speech at the 
opening ceremony Mr. Bernays remarked on the energy 
with which Finchley was tackling the difficult problem 
of public-health administration in a rapidly growing area. 
In the new premises, he said, it would be possible to 
combine the facilities for mothers and young children 
with those for children of school age, and it would be 
a great help in attaining continuity of supervision to have 
the responsibility for children of both age-groups in the 
hands of the same medical officers, 
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MEDICAL NEWS 


University of Cambridge 

Particulars of an E. G. Fearnsides scholarship for clinical 
research on the organic diseases of the nervous system 
will be found in our advertisement columns. The scholar- 
ship is open to graduates and titular graduates of the 
university. ’ 
University of London 


At a meeting of convocation held on May 9 Sir Ernest 
Graham-Little, F.R.C.P., was re-elected to represent 
medicine on the senate. At the same time Prof. M. 
Greenwood, F.R.C.P., F.R.S., and Prof. G. B. Jeffery, 
D.Sc., F.R.S., were re-elected to represent science. Prof. 
Jeffery was elected deputy chairman of convocation. - 


University of Dublin 


Dr. C. Heymans, professor of pharmacology in the 
University of Ghent, is to deliver two John Mallet Purser 
lectures at the school of physic, Trinity College. On 
May 17 he will speak on the regulation of blood-pressure 
and vasomotor tone, and on May 18 on the réle of the 
cardio-aortic and carotid sinus nerves in the reflex control 
of the respiratory centre. 


University of Edinburgh e 3 


Mr. A. L. Bacharach will give a lecture on vitamin E 
in the University New Buildings on Tuesday, June 6, at 
5 P.M. Graduates and students are invited to attend. 


Royal College of Physicians of Edinburgh 


A meeting of the college was held on May 2, with 
Dr. Alexander Goodall, the president, in the chair. Dr. 
John Gordon Kininmonth (Edinburgh) and Dr. Alexander 
Colin Patton Campbell (Edinburgh) were introduced and 
took their seats as fellows of the college. Dr. Sarandindu 
Mohan Ghosal (India), “Dr. Amulyaratan Chekravarti 
(India), Dr. Thomas Arthur Howard Munro (Colchester), 
and Dr. Hugh Adair Raeburn (London) were elected to the 
fellowship. The Freeland Barbour fellowship was awarded 
to Dr. Edith Dawson. 

The Morison lectures for 1939 will be delivered by Dr. 
Henry Yellowlees in the hall of the college on Thursday 
and Friday, June 8 and 9, at 5 p.m. His subject is the 
problem of adolescence. 


Research in Tropical Medicine 


The Medical Research Council issue the following 
information about fellowships :— 

Up to three junior fellowships are offered immediately to 
medical men or women wishing to receive training for research 
in tropical medicine. Preference will be given to candidates 
who have had experience of methods of research in some branch 
of medical science. The fellowships will be tenable for three 
years, the first to be spent at a school of tropical medicine, the 
second at the same or some other institution at home, and the 
third at some centre in the tropics. The stipend will be £300, 
£400, and £500 per annum in the successive years, with an addi- 
tional allowance during service abroad, and necessary expenses. 

Senior fellowships.—In' three years’ time at least one senior 
fellowship will be available for candidates who have held the 
junior fellowships. This will be awarded for a further three 
years, with a stipend of £600—-£750 per annum, and allowances. 
The council are also prepared to consider immediate applications 
for senior fellowships from candidates who have had adequate 
experience in research, whether already specially trained in 
tropical medicine or not. 

The council further intend to establish in due course 
permanent and pensionable appointments for research in 
tropical medicine, including senior posts. Members of 
this research staff will work partly in the tropics and 
partly in institutions at home. Inquiries may be addressed 
to the secretary, Tropical Medical Research Committee, 
38, Old Queen Street, London, 8.W.1, with whom applica- 
tions should be lodged not later than June 19. 


Committee against Malnutrition 

A public meeting will be held by this committee on 
Thursday evening, May 18, at 8 o’clock in the hall of the 
Royal Society of Arts, 18, John Street, Adelphi, London, 
W.C.2, when there will be a discussion on the health and 
nutrition of the peoples of India. Sir Cuthbert Sprawson 
will be in the chair and speakers will include Sir John 
Megaw, Dr. Margaret Balfour, Dr. Dagmar Wilson, and 
Prof. N. Gangulee, Ph.D. Tickets may be had from the 
offices of the committee, 190, Eagle Street, W.C.1. 
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St. John’s College, Cambridge | 

Prof. Ross Harrison, chairman of the National Research 
Council of the United States, will deliver the Linacre 
lecture in the lecture room of the anatomy school on 
Tuesday, May 16, at 5 p.m. He will speak on the develop- 
ment of the internal ear—a study in experimental 
embryology. 


London Jewish Hospital Medical Society 

Sir Charles Wilson will deliver the annual oration to 
this society on Sunday, May 14, at 9 P.M., when he will 
speak on humility. The meeting will be held at 5, Addison 
Road, W.14. 


West London Medico-Chirurgical Society 

At 8.30 P.m., on Thursday, June 8, at the Kensington 
Town Hall, Prof. J. B. S. Haldane, F.R.S., will deliver the 
Cavendish lecture to this society. He will speak on 
congenital disease. ; 


Royal Microscopical Society 


On Wednesday, May 17, at 5.30 p.m., at B.M.A. House, 
Tavistock Square, London, W.C.1, Mr. F. C. Bawden will 
address this society on some properties of plant viruses. 


Silicosis Conference 


The fourth Silicosis Symposium will be held from 
June 19 to 23 at the Saranac Laboratory, Saranac Lake, 
N.Y. The subjects for discussion will include: disability, 
its causes and clinical evaluation; classical silicosis 
and reaction to mixed dusts. Further information may 
be had from Dr. L. U. Gardner, director of the laboratory. 


Indian Medical Service 


The annual dinner will be held at the Trocadero 
Restaurant, London, W.1, on Wednesday June 14, at 
7.15 P.M., when Major-General C. W. F. Melville will 
preside. Tickets may be had from Major Sir Thomas 
Carey Evans, the hon. secretary, Hammersmith Hospital, 
Ducane Road, W.12. ) 


Left Book Club Medical Group 


At a meeting of this group to be held at 101, Great 
Russell Street, London, W.C.1, on Thursday, May 18, at 
8.30 P.M., Prof. H. Levy will give a talk entitled Science 
and Antisemitism. The meetings of the group are\open to 
medical men, pharmacists, nurses, and member; of all 
allied professions, and their friends. 


Dentists and National Service 


A central emergency committee was set up somie time 
ago to compile a register of all dentists who are ready to 
place their professional services at the Governrment’s 
disposal in time of war, and local emergency co 
on which all professional interests are represented\ have 
now been organised in the 40 districts covering the 
of England and Wales. These local committee 
helping the central body in its task of assessing national 
and local needs for dental service in the event of war, and 
insuring that all available personnel shall be used tcp the 
best advantage. The secretary of the dental emerg#ncy 
committee may be addressed at 13, Hill Street, London, 
W.1. 


Sanitary Problems in an Emergency 

The evacuation of civilians in an emergency from certain 
areas is likely to raise problems of health in the billeting 
areas or in the special camps that may be set up to receive 
them. To assist the health authorities of the reception 
areas the council of the Royal Sanitary Institute have 
arranged for a series of lectures and demonstrations! to 
be given dealing with sanitary problems of evacuation 
of the civilian population. The lecturers will be Major- 
Genera] Sir Wilfred Beveridge, a former director of hygiene 
of the Army Medical Service, and Mr. H. H. Clay, of ithe 
London School of Hygiene. The lectures will be giyen 
at the institute, 90, Buckingham Palace Road, London, 
S.W.1, from June 19 to 23. A visit will be made to the 
Army School of Hygiene at Aldershot. The course wyill 
be open to members and associates of the institute 
without fee. i 
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Fellowship in Cancer Research 


Applications are invited for a Pilkington fellowship 
in cancer research which is of the value of £300 and is 
tenable for.one year. Further information may be had 
from the registrar of the University of Manchester. 


London County Council 


At a meeting of the council on May 9 it was decided 
to ask the Minister of Health to investigate certain state- 
ments affecting the administration of St. Charles’s Hospital 
in connexion with the deaths of 20 children. 


Medical Aspects of Delinquency 


A week-end lecture course for doctors on this subject will 
be held at the Institute for the Scientific Treatment of 
Delinquency, 8, Portman Street. London, W.1, on June 3 
and 4. Further particulars will be found in our advertise- 
ment columns. 


Bristol’s New Mental Hospital 


On May 3, Sir Laurence Brock, chairman of the Board 
of Control, opened the new mental institution which has 
been built by the city of Bristol at Barrow Gurney. The 
hospital which is arranged on the villa system will, it is 
intended, ultimately house 1150 patients; at present 
there is accommodation for 375. The early and acute 
stages of mental disease will be cared for in the admission 
and treatment centres; patients will afterwards pass on 
to the convalescent villas and later to the parole villas. 
The gardens of the estate are well laid out, provision has 
been made for farm buildings, and there is a recreation 
ground. The architect is Sir George Oatley, who pre- 
pared the plans of the hospital in consultation with Dr. 
Barton White and the Board of Control. 


Scottish Hospitals in War-time 


The casualty hospitals in Scotland in the event of war 
will be organised in three groups. The first group will be 
restricted largely to giving emergency treatment; the 
second will treat any casualties in their immediate vicinity 
and will also give continued treatment to cases transferred 
from the first group ; and the third will deal with patients 
whose treatment does not require special facilities. In 
addition to these hospitals, mansion houses in country 
districts will be used to provide auxiliary accommodation, 
The Department of Health for Scotland, which has been 
entrusted with the task of preparing and developing the 
necessary plans, has divided the country into five areas— 
western, south-eastern, eastern, north-eastern, and northern 
—each under the charge of a hospital officer. In an emer- 
gency, however, hospital authorities will retain full 
responsibility for the management of their hospitals, and 
will be expected to carry on the essential minimum of 
their normal work. It is not proposed to abandon any 
hospital, The maximum use is to be made of available 
accommodation by restricting admission to urgent cases, 
by erecting beds which hospitals normally maintain in 
reserve, by sending patients home, by introducing addi- 
tional beds in the wards, by converting spare rooms into 
wards, by transferring patients from the first two groups 
to the third, and by erecting temporary buildings. Hos- 
pita] authorities are urged to maintain reserves of con- 
sumable stores and a minimum of at least a month’s 
normal supply is mentioned. 

With regard to personnel, the aim will be to staff 
hospitals in the most dangerous areas on a “casualty ”’ 
basis, the senior and more experienced consultants and 
specialists being assigned to the outlying hospitals. 
Arrangements are being made for the organisation of 
surgical teams to serve hospitals : some of the teams will 
be specially constituted to deal with certain types of 
injury—e.g., head wounds—while others will be mobile, 
so as to be available at any point where exceptional 
pressure occurs, A register of all medical men and women 
who would be available in an emergency is kept by the 
Scottish Central Emergency Committee and a similar 
register of trained and assistant nurses by the Scottish 
branch of the College of Nursing. In war-time each 
hospital authority will submit daily reports to the hospital 
officer, and in every period of raiding they will inform 
him every two hours of the bed state of the hospita] and 
warn him whenever the balance of available beds threatens 
to become exhausted. 


MEDICAL NEWS.—MEDICAL DIARY 


[May 13, 1939 1133 


British Postgraduate Medical School 


On June 2 Mr. Charles Donald will give the first of 
three weekly lectures on acute pyogenic infections. He 
will speak at 2.30 p.m. in the department of surgery. On 
June 7, 14, and 21 at 4.30 P.M., in the department of 
pathology, Prof. H. W. C. Vines will lecture on the patho- 
logy of the adrenal glands. Further information may 
Ls had from the dean of the school, Ducane Road, London, 

12. 


Nurses in War-time 


At the College of Nursing on May 5 the Minister of 
Health outlined the Government’s plans for meeting the 
need for additional nurses in war-time. By discharging 
patients or transferring them to other institutions, by 
crowding the beds, and by erecting temporary hutments 
and the like it is hoped to make 200,000 hospital beds 
available for casualties within twenty-four hours and a 
further 100,000 within a week. The construction of annexes 
is expected to provide another 50,000 beds. Sufficient staff 
is available for only 200,000 beds, and nurses must be 
found for the other 150,000. The first step, Mr. Elliot 
said, will be to make the most thorough use of existing 
personnel. In order to minimise the demands made by 
military mobilisation the War Office has undertaken to 
mobilise only a proportion of the hospitals that exist 
in plan as part of the mobilisation scheme, and in return 
the existing hospitals will admit without distinction either 
civil or military casualties. Secondly, there will have to 
be a considerable re-location of staffs in accordance with 
the scheme whereby casualties will be treated not in the 
central hospitals of the great cities but further out. 
Thirdly, the Central Emergency Committee for the Nursing 
Profession is compiling a register of the skilled, fully 
trained nurses not at present employed in hospitals or 
other institutions, and is arranging for the recruitment of 
thousands of auxiliaries. This register will be the more 
necessary, said the Minister, because the need for nursing 
personnel does not by any means end with the staffing 
of the hospitals. There will also be some 3000 first-aid 
posts, and the ordinary peace-time services would have 
to be kept going, being especially required in areas where 
the population is increased under evacuation schemes. 
Some 15,000 trained nurses are known to have retired from 
active practice, but it is estimated that at least 100,000 
auxiliaries will be rieeded. 
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May 15 to May 21 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
TUESDAY.—5 P.M., meeting of fellows. 


WEDNESDAY. 

Surgery. 8.30 P.M., annual general meeting. Mr. Claude 
Frankau: The Problems of Surgery in Old Age (presi- 
dential address). 

THURSDAY. 


Dermatology. 4 P.M., Dr. F. Parkes Weber: (1) Rendu- 
Osler Type of Telangiectatic Dysplasia and De Morgan’s 
Spots, (2) Progressive Diffuse more or less Symmetrical, 
Telangiectatic Dysplasia. Dr. H. Semon and Dr. F. 
Herrmann: (3-6) Acne Vulgaris. Dr. Mitchell Heggs: 
(7-8) Arborescent Telangiectasis Treated with Grenz-ray. 


Dr. C. H. Whittle: (9) Lesion on Lip. 5 P.M., annual 
general meeting. 
Neurology. 8 P.M., slides and specimens. 8.30 P.M., 
annual general meeting. 
FRIDAY. 


Obstetrics and Gynecology. 8 P.M., annual general 
meeting. Mr. Albert Davis: Diagnostic Value of Hystero- 
graphy in Gynecology. Prof. F. J. Browne: Danger of 
Willctt’s Forceps in Placenta Previa. Mr. G. F. Gibberd : 
Factors Influencing the Attitude of the Foetus in Utero. 
Mr. J. H. Peel: Persistent Menstruation until the Age 
of 71; Effects of Stilbcestrol on Labour. Mr. J. St. George 
Wilson: film of the Liverpool Quadruplets; colour film 
of the Operation of Sturmdorff’s Amputation of the Cervix 
with the Diathermy Cautery. Prof. Browne: Full-time 
Ectopic Pregnancy (girl now aged 12). 


Radiology. 7 P.M., annual general mecting. 
SATURDAY. 
Psychiatry. 2.30 P.M., clinical meeting at St. Ebba’s 


Hospital, Epsom, Surrey. 
ROYAL SOCIETY OF. TROPICAL MEDICINE AND 
HYGIENE, 26, Portland Place, W.1. 
THURSDAY.—8.15 P.M., Dr. H. M. O. Lester (Nigeria): 
Trypanosomiasis in some African Dependencies. 
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TUBERCULOSIS ASSOCIATION. 
FrRIDAY.—5.10 P.M. (26, Portland Place, W.1), Dr. J. G. 
Scadding and Dr. G. Ivor Davies: Diagnosis of Pulmonary 
Tuberculosis in the Absence of Bacteriological Confirma- 
tion—Clinical and Administrative Difficulties. 8.10 P.M., 
Dr. T. W. Davies: Silicosis in Slate-quarry Miners. 
CHELSEA CLINICAL SOCIETY. 
TUESDAY —8.30 a M. (Rembrandt Hotel, Thurloe Place, 
W.7), Mr. G. N . Tyrrell: The Scientific Aspect of 
Psychical Research. 
NORTH LONDON MEDICAL AND CHIRURGICAL 
SOCIETY, Royal Northern Hospital, Holloway Road, N.7. 
WEDNESDAY. .—9 P.M., Sir Alexander Maxwell: Treatment of 
ime 
HEBERDEN eT 
TUESDAY.—8.30 P.M. , Chandos Street, W.1), Dr. Ernest 
Fletcher : Oates arth his and its Association with Obesity 
and Hypertension. (Heberden lecture.) 
EUGENICS SOCIETY. 
TUESDAY.—5.15 P.M. (rooms of the Royal Society, Burlington 
House, Piccadilly, W.1), Prof. A. Carr-Saunders : 
Some Problems of Population. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, S.W.1 
THURSDAY.—-5 P. M., Prof. J. A. Ryle: Visceral Neuroses. 
(First Croonian lecture. ) 
ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH. 
MONDAY.—5 P.M., Lord Horder: The Control of Disease. 
(Frederick Price lecture.) 
ROYAL SOCIETY OF ARTS, John Street, Adelphi, W.C.2. 
MONDAY.—8 P.M., Prof. E. C. Dodds: ’ Modern Chemistry, 
Modern Medicine, andj Modern Food. (Second Cantor 
lecture.) 
TAVISTOCK CLINIC, Malet Place, W.C.1. 
Mopar. .—6 P.M., Dr. Emanuel Miller: Theories of Instinct 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw: Cardiovascular 
Syndromes. 4.30 P. M., Dr. H. Crichton-Miller : : Hysteria. 
THURSDAY.—6 P.M., Dr. Grace Calver: Methods of Diagnosis 
and Therapy. 


pea T OF PSYCHO-ANALYSIS, 96, Gloucester Place, 


TUESDAY.—8.30 P.M., Dr. E. Bibring: Domination and 
Subordination. 
vee wa RHEUMATISM CLINIC, 56, Weymouth 
ree 
WEDNESDAY.—8.30 P.M., Mr. J. S. Ryan and Dr. Raymond 
Greene : Endocrine Aspect of Rheumatism. Dr. H. Warren 
Crowe: film on Postural Exercises. Dr. S. Gilbert Scott: 
film on Spondylitis. 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 


Road, 
MONDAY.— 4.30 P. M., Dr. R. C. Wingfield: Pulmonary 
Tuberculosis. 


WEDNESDAY.. Noon, clinical and pathologic conference 

~ (medical). 2 P.M., Prof. oe H. Dible: The General Patho- 
logy of Syphilis. 3 P clinical and pathological con- 
ference (surgical). 4. "30. ’p.M., Prof. A. A. Miles: The 
Isolation of Bacterial Antigens. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Mr. Victor Bonney : : Benign 
Uterine Neoplasms. 

FRIDAY.—2 P.M., Clinical and pathological conference 
(obstetrics and ’ gynecology). 2.30 P.M., Mr. Cecil Jol: 
Toxic Goitre. 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

ST. MARY’S HOSPITAL W.2 
TULDA Y, —5 P.M. (institute, of pathology and research), 
A. S. Parkes, F.R.S.: The Hormones of the Anterior 
Pituitary Body. 


HORTAN FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. Ruby Stern: Virus Infections of the 
Central Nervous’ System in Children. 3 P.M., Mr. H. C. 
Apperly : The Milk Teeth. 

Gutpationt clinics daily at 10 a.m. and ward visits at 2 P.M. 

ST. GEORGE’S HOSPITAL, S.W.1. 

THURSDAY.—5 P.M., Dr. W. Mayer-Gross: psychiatric 
demonstration. 


BOSD: SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


MONDAY. a Dr. J. A. Drake : Dermatological Neuroses. 

TUESDAY.—5 P.M., Dr. J. E. M: Wigley: Napkin-area 
Eruptions. 

WEDNESDAY.—5 P.M., Dr. I. Muende: 
stration. 

FRIDAY.—5 P.M., Dr. R. T. Brain: Physiotherapy. 


pathological demon- 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE - 


MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 

MONDAY to SUNDAY.—ST. PETER’S HOSPITAL, Henrietta 
Street, W.C.2, all-day course in urology. — ST: JOHN’S 
HosPITAL, 5, ‘Lisle Street, W.C.2, afternoon courses in 
dermatology. (Open to non- -members. )—BROMPTON Hos- 
PITAL, S.W.3, Tues. and Fri., 5.15 P.M., M.R.C.P. course in 
chest’ diseases.—ST. JOHN CLINIC AND INSTITUTE OF 
PNyYSIcAL MEDICINE, Ranelagh Road, S.W.1, Sat. and 
Sun., course in physical medicine. 

MANCHESTER ROYAL INFIRMARY. 

Fripay.—4.15 P.M., Dr. D. M. Sutherland: demonstration 

of surgical cases. 
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Appointments 


BROWNE, JAMES, M.B. Belf., junior assistant medical officer at 
Botleys Park Colony Chertsey. 

CLARK, J. F., L.R.C.P.E., asoan resident medical officer 
at "Holgate Manioieel Hospital, Middlesbrough. 

DUNSOCOMBE, N. D., M.B. Camb., D.P.H., barrister-at-law 
medical officer of health for the Stroud urban and rurai 
Sao and Nailsworth urban district. 

M., M.D. Lond., M.R.C.P., assistant physician to the 
ME fost London Hospital. 

HALLETT, C. V., M.B. Melb., foot medical officer (class IT) 
at St. Pancras Hospital’ (L.C 

Hart, A. TUDOR, M.R.CS., tant county medical officer of 

health (A.R.P.) for Kent. 

HarRwoop, H. F., M.B. Lpool, resident assistant medical officer, 
Clatterbridge Isolation Hospital 

HEASMAN, H. W R.C.S., ani district medical officer for 
LG .C. area iv, district D (part St. Marylebone and part 

addington 

Kipson, C. W., M.B. Birm., assistant school medical officer for 
Hudders field. 

MoLAaREN W., M.R.C.S., D.M.R.E., senior radiologist at 

St. Thomas’s ’ Hospital, London. 


JAMES, M. D.P.H., assistant county 
medical officer of health Hee r Kent 
K. . Camb., M.R. 6. P., outpatient medical 
registrar at the | Hospital for Sick Children, Great Ormond 
Street, ee 
ORLEY, ALEXANDER, M.D. Geneva, M.R.C.S., D.M.R.EH., hon. 
radiologist to the Paddington Green Children’s Hospital, 
ondon 
PULVERTAFT, C. N., M.B. Camb., D.M.R.E., senior assistant 
radiologist at the Royal Cancer Hospital (Free), London. 
REDMAN, THIRzZA, Ph.D. Lond., M.B. Lpool, D.P.H., patho- 
logist and research fellow "in pathology at the ' Christie 
Hospital and Holt Radium Institute, Manchester. 
REES-JONES, G. S., chief clinical assistant in the 
AT (diagnostic) department of the West London 
ospital. 
RICHARDS, FLORENCE M.R.C.S., D.R.C.0.G., outpatient 
medical registrar at Sine Hospital for Sick Children, Great 
Ormond Street, London. 
ROBERTS, F. B. Lond., D.A., hon. anæsthetist to the 
Middlesex Hospital, London. 
SEILER, H. E., M. . Glasg., D.P.H., deputy medical officer of 
health for Edinburgh. 
SPARKS, J. V., M.R.C.S., D.M.R.E., part-time radiologist at the 
Royal € Cancer Hospital (Free), London 
Topp, J. W., M.B. Lond., M.R.C.P., resident medical officer at 
the | Middlesex Hospital, London. 
TOMLIN H., M.B. Leeds, ’D.P. H., assistant medical officer of 
N E for Plymouth. 
WALLACE, H. J., M.B. Camb., M.R.C.P., hon. physician to the 
department of the Paddington Green Children’s 
Tn i London. 
WHEATLEY, J. N., L.M.S.S.A., assistant medical officer (A.R.P.) 
for Hornsey. 
WISEMAN, J: F. S., M.B. Edin., medical officer at Cornwall 
Works Dispensary, Smethwick. 


Colonial Service.—The following appointments are announced :— 


GROVE-WHITE, R. J., M.B. Dubl., medical officer, Malaya, 
MAOBETH, R. Ï., M.R C. S., medical officer Malaya ; 
Maokay, R., M.D. Aberd., D.P.H., specialist, medical depart- 
ment, Tanganyika Territory ; : and 
ROSTANT, z F., M.B. Edin., medical officer, district services, 
r ad. 


: e 
V acancies 
For further information refer to the advertisement columns 
Hanno Toke; Hants, Park Prewett Mental Hosp.—Jun. asst. M.O., 


Bermondsey Borough.—Asst. M.O., £600. 
Birning Nam, Canwell Hall Babies’ H osp.—Res. M.O., at rate of 


Blackburn P Borough.—Asst. M.O.H., £600. Also jun. 
asst. M.O. at Queen’s Park Hosp., &c. £200. 
Bolton Royal Infirmary.—H.P., at rate of £200. Also three 


S.’s. each at rate of £150. 

Brighton, Royal Sussex County H osp —H.P. and cas. H.S., 
at rato of £150 and £120 respective oly: 

Brighton, Sussex Eye Hosp., Eastern Road.—H.S., at rate of £150. 

Bristol, Walker Dunbar Private Hosp., £c., Clifton. — Vacancy 
on hon. med. staff. 

Bristol University.—Part-time medical officers. 

Cambridge University.—E. G. Fearnsides scholarship for clinical 
research, &c. 

Canterbury, Kent and Canterbury Hosp.—H.P., at rate of £125. 

Central London Throat, Nose and Ear Hosp., Gray’ s Inn Road, 
W.C.1.—Hon. second asst. 

Chelsea Hosp. for Women, Arthur Street, S.W.3.—Jun. H.S. 

Male), £100. Also medical officer for convalescent home, 
t. Leonard’s-on-Sea. 

Chesterfield and North Derbyshire Royal Hosp.—H.8S. to ophth. 
and ear, nose and throat dept., at rate of £150. Also 
H.S. and asst. cas. O., at rate of £150. 

Colchester, Essex County Hosp. —H.P., £150. 

Colchester, Royal Eastern Counties’ Institution, &-c.— Asst. M.O., 


£40 
pee. Derbushire Royal Injfirmary.—H.S. for general surgery, 
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Evelina Hosp. for Sick Children, 'Southwark, S.E.1.—H.P., 
at rate of £120. 

Finsbury M pt hash Borough, E.C.1.—Temp. tuberculosis 
officer, £50 per month. 

ac Borough Council.—Consultant gynecologist (part- 

time), 2$ guineas each attendance. 

Halifax Royal Infirmary.—First H.S., at rate of £200. 

Hampstead General Hosp., H averstock Hill, N.W.3.—Res. 

ue: O. for outpatient dept., at rate of £100. 

Hertford County Hosp.—Hon. consulting, ARAID nerpentt t to 
dept. of physi medicine. Also at rate of £200. 

Hosp. for Sick Children, Great Ormond Street, W.C.1 .——Res. med. 
asst. and clin pathologist, £125. Also two H.P.’s and H. S., 
each at rate of £50. 

Hull, Beverley Road Institution.—Asst. M.O., £350. 

Hull Royal Infirmary.—Second H.P., at rate of £150. 

Leeds Jewish Hosp.—Res. M.O. 


London County Couneil._—Asst. M.O.’s, £470. Asst. M.O. 
ag I), £350. Also asst. M.O.’s (class II), each 
London Hosp., E.1.—Clin. asst. in X-ray dept., £100. Also 


anesthetist to dental dept., £25. 

Maidstone, Kent County Ophthalmic and Aural Hosp.—H.S. to 
ophthalmic dept. and H.S. to ear, nose, and throat 
dept., each at rate of £200. 

Manchester, Crumpsall Hosp.—Res. asst. M.O., at rate of 


Manchester, Park Hosp., Davyhulme.— Asst. res. M.O. to special 
depts., at rate of £300. 

Manchester, Victoria Memorial Jewish Hosp., Cheetham.—Jun. 
H.S. and cas. O., at rate of £125. 

Manchester Royal Infirmary. —H.S. to special depts., at rate of 
£50. Also hon. radiologist. 

Metropolitan Hosp., Kingsland Road, E.8.—Cas. O. and res. 
anesthetist, £100. 

Middlesex speed Council. —Various appointments, £1000 per 
annum to 3 guineas per session. 

Milford, Surrey County Sanatorium. a un. asst. res. M.O., at 

! rate of £250. 

Miller General Hosp., Greenwich Road, S.E.10.—Two cas. O.’s, 
rere at rate of £150. Also H.P. and H. S., each at rate of 

Ministry of Agriculiure and Fisheries: Foot and mouth disease 
research committee.—Scientific superintendent, £1000. 

Newport County Borough.—Asst. M.O.H., 

Northampton, St. Andrew's Hosp.—First iat Si. O., £625. 

Nottingham, Children’s Hosp.—Res. H.S., at rate of £150. 

Nottingham General Hosp.—Res. aneesthetist, at rate of £150. 

Oxford, Warneford Hosp. for Mental Disorders. —Locum tenens, 


7 guineas per week. 
student in dept. of clinical 


Oxford University.—Research 
medicine, £300. 

ASTRON, Hg of Wales’s Hosp., Greenbank Road.—H.S8., at 
rate o 

Portsmouth Royal Hosp.—Sen. H.S., at rate of £175. 

Princess Beatrice Hosp., Earls Court, S.W.5.—Res. surg. O., 
at rate of £200. 

Princess Louise Kensington Hosp. for Children, St. Quintin 


Avenue, W.10. in. asst. for outpatient dept. Also 
hon. asst. physician. 
Prison Service (England and Wales).—M.0O. (class II.) sete 
Queen Charlotte's Maternity Hosp., Marylebone Road, N.W.1.— 


Obstetric surgeon to inpatients. 

Queen Mary’s Hosp. for the East End, Stratford, E.15.—Out- 
patient officer, at rate of £150. P. and two H.S. ’s, each 
at rate of £120. Also obstet. H.S., at rate of £110-—£130. 

Reading, Battle Hosp.—Res. asst. M.O., £300. 

eading, Royal Berkshire Hosp.—Hon. obstetrician and gynæco- 
logist. Hon. asst. obstetrician and gynæcologist. Also 
asst. to pathologist, £350. 

Royal Air Force.—Commissions. 

Royal Canio Hosp., Fulham Road, S.W.3.—Surg. reg., £150. 

o H.S., at rate of £100. 
Royal College of Surgeons of England.—Member of the Court of 
x ners. 

Royal Free Hosp., Gray’s Inn Road, W.C.1.—Res. cas. O., at 

a of £150. Inpatient obstetric assistant. Also third 


Royal Naval Medical Service.—M.0.’s 
mteyar sy atat Volunteer Riplemeniary ‘Reserve, Medical Section. — 


O.’ 

rt ase Royal Isle of Wight County Hosp.—H.P., £130. 

. Bartholomew's Hosp. Medical College, E. C. 1.—Lecturer in 
public health. Also lecturer on forensic medicine. 

St. Helens County Borowgh.—Temporary A.M.O., £500. 

st. Mary’s Hosp., 2.—Hon. medical officer for electro- 
therapeutic dept. 

St. Paul’s Hosp. for Urological and Skin Diseases, Endcll Street, 
W.C.2.—H.S., at rate of £100. 

Saint Pancras Dispensary, 39, Oakley Square, N.W.1.—Hon. 
physician. 

Samaritan Free Hosp. for Women, Marylebone Road, N.W.1.— 
Pathologist, at rate of £250. 

Sheffield Royal nfirmary.—Two surgical first assts. and clin. 
asst. to dermatological dept., each £300. Also sen. cas. O., 
at rate of £150. 

Southampton Free Eye Hosp.—H.8., at rate of £150. 

Southend-on-Sea General Hosp.—H. P., H.S., and cas. O., each 
at rate of £100. 

Stoke-on- ae North Staffordshire Royal Infirmary.—Hon. asst. 
surg 

Sisurbridoes Corbett Hosp.—H.P. and H.S., at rate of £125 and 
£100 respectively. 

Truro, Royal Cornwall Infirmary.—Jun. H.S., £12 

University of London, King’s College, W -C.2.—Lecturer in 
physiology, £350. 

WV alsall General Hosp.—H.S., at rate of £150. 

Wellington Hosp., New Zealand. Te registrar, £500. 

Wembley Borough.—Deputy M.O.H., 
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West End Hosp. for Nervous Diseases, Gloucester Gate, Regent’s 
Park, N.W.1.—Hon. asst. surgeon. Hon. psychotherapists. 
| Also hon. clin. assts. 

dbase Nd Royal Hampshire County Hosp.—H.S., at rate of 


Windsor King Edward VII Hosp.—Cas. O., £120. 
Woolwich and District War Memorial Hosp., Shooters Hil, 
S.E.18 g reg., £100. 


The Chief Inspector of Factories announces vacancies for 
Examining Factory Surgeons at Pontardawe (Glamorgan), 
Roade (Northampton), and Newtyle (Angus). 


Medical Referee under the Workmen’s Compensation Act, 1925, 
for the Newark and Nottingham County Court Districts 
nous No. 18) and for the Haverfordwest, Pembroke 

ock and Narberth County Court Districts (Circuit No. 31). 
Applications should be addressed to the Private Secretary, 
Home Office, Whitehall, S.W.1, before May 30 and June 3 
respectively. 


Births, Marriages. and Deaths 


BIRTHS 


BASSETT.—On May 7, at Cheniston Gardens, W.8, the wife of 
Dr. J. M. Bassett—a son. 


Brices.—On May 6, at Highgate, the wife of Dr. David Prlggs 
—a daughter. 

FELLS.—On May 4, at Clifton, Bristol, the wife of Dr. Roy R. 
Fellsa—a daughter. 

Hancoock.—On May 7, at Bentinck Street, W.1, the wife of 
Dr. P. B. Thompson Hancock—a daughter. 

NoEL HUMPHREYS.—On May 7, at Portsmouth, the wife of 
Dr. G. Noel Humphreys—a son. 

PHILLIPs.—On May 3, at Welbeck Street, W.1, the wife of Dr. 
E. S. Phillips, Hemel Hempstead—a daughter. 

WILLIAMSON. —On May 6, the wife of Mr. James ©. F. Lloyd 
Williamson, F.R.C.S., of Hove—a daughter. - 


Wuson.—On May 6, at Summer Court, Cornwall, the wife 
of Dr. ©. M. Wilson—a son. 


DEATHS 


ANLEY.—On April 23, at Shanklin, Surgeon Captain Frederick 
Eustace Anley, M.R. C.S., R.N. "(ret d.). 


Bain.—On May 4, at Catford, Lawrence Weir Bain, M.C., 
M.B. Aberd., barrister-at-law, aged 48. 


EvANS.—On May 7, at Edgbaston, Birmingham, Thomas 
David Fabian Evans, M.B., C.M. Edin., M.R.C.S., in his 
88th year. 

Gorpon.—On May 2, Sydney George Gordon, L.R.C.P.I., 
D.P.H., N ottingham. 

GORDON- SMITH. —On May 6, at K nig uncles Worcester, Harry 
Gordon-Smith, M.B. Camb., .H. 


GRIFFITHS.—On May 6, Sidney Harold Griffiths, M.D. Durh., 
M.R.C.S., D.P.H., of Brighton. 


HoLDEN.—On May 5, at Reading, George Herbert Rose Holden, 
oe .D. ani, knight of grace of the Order of St. John of 
erusalem 


KELLY.—-On May 7, at Hurstpierpoint, Francis Harry Kelly, 
M.B. Lond. 


KENNEDY.—On May F. W. Kennedy, M.D. Dubl., 
Limerick, in hie. Ttk year. 


KETTLE.—On May 4, Marguerite Henrietta Kettle, M.R.C.S. 


MoCavusLaND.—On May 4, at Swanage, Dorset, Albert Stanley 
McCausland, M.D. Brux. ., M.R.C.S. 


THoMAS.—On May 5, Percy Dewhurst Thomas, L.M.S.S.A. 


TwINING.—On May 7, at Manchester, Edward Wing Twining, 
M.R.C.P., F.F.R., D.M.R.E., aged 52. 


N.B.—A fee of a 6d. is charged for the insertion of Notices of 
rths, Marriages, and Deaths. 


late of 


FLORENCE NIGHTINGALE HOSP(TAL FOR GENTLE- 
WOMEN.—On April 20 Mr. R. M. Handfield-Jones, secretary 
to the medical committee, took the chair at the annual 
general meeting of this hospital, which is maintained for the 
medical and surgical treatment of the ‘wives, daughters 
and near relatives of professional men with limited means, 
who cannot afford a nursing-home and who do not want 
to go to a general hospital. There are 38 beds and the 
patients are attended by physicians and surgeons from 
the staffs of London hospitals. Miss Lilian Faithfull 
spoke of the work which women had been inspired to do 
by Florence Nightingale, who herself founded the 
“ Establishment for Gentlewomen during illness,” as it 
was then known. The hospital may be addressed at 
19, Lisson Grove, London, N.W.1. 
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NOTES, COMMENTS, AND ABSTRACTS 


HIGH AND LOW ENEMAS 
By O. A. MARXER 
RADIOGRAPHER, RUTHIN OASTLE OLINIO, NORTH WALES ; AND 


S. W. PATTERSON, D.Sc. Lond., M.D. Melb., F.R.C.P. 


PHYSICIAN AND BAOTERIOLOGIST TO THE OLINIO 


“ High enema, an injection into the colon.’’—Gould’s 
Medical Dictionary, 1935. 

“ High enema, an enema thrown up -into the colon.” — 
Stedman’s Medical Dictionary, 1936. 

THE standard technique of giving a barium enema 
used by all radiologists, whose object is to obtain 
quickly and completely a picture of the whole colon 
in its natural state with the least disturbance of the 
patient, is to introduce the rubber tube two or three 
inches into the rectum and to allow the contrast 
suspension to run in by gravity from a height of 
not more than two feet. Fluid thus injected into the 
rectum generally reaches the cæcum in less than ten 
. minutes. If the injection is too rapid or spasm of the 
bowel occurs, it is sufficient to retard the flow and 
to get the patient to take a few deep breaths (Marxer 
1923). The capacity of the normal colon in the 
morning is about 30 oz., when the fluid is run in under 
low pressure. If too large an amount is used, the 
bowel may be distended and elongated (Spriggs 
1931). With the above routine consistent filling 
of the colon is obtained. Nevertheless the teaching 
in nursing and medical textbooks on the methods of 
giving enemas and colonic irrigations is so diverse 
and discrepant, that a restatement of the facts is 
advisable, 

HISTORY 


The position at the end of last century is repre- 
sented by Burney Yeo’s (1895) direction to “administer 
an enema by a long tube; unless the buttocks are 
raised or a very long tube is used, it will be found 
that the enema is often immediately rejected and does 
not get beyond the rectum.” Lauder Brunton 
(1893) said a flexible soft rubber tube should be 
passed for eight or ten inches up the intestine, By 
this method the fluid is introduced into the sigmoid 
flexure or descending colon; and, if the patient can 
be propped somewhat so as to lie on his left side, 
none of it may descend into the rectum, and there 
will be little or no tendency to evacuate it. 

Combe of Lausanne was a leading advocate of 
the treatment of intestinal auto-intoxication by 
irrigation of the colon. In his book (1907) he says: 
“ To make a good lavage of the intestine, it is necessary 
to carry the liquid to the cecum, but without distend- 
ing or irritating the intestine. This cannot be done 
with the ordinary rectal douche with short nozzle 
and strong pressure. We use English catheters of 
small calibre (16 to 24 French scale) 50 cm. long 
for children and one metre or more for adults. By 
introducing the catheter a few centimetres at a time 
its whole length can be easily introduced and the 
water carried to the cecum without causing the 
patient the slightest pain or discomfort, the quantity 
used varying from 500-1500 c.cm.” This appears 
in the English translation of Combe’s book (1908) and 
ìs repeated word for word in Combe’s book on 
the treatment of mucomembranous colitis (1918). 
Humphry’s ‘“‘ Manual of Nursing ” (1907) advocated 
the same method, “‘ a long rectal tube passed further 
and further” ; though “it is not always easy to 
introduce and when it seems to be travelling on it 


-pelvic colon.” 


really may be coiling upon itself.” 
has been widely followed. 

Hurst (1909), however, stated that his X-ray 
observations had shown that fluid introduced through 
an india-rubber' tube into the intestine reached 
the cecum without difficulty. “It is generally 
useless to introduce the tube more than three or four 
inches, as X-ray observations show that when it 
reaches the pelvirectal flexure its end turns backwards 
towards the anus, from which it may finally project. 
Occasionally a hard india-rubber tube may be pushed 
into the pelvic colon, but it is dangerous to exert 
much force; if no other means succeed, the tube 
may be introduced into the pelvic colon through a 
sigmoidoscope. If between one and a half and three 
pints of water are introduced into the colon in this 
way, the whole of it is slightly distended.” This 
Hurst calls a “ high ” enema, in contradistinction to 
a “low” enema administered in ‘‘ the ordinary way 
with Higginson syringe, by which the rectum and 
pelvic colon are so quickly stimulated to contract 
that it is generally difficult to inject more than a 
pint of fluid and not much of this gets beyond the 
In spite of this clear teaching, which 


Combe’s teaching 


Hurst re- 
peated in 
1921, with 
a skiagram 
which 
“shows 
how the 
tube in- 
variably . 
turns back 
when it 
reaches the 
pelvirectal 
flexure, the 
acute angle 
formed by 
the junc- 
tion of the 
movable, 
pelvic 
colon with 
the fixed 
rectum, 
and then 
coils round 
the rec- 
tum,” and 
again in 
1935, many 
writers 
continue 
to give 
misleading 
directions. 
Hers- 
chell and 
Abrahams 
(1914) re- 
commend 
that the 
end of 
the tube 
should 
pass four 
inches into 
the rec- 


Fic. 1—Radiograms of rectum and sig- 
moid colon. (A) Strial picture showing 
sigmoid folded over rectum ; (B) rubber 
tube inserted until resistance is felt at 
rectosigmoid flexure (arrow); (c) sig- 


moid unfolded beyond rectosigmoid 
flexure by the comparative rigidity of 
the rubber tube, 


THE LANCET] 


tum, but they quote in full Combe’s directions 
given above and then state that Kemp, of New York, 
no longer uses a colon tube but a rectal irrigator, 
for one can wash the bowel as thoroughly with the 
five-inch tube by this method as with the colon 
tube. ‘‘The adult rectum averages 8 inches in 
length and the adult sigmoid 174 inches. The 
mesentery of the sigmoid is often very long, allowing 
that viscus to be readily pushed up. Thus to enter 
the descending colon where it joins the sigmoid 
flexure a rectal tube 28 to 30 inches long is necessary.”’ 
Maxwell and Pope (1914) state that the enema tube 
should be inserted ‘eight or nine inches’’; Gullan 
(1920) “ten to twenty inches so that the injection 
may enter the colon”; Cook (1912) and Harmer 
(1922) about six inches; Perry and Harvey (1932) 
six to ten inches; Stewart and Cuff (1911) six to 
eight inches; Krusen (1936) four to six inches. 
Hey Groves and Fortescue-Brickdale (1916) say 
“ the tube should be inserted by means of a gloved 
finger as far as possible up the rectum ” ; Hassard 
and Hassard (1927) ‘‘ the catheter should be inserted 
gently and pushed on till only two or three inches 
of it are visible ” ; and Sanders (1922) says four to 
eight inches for a low enema, but with a high enema 
‘** the object is to reach as far up the colon as possible, 
more than eight inches. Frequently the tube is 
found to have coiled, but once past the sigmoid 
flexure the tube should be pushed forward as long 
as it meets no resistance.” Wiltsie (1931) advocates 
passing a 52-inch tube through the colon ‘“ directly 
into the csecum, which is successful in at leagt 95 per 
cent. of the cases.” On the other hand, Ashdown 
(1929), Stewart (1931), Russell (1932), Bastedo (1932), 
Spriggs (1934), Friedenwald and Morrison (1935), 
Patterson (1937), and a standard French manual 
for hospital nurses (1914) all state that the tube 
should be introduced for two to four inches, and 
that it is useless to insert it further. 


PRESENT OBSERVATIONS 


A series of twenty patients was observed during 
the routine of giving a barium enema, and the position 


Fre, 2—Radiograms showing rubber tube curled up in rectum after reaching 
resistance of rectosigmoid flexure. 
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of the tube 
and filling 
noted in 
the early 
stages, 
when the 
colon was 
filled, and 
after 
emptying. 
In these 
cases 
attempts 
were made 
to pass 
the tube 
into the 
sigmoid 
flexure. 

In the 
normal 
empty 
state the 
sigmoid 
colon is 
huddled up 
in the pel- 
vis, over 
the con- 
tracted and 
shrunken 
rectum. 
Radio- 
logically, 
the empty 
rectum 
shows 
(longi- 
tudinal) 
plication 
which 
terminates abruptly above at the rectosigmoid junc- 
tion. Fig. 1 shows (a) a strial picture of the rectum 

and sigmoid, the latter 


Fic. 3—Radiograms showing that, even 
with the enema tube in the sigmoid . 
colon, filling takes place from below 


upwards. (A) Tube in sigmoid colon; 
(B) the same after injection of opaque 
enema, arrow showing site of tip of 
tube in colon, and cross marking recto- 
sigmoid flexure, 


bemg folded over the 
rectum; (b) the rubber 
tube inserted until 


resistance is felt at the 
rectosigmoid junction ; 
(c) the sigmoid unfolded 
beyond the rectosigmoid 
flexure by the comparative 
rigidity of the tube. For 
these observations the 
rectal tube has been 
pushed on gently until 
resistance was felt. It 
reached the sigmoid in 
six of the twenty cases; 
in the other fourteen the 
tube curled up in the 
rectum (fig. 2). The 
possibility that a dilated 
rectum may allow the 
tube to glide into the 
sigmoid more readily was 
not borne out; the air- 
distended rectum 
shows the tube curled up 
nevertheless. Fig. 3 
demonstrates that, even if 
the tube is successfully 
made to enter the sigmoid, 
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the filling is still downwards before upwards; the 
rectum is filled first, and afterwards the fluid finds 
its way into the descending colon. 


CONCLUSIONS 


The terms “high” and “low” as applied to 
enemas have nothing to do with the distance the 
rectal tube is inserted, but only with whether the 
fluid is injected gently, so that it may percolate into 
the upper colon, or violently, so that it is rejected 
by the rectum and pelvic colon before it can pass 
further. The terms are confusing, especially to 
nurses and the laity, and should be abandoned. 

The rectal tube should not be inserted more than 
four inches. If inserted further it either curled up 
in the rectum, or, in the minority of cases in which 
it reached the pelvic colon, the rectum was always 
filled before the fluid passed into the colon. 
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NARCOTIC ABUSE IN EGYPT 


IN his report for 1938 Russell:Pasha? (now Sir 
Thomas Russell), director of the Central Narcotics 
Intelligence Bureau of Egypt, while recording con- 
tinued progress in countering illicit traffic in dangerous 
drugs, expresses apprehension lest any relaxation 
in the efforts of the last ten years may lead to a 
drifting back to the previous widespread addiction 
to narcotics. The report, as usual, is heavily 
documented and bristles with statistics. Cases of 
seizures of narcotics on or before arrival from abroad 
as well as those made in the interior of the country 
are set out in detail, accompanied by illustrations 
showing the elaborate, but misapplied, ingenuity 
by which the contraband drugs are concealed. The 
capitulations have now been abolished and foreign 
subjects are now tried in Egyptian courts under the 
new narcotic law. Of 2592 charged with offences 
during 1938, 2088 were convicted. The most 
Significant figure in the seizure tables is the large and 


1. Annual Report for 1938 of the Central Narcotics Intelligence 
Bureau to the Egyptian Government, Cairo. Government 
‘Press. Bulfaq, 1939. 


growing amount of opium that was confiscated— 
viz., 1037 kg. against 247 kg. in 1935. Opium is 


largely supplanting heroin and is now the favourite 


narcotic. Until recently it was taken by chewing, 
as in India, but the new vogue of administration is 
by hypodermic injection of a decoction of the drug. 
The magnitude of this innovation is disclosed by the 
fact that some 49,500 hypodermic syringes were 
purchased last year by the non-professional public. 
Out of a total of some 15,000 addicts 6000—7000 
employed hashish, 5000 opium, 2600 heroin and 
13 cocaine. Of 1476 traffickers reported to the 
Narcotics Bureau in 1938 no fewer than 1412 were 
natives of Egypt, 17 were French, 15 Greek, 15 
British, 11 Italian, and 5 Chinese. 

Of the contraband opium entering Egypt three- 
quarters comes from the Suez Canal front, either 
through the canal ports, thrown over in canal transit, 
or smuggled from Palestine through Sinai. Russell 
Pasha again urges the need for more preventive 
police for Suez, provided with motor launches. 
Unfortunately the Narcotics Bureau and the Cairo 
city police have, under the new treaty, lost half of 
their expert European officers and constables, and 
in two years’ time the anti-narcotic defence of Egypt 
will be entirely staffed by native police. Unless 
some of the European head constables are re-engaged. 
the director fears that many of the hundreds of 
deported foreign traffickers known to the police will 
re-enter the country unrecognised by the native 
detectives. The Pasha warns his government of the 
perils of a policy of stinting in personnel or equipment 
the efficient force which he has gathered and 
instructed. 


PAPAVERINE AND THE INTESTINE 


MoRPHIA is liable to increase rather than decrease 
the muscular tone of both the large and small intestine, 
and I. A. Bargen and R. J. Jackman of the Mayo 
Clinic observe that regions of contracted bowel, 
obstructive in nature, alternating with stretches of 
distended bowel are found alike in the toxemia of 
peritonitis and after the administration of morphia 
(Surg. Gynec, Obstet. April, 1929, p. 479). Since the 
drug is commonly used to relieve pain and post- 
operative discomfort after gastro-intestinal opera- 
tions they have tried to find a better drug for this 
purpose. Having investigated certain. other alkaloids 
of opium they conclude that papaverine hydro- 
chloride in dosage of 1+1} grains has all the analgesic 
advantages of morphia without its drawbacks. 
This drug alone or, better, in combination with 
atropine and Pantopon (papaveretum B.P.C.) was 
found to be of great value in relieving the abdom- 
inal cramps and foul discharges of ulcerative colitis. 


TEMPORA MUTANTUR 


Dr. O. P. CLARK writes: There must be many 
readers who, like myself, look back nearly a quarter 
of a century now to the days of our military service, 
following, in many cases, all too rapidly on an inter- 
rupted ’varsity or even school career. AS one who 
in his day rather ‘“‘ went through the mill” I have 
all the time a sneaking sympathy for the various 
young recruits in territorial units who come up to see 
me in course of ordinary panel practice. But perhaps 
my sympathy is misplaced, for a note brought to me 
the other day by a young man who came to have his 
ears syringed read as follows: ‘‘ Will you please 
arrange to have your ears syringed by your next drill 
night (Monday) so that the Medical Officer might 
re-examine them, Please report to Sgt. on 
your arrival in the Drill Hal.” Will you please 
arrange . . . Please report. Shades of Salisbury 
Plain! Wraiths of Wimereux! Ghosts of Gomme- 
court! O Tempora! O Mores! Nevertheless I am 
still keeping venesection equipment in readiness in 
my emergency bag with the special idea of dealing 
rapidly and efficiently with casualties among sergeant- 
peor: And who knows whether I shall need it one 

ay 
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ADDRESSES AND ORIGINAL ARTICLES 


INSULIN AND CARDIAZOL TREATMENT 
OF SCHIZOPHRENIA * | 
By L. Mrepuna, M.D. Budapest 


AND 
B. Romny, M.D. Budapest 


(From the Budapest-Angyalfold Mental Hospital) 


THE convulsion therapy of schizophrenia was 
inaugurated by one of us (L. M.) on the theoretical 
assumption of a biological antagonism between 
schizophrenia and epilepsy. This hypothesis proved 
fruitful so far as practical results went, as was shown 
by the number of remissions after convulsion treat- 
ment corroborated by the majority of subsequent 
workers. These, however, were nearly unanimous in 
rejecting the theoretical foundation of the treatment. 
Their criticism seems to be justified as much by the 
results of convulsion therapy in non-schizophrenic 
conditions, especially melancholia, as by the effi- 
ciency of other methods, such as hyperthermia and 
prolonged narcosis in schizophrenia, Especially 
difficult to interpret in terms of biological antagonism 
are cases reacting well to cardiazol though not to 
insulin, and vice versa. This treatment was described 
by one of us (L. M.) as the “crossed therapeutic 
method ’’ and was referred to by him when he said, 
in Münsingen, at the 1937 congress: ‘‘I hope that 
these crossed forms will in the future enable us to 
desist from the present drastic methods. Instead of 
the shock and the coma of the insulin therapy, and 
the convulsions of the cardiazol treatment, we shall 
be able to apply directly the slow chemical pro- 
cesses now only elicited in the organism by insulin 
- and cardiazol,’? On the basis of these considerations 
we have made it our task to initiate comparative 
investigations regarding the biochemical foundations 
of the insulin and cardiazol treatments, and to 
utilise the results of these investigations to find 
further and more effective therapeutic methods. 

In studying the action of both insulin and cardiazol, 
one is first struck by the fact that both methods lead 
to remissions in a considerable number of cases, 
chiefly in relatively early cases. In cases of long 
duration the probability of success rapidly decreases, 
The explanation of this decrease in the tendency to 
improve may be that the cerebral changes caused by 
schizophrenia have become irreversible in chronic 
cases, This supposition, however, has been rendered 
rather improbable by histopathological findings. 
According to all authors on the subject, including 
Josephy, Fiinfgeld, Miskolezy, and Hor4nyi, there is 
no correlation between the duration of the schizo- 
phrenia and the histopathological changes. More 
probable is the theory that schizophrenia is a func- 
tional disturbance of the brain caused by the primary 
affection of some other organ or system. In any 
case, both the difficulty of influencing chronic cases 
and the relative ease with which lasting remissions 
can be attained in fresh cases support the idea, first 
suggested by Prof. Maier of Zurich, that neither 
insulin nor cardiazol has any direct therapeutic effect ; 
they merely stimulate the patient’s tendency to 
improvement. In other words the therapeutic effect 
is due in both cases to secondary biochemical 


* This work was aided by a grant from the Prince Paul 
Esterhazy foundation. 
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reactions elicited by the drugs and not to their direct 
action. If the latter were the case, the simple 
procedure of increasing the dose would invariably 
lead to a remission, and stopping the administration 
of the drugs to a relapse. The situation is analogous 
to the Wasserstoss (water-shock) therapy in acute 
uremia. Nephritic uremia, like schizophrenia, when 
untreated usually becomes chronic; sometimes there 
are spontaneous cures, but there are also some fatal 
cases. The Wasserstoss therapy of nephritis is very 
effective in acute cases, whereas it is ineffective in 
chronic cases. Volhard’s Wasserstoss is essentially a 
Belastung therapy—i.e., it is based on the stimulation 
of a sluggishly reacting organ to maximum effort. 
If we consider the insulin and cardiazo] treatments as 
Belastung methods, it will be easily understood why 
these methods are relatively unsuccessful in chronic 
cases, although they considerably increase the 
tendency to remission in acute cases. 


It is known from the works of Wortis (1938) and 
others that the respiratory quotient of living brain 
is 1. This indicates that the source of energy for the 
brain tissue is supplied by carbohydrates. Accord- 
ingly, it is possible to conjecture that, inasmuch as 
the functional disturbance of the cortex is not due 
to some gross morphological or’circulatory disturbance 
—e.g., tumour and inflammation—the chemical sub- 
stratum of the deranged functioning is to be sought 
in some unknown disturbance of the carbohydrate 
metabolism of the brain. Insulin is undoubtedly one 
of the most potent regulators of carbohydrate meta- 
bolism, although its mechanism is not yet perfectly 
understood. The effect of insulin on schizophrenia 
may accordingly be traced back, directly or indirectly, 
to its influence on the carbohydrate metabolism of 
the brain. The mechanism of remission—as well as 
the biochemical disturbance underlying schizo- 
phrenia—may be found in a disturbance in some 
intermediary phase of the carbohydrate metabolism. 


A living cell is a chemodynamic apparatus which 
obtains the necessary supply of energy by turning 
glycogen into lactic acid. In the phase of restitution 
a part of the lactic acid is oxidised and the remainder 
synthesised into glycogen. The equivalent of the 
oxidised glycogen is procured by the cell from the 
blood-sugar. The fall of the blood-sugar level is 
prevented by the liver, which mobilises a necessary 
quantity of the reserve glycogen. The loss of the 
glycogen stored in the liver is compensated by this 
organ from sugar obtained from food, from exogenous 
and endogenous proteins, perhaps from fats. This 
series of processes is catalysed both in the liver and 
in the cells oxidising carbohydrates, by a number 
of ferments, regulated partly by the nervous system 
and partly by hormones. The phase of this procegs 
most easily observable in vivo is that involving 
fluctuations in: the lactic-acid and sugar contents of 
the blood. 


Effects of Cardiazol Therapy 


To begin with, we examined these fluctuations in 
the course of cardiazo] treatment, 


Cardiazol was administered according tq our usual 
routine, always in the morning, on an empty stomach. 
Before the first blood-test and the injection of 
cardiazol the patients lay in bed for 30 minutes. 
The lactic-acid content of the blood was estimated 
immediately before the intravenous administration 
of cardiazol, immediately after the epileptiform 
seizure, and 15, 30, and 60 minutes later. This was 

U 
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effected by Mendel-Goldscheider’s colorimetric method. 
Two parallel tests were made each time. 

Results of the tests are given in tables I, II, and III 
for acute, subacute, and chronic cases respectively. 


TABLE J—LACTIC ACID AND SUGAR IN BLOOD IN ACUTE 
SCHIZOPHRENIA TREATED WITH CARDIAZOL 


Lactic acid 


Sugar 
(mg. per 100 c.cm.) (mg. per 100 c.cm.) 
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6 9; 59 71 | 87 42 74 85 94 | 103 | 83 


TABLE II—LACTIC ACID AND SUGAR IN BLOOD IN SUBACUTE 
SCHIZOPHRENIA TREATED WITH CARDIAZOL 


7,19; 133 | 120) 95 | 44 , 82 | 94 | 133! 146, 112 
8 | 12 | 108 | 107 | 87°| 32 | 79 | 84| 99/115 | 92 
9 | 6 | 120 | 122 |102 | 48 | 86 | 95| 131 | 152 | 123 
10 |11 | 95 | 95 | 54 | 18 | 92 | 99] 117 | 132 | 115 
11 | 10 | 108 | 110 | 76 | 27 |102 | 105 | 142 | 148 | 150 
12 | 15 ' 113 ! 106 ' 84 ! 44 | 78 ' 821103! 102] 92 


TABLE ITI—LAcTIC ACID AND SUGAR IN BLOOD IN CHRONIO 
SCHIZOPHRENIA TREATED WITH CARDIAZOL 


13 | 13 | 119 | 101 | 62 33 | 82 96 | 120 | 132 | 115 
14 | 18 98 | 100 | 60 | 28 78 80 | 114 | 125 92 
15 | 11 | 105 | 108 | 95 41 98 | 116 | 138 | 152 | 143 
16 9 | 132 | 125 | 56 | 27 |100 | 100 | 132 | 138 | 109 
17 | 11 | 132 | 134 |104 | 50 |103 | 105 | 153 | 163 | 138 
18 | 10 | 120 | 115 51 17 85 83 | 105 | 119 | 115 


LACTIC-ACID CONTENT OF BLOOD 


Comparing the values shown in the three tables 
we may conclude that the lactic-acid level of schizo- 
phrenics at rest is normal (6-19 mg. per 100 c.cm.)— 
i.e., the oxidation of lactic acid and its resynthesis 
into glycogen balances the production of lactic acid 
by glycogenolysis. Immediately after the convulsion 
there is a steep rise in the lactic-acid content of the 
blood from 6-19 mg. to 59-132 mg. per 100 c.cm. ; 
15 min, after the convulsion the lactic-acid values 
are, allowing for experimental errors, identical with 
those obtained immediately after the convulsion. 
A considerable decrease is apparent after 30 min., 
but even after the lapse of an hour the values have 
not sunk to normal level. Tables I, II, and III show 
that there is no difference between acute, subacute, 
and chronic cases regarding the rapidity of the fall 
of the lactic-acid level after the convulsion. If the 
insufficiency of the disappearance of lactic acid— 
i.e., the resynthesis of glycogen from lactic acid— 
were one of the factors of the supposed disturbance 
of carbohydrate metabolism underlying schizophrenia, 
we could expect inveterate cases, with their lesser 
tendency for remissions, to show a retardation in 
the disappearance of lactic acid. This, however, 
was not the case. Our examinations show that there 
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is no difference between chronic and acute schizo- . 


phrenia in regard to the disappearance of lactic acid, 
and that the oxidation of lactic acid, its resynthesis 
to glycogen, is unaffected. 

One more conclusion may be drawn from the 
estimations of glycogen before and after the cardiazol 
convulsions. ‘The muscles contain no amylase and 
consequently are unable to split up their glycogen 
to glucose. Instead they transform glycogen, in the 
first phase of lactic-acid fermentation, immediately 
to phosphate of hexose (phosphorolysis). On the 
other hand, muscle extracts can produce lactic 


acid from glycogen only and not from glucose, It is 


plausible that the production of lactic acid from 
glucose by living muscles can only occur if they have 
already transformed glucose to glycogen. In view 
of these facts it seems probable that the quantity of 
lactic acid formed during the convulsions of only a 
few seconds’ duration does not come from the blood- 
sugar but from the reserve glycogen of the muscles 
and, perhaps, the nervous system, This is the more 
plausible since the glycogen content of the muscles 
falls considerably during convulsions, In view of 
the lack of respiration in the tonic phase of the 
convulsion and its superficiality in the clonic phase, 
we may assume that, immediately after the convul- 
sion, the lactic acid produced during the seizure is 
for the most part still unoxidised. This is rendered 
more probable by the fact that even 15 min. after 
the convulsion there is hardly any change in the 
lactic-acid level. The quantity of lactic acid produced 
during the seizure therefore roughly indicates the 
preconvulsional glycogen content of the muscles. 

It may be taken for granted that, after the con- 
vulsion, the lactic-acid content of the soft parts is 
identical with that of the blood. The weight of the 
skeleton may be estimated at 16-22 per cent., and 
that of the muscles at 40-44 per cent. of the body- 
weight (Bischoff and Liebig). In view of these two 
facts we have a basis for estimating the quantity 
of glycogen produced from the muscles during the 
convulsion in the increase in lactic acid in the blood 
during the convulsion. The value thus obtained is 
0-1-0-2 per cent. In view of the fact that the glycogen 
of the muscles is not entirely exhausted during the 
convulsion—the organism is even capable of further 
convulsions—the above number represents the 
minimal possible value for the musculature of schizo- 
phrenics. This value is probably considerably smaller 
than the actual amount. According to these data 
the glycogen values of the muscles of schizophrenics 
are within normal limits, 


BLOOD-SUGAR 


Simultaneously with the estimations of the lactic- 
acid content of the blood, the blood-sugar was also 
estimated by Crecelius-Seifert’s colorimetric method. 
The results are shown in tables I, II, and III. The 
values obtained on an empty stomach in the resting 
condition are generally low normal. Immediately 
after the convulsion there is a small rise in blood-sugar ; 
this rise continues and reaches the highest point 
about 30 min. after the injection. After an hour 
there is a considerable decrease, but the values then 
obtained are still above the initial level. 


Similar or identical data were published by a 
succession of authors. The first to devote himself to 
the problem was Georgi (1937), followed by Pfisterer 
and then by Hoffmann. Recently American authors 
(E. Gellhorn; and Himwich, Bowman, Fazekas, and 
Orenstein 1937) have worked on this subject in 
connexion with cerebral anoxia. Almost parallel 
with our work is that of D. Jahn (1938) on the 
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behaviour of blood-sugar in hypoglycemia; we shall 
return to his results later. 


The rise in the level of blood-sugar after the 
convulsion, according to most authors, is due to the 
mobilisation of adrenaline. This, however, has not 
yet been proved. The mobilisation of\glycogen on 
a large scale and the rise in blood-sugar demonstrated 
by ourselves and other authors afford sufficient proof 
of the extensive alteration of carbohydrate metabolism 
in the course of the cardiazol convulsion treatment. 


KETONE BODIES IN THE BLOOD 


The close connexion between carbohydrate meta- 
bolism and fat metabolism necessarily leads to a 
disturbance of the former being followed by one of 
the latter also. A most important indicator of fat 
metabolism is the behaviour of the ketone bodies. 
For this reason we examined the behaviour of the 
ketone bodies in the course of the cardiazol convulsion 
treatment. The results of these investigations are 
shown in table IV. Acetone and diacetic acid were 
estimated together, and 8-oxybutyric acid separately 
by the Engfeldt-Pincussen method. The table shows 
that after the cardiazol convulsion there is an increase 
in acetone and diacetic acid as well as in £-oxybutyric 
acid. Their values rise in parallel lines and reach 
the maximal level about 15 min. after the epileptiform 
seizure. There is some divergence between the two 
curves after 15 min, Acetone and diacetic acid 
practically disappear within 30 min., but, though 
the elimination of the 8-oxybutyric acid has also 
begun by that time, the values then obtained are 
still four or five times as high as the initial level. 


TABLE IV—XKETONE-BODIES IN BLOOD DURING CARDIAZOL 


THERAPY 
Acetone and B-oxy butyric 

acid acid 
© e z © © Q 
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22 1-2 3'1 3-0 3-2 1:5 6-4 7:9 6'3 
23 2°1 2-5 2-9 2:7 1-4 9°3 | 10-2 5:9 
24 1:8 1-6 2-1 1°8 16 | 13:5 | 14:2 9-2 


The influence of cardiazol convulsions on carbo- 
hydrate metabolism can accordingly be summed up 
as follows. During the convulsion the glycogen 
deposit of the muscles is depleted ; during and after 
the convulsion the sugar content of the blood rises 
at the expense of liver glycogen—i.e., the glycogen 
deposits of the liver are also depleted. Similarly, 
during and after the convulsion there is a rise in the 
level of the lactic-acid and ketone-body contents of 
the blood. All these data show that in the course of 
the cardiazol treatment there is an alteration of 
carbohydrate metabolism akin to diabetes mellitus. 
This circumstance tallies with the observation of 
Nyirö (1930) that there were practically no diabetics 
among patients with schizophrenia, 


Effects of Insulin Therapy 


The mechanism of insulin treatment, with special 
regard to the behaviour of glycogen, was examined in 


the course of Georgi’s and Strauss’s summation 
treatment and not in Sakel’s treatment with insulin 
alone. We examined the lactic-acid and glucose 
contents of the blood. 


TABLE V—LACTIO ACID (LA) AND SUGAR (S) IN BLOOD 
DURING COMBINED TREATMENT WITH INSULIN AND 
CARDIAZOL 


Imme- 
Before | diately | 30 Min- | Dose 
Before . after 
Case i oprali after on- |in of | cardia- 
“25 | LA | 19 200 
S 90 
26 | LA 9 180 
S 86 
27 LA 6 140 
S 86 
28 | LA | 10 180 
S 80 
29 | LA | 10 200 
S 70 
30 LA | 18 140 
8 92 
31 LA 6 240 
S 88 
32 LA | 15 160 
S 98 
33 LA 8 140 
S 79 
34 | LA |20 180 
S 85 
35 LA 0 220 
S 100 


The first blood-test was always made on an empty 
stomach, after half an hour’s rest, immediately before 
the injection of insulin. After the blood had been 
taken, the patients were given their previously deter- 
mined individual shock dose (140-240 I.U.) Wet- 
shock came on after 1-14 hours and coma after 
2-24 hours. After the first 30 min. of coma, blood 
was taken once more for the estimation of the lactic- 
acid and sugar levels. After this the patients were 
given a 10 per cent. solution of cardiazol intravenously, 
in doses sufficient to elicit convulsions (0-5-1-4 g.), 
Further blood-tests were made immediately after 
the convulsions were over, and then the patients 
were given adrenaline 0-001 g. hypodermically and 
sugar 300 g. by the mouth. Half an hour later the 
lactic-acid and sugar contents of the blood were 
estimated again. 


The results are shown in table V, and the following 
conclusions may be drawn. During insulin coma 
there are no important changes in the lactic-acid 
content of the blood, although there is usually a 
slight increase, After the cardiazol convulsion elicited 
in coma there is a considerable rise in lactic acid. 
In about half the cases the rise in lactic acid is the 
same as after simple cardiazol convulsions. In the 
other cases the rise is considerably less. This can be 
partially explained by the fact that the convulsion 
was less violent and consequently the muscular effort 
smaller than in simple cardiazol convulsions. Half 
an hour after the end of the convulsion and the 
administration of adrenaline and sugar there is a small 
rise in the blood-sugar value, but not sufficient to 
reach the initial level. By the same time there is 
already a decided decrease in the lactic-acid values. 

The possibility of eliciting epileptiform convulsions 
in insulin coma with cardiazol and the considerable 
production of lactic acid in spite of the grave 
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hypoglycemia furnish sufficient proofof our previous 
supposition that the lactic acid is produced during 
the convulsion from other sources than the blood- 
sugar. They also allow of the conclusion that the 
` reserve glycogen of the organism is not exhausted 
‘during the coma and can be mobilised by a. suitable 
stimulus. 

The effect of insulin shock on carbohydrate 
metabolism is diametrically opposed to the effect of 
cardiazol convulsions. Insulin decreases the sugar 
content of the blood; according to Jahn it also 
decreases its lactic-acid, fat, and ketone-body con- 
tents. These are data obtained during hypoglycemia 
. and indicate the direct effect of insulin. Considering 
the fact that the insulin treatment, as we have already 
stated, is by no means a substitution therapy but a 
Belastung treatment, it cannot be curative unless the 
organism is capable of a reaction to this Belastwng. 
The biochemical effect of insulin is such that this 
reaction can only be a change in the carbohydrate 
metabolism in the direction of diabetes. Actually, 
Jahn has succeeded in proving that in patients during 
a remission the blood-sugar values on an empty 
stomach were higher than before the cure. 


Summary 


It was proposed to find a common denominator 
of the mechanisms of cardiazol and insulin in their 
effects as Belastung therapies on carbohydrate meta- 
bolism. The postconvulsive alterations of the carbo- 
hydrate metabolism in the direction of diabetes 
mellitus may be considered as reactions of the 
organism and not as direct results of the action of 
cardiazol, — 

Similarly, after the administration of insulin the 
organism endeavours to compensate for the toxic 
effect of the drug by an alteration of the carbohydrate 
metabolism in the direction of diabetes mellitus. 


REFERENCES 


Georgi, F., and Strauss, R. (1937) Schweiz. Arch. Neurol. 
Psychiat. 39, 56. . 
Himwich, H. E., Bowman, K. M., Fazekas, J. F., and Orenstein, 
L. L. (1937) Proc. Soc. exp. Biol. Med., N.Y. 37, 359. 

ayi, G. (1930) personal communication. 
ortis, S. B. (1938) N.Y. St. J. med. 38, 1015. 


BLOCK DISSECTION FOR CARCINOMA 
OF THE CERVIX 


By AUBREY GOODWIN, M.D. Lond., F.R.C.S. 
OBSTETRIOAL SURGEON TO THE WESTMINSTER HOSPITAL, 
LONDON 


THE two most serious criticisms of Wertheim’s 
original operation are that it did not remove sufficient 
vagina and that it was not a block dissection. Most 
operators now remove practically the whole vagina, 
but very few attempt a block dissection. To remove 
the original growth intact with its tributary lymphatics 
and glands is a sound surgical procedure that should 
never be omitted if technically possible. No-one 
would dream of removing a breast and dissecting 
out the glands afterwards, but in the case of a carci- 
noma of the cervix this is the usual method adopted 
by most surgeons. | | 

In 1931 I began to do a block dissection, aiming at 
removing the obturator and iliac glands attached to 
the uterus. It soon struck me that there was little 
technical difficulty, and that the method of approach 
from the periphery gave a better exposure and made 
the problem of an abnormally situated or double 
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The figure is described below. 


ureter fade away. Further, it made the operation 
more bloodless and the subsequent dissection of the 
ureters an easy matter. The details of the technique 
are as follows :— 


(1) The infundibulopelvic and round ligaments 
are clamped as far out as possible, divided, and 
ligatured (fig. 1). 

(2) The broad ligament is divided between these 
points, and the two layers are separated widely, the 
uterovesical peritoneum being reflected and stitched 
to the lower angle of the wound. The uterine wall is 
transfixed on each side and a ligature tied to include 
the medial end of the broad ligament, the tube and 
ovary being ‘‘ bunched ” up at the cornu (fig. 1). 

(3) The sheet of fat and connective tissue along the 
line of the external iliac artery is stripped down to 
the wall of the artery from the infundibulopelvic 
ligament to the round ligament and the index finger 
hooked forwards and towards, the bladder underneath 
the whole thickness of the sheet. The obliterated 
hypogastric artery is then lying in the crook of the 
finger and is divided between ligatures, the two ends 
being separated widely (fig. 1). 

(4) This gives a remarkable good exposure of the 
obturator fossa, which is then cleared of its fat and 
glands with the finger, the contents being pushed 
towards the middle line. At the same time by finger 
dissection and with the point of the knife the iliac 
vessels are cleared down to the level of the internal 
iliac artery, all tributary vessels being tied en route. 
The side wall of the pelvis is then cleared of fat 
and glands, leaving only the vessels and the obturator 
nerve bare (fig. 2). 

(5) The index finger is run forwards along the 
internal iliac artery, until the uterine artery is lifted 
up onit. The fat and fascia are pushed in still further 
towards the uterus and an aneurysm-needle passed 
under the uterine vessels, which are then doubly 
ligatured and divided. The fat and glands are then 
pushed towards the cervix with the ends of the 
uterine vessels, and the pelvic floor lies bare (fig. 3). 

(6) In the previous steps the ureter has been 
gradually displaced towards the middle line and 
exposed where it lies on the posterior leaf of the 
broad ligament. This is now held on an aneurysm- 
needle and dissected off the leaf, and the peritoneum 
is divided down to the level of the pouch of Douglas 
—i.e., the uterosacral fold. The uterus is pulled hard 
to the opposite side, the fat and glands are gently 
lifted up with sponge-forceps, and the ureter is 
dissected away from the side of the vagina with 
knife or scissors, being drawn outwards and upwards 
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Fies. 1—4—Diagrams of steps in block dissection for 


carcinoma cervicis. B., bladder; E.1.v., external iliac 
vessels; @., glands and fascia; 1.1.v., internal iliac 
vessels; I.P.L., infundibulopelvic ligament; 0., ovary; 
0.H.A., Obliterated hypogastric artery; O.N., obturator 


by the aneurysm-needle as the dissection proceeds. 
There is far less likelihood of damage to the ureter 
and spread of possible growth if it is dissected in 
this way than if it is burrowed out with a finger 
along the ureteric canal in the old way. This dissection 
is carried forwards to a point that corresponds to the 
junction of the ureter with the bladder (figs. 3 and 4). 
(7) The index finger or closed curved scissors are 
then hooked under the remaining sheet of upper 
pubocervical fascia which runs along the lateral 
border of the bladder. This generally contains a 
fairly large vessel and is divided between ligatures 
(fig. 2). On pulling up the uterine end of this with 
the fat and glands and pushing the bladder downwards 
the remaining dissection of the ureter can be 
completed and the whole ureter laid bare. 


The rest of the operation differs in no respect 
from the usual method in which the greater part of 
the vagina is removed. I have used this method on 
all (67) cases of carcinoma of the cervix operated on 
since 1931. Fig. 5 shows the completed block dissec- 
tion. Although at first the time taken was a little 
longer than in a classical Wertheim’s operation, now 
I find that it is no longer, and in fact the operation is 
easier, for the exposure is better all the way through. 
It enables one to see early in the operation whether 


Ea 


`L. 


= 


Fic. 5—Uterus, appendages, vagina, and glands removed 
by block dissection. Secondary deposits in five of the 
glands. Operation 1931; patient still well and free 
from recurrence in 1939. 


nerve ; P.B.L., posterior layer of broad ligament; P.C.F., 
pubocervical fascia ; R., rectum; R.L., round ligament ; 
R.P., reflected uterovesical peritoneum; Rt., retractor ; 
T., fallopian tube; uU., uterus; U.s.F., uterosacral fold ; 
U.V., uterine vessels ; ur., ureter; V., vagina. 


the case is operable or not, and it makes the intra- 
abdominal application of radium in catheters along 
the glands easier when the growth is inoperable. In 
one case I have had to remove two inches of the 
external iliac vein which was involved in a gland, and 
I think this was made easier by the method of 
approach. With regard to the after-effect, the initial 
mortality is no higher, but it is too early to say 
how the percentage of ‘“ cures ”?” compares with that 
of the classical operation. Many of the early cases, 
however, were late group m1, and the patients are still 
alive and well; so one is led to the conclusion that 
a block dissection for advanced cases will give a 
better expectation of life. 


The drawings illustrating this article have been 
a ei by Miss Barclay Smith, to whom my thanks 
are due. 


DEFICIENCY OF VITAMIN B, IN 
HOOKWORM ANAEMIA 


By ALAN McKeEnziz, M.B. Lond., D.T.M. & H. 


MEDICAL OFFICER, EAST AFRICAN MEDICAL SERVICE 


Ir has become a commonplace that much of the 
anæmia caused by the hookworm can be removed 
without de-worming the patient. The routine in the 
Morogoro Hospital has been that de-worming is not 
carried out until the hæmoglobin has reached 30—40 
per cent. The preliminary treatment is effected 
mainly by massive doses of a scale preparation of 
iron supplemented by a well-balanced diet. It was 
found that dietetic measures had little influence on 
the anxmia itself, but that the general well-being of 
the patient was considerably influenced by the correct 
choice of diet. In an attempt to shorten the time 
needed for blood regeneration, experiments were 
made with liver extracts and blood-transfusions, but 
no advantage was gained over simple treatment with 
iron. A high protein and vitamin diet, containing 
especially supplements of dried brewers’ yeast, had 
little if any effect on the hemoglobin percentage, 
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although it had a pronounced influence upon the 
general symptoms of weakness and cedema and upon 
the skin conditions. It seemed therefore possible that 
the anemia and the edema were due to two different 
factors. The influence of yeast on the general 
condition suggested that lack of the vitamin-B 
complex might exist. That the injections of liver 
extract did not appear to influence either blood 
regeneration or the general condition pointed to a 
lack of vitamin B, This possibility was then 
investigated. 

When Aalsmeer’s test was used in a series of cases 
of hookworm anzmia, no deviation from the normal 
response to an injection of adrenaline was discovered, 
and a search of past hospital records showed that on 
the whole the pulse-rate of such cases and the systolic 
blood-pressure were low, and that the difference 
between systolic and diastolic pressure was not 
abnormally great. Ankle- and knee-jerks were not 
abnormal, Evidence of a beriberi-like syndrome 
appeared thus to be lacking, but it was decided to 
wait for suitable cases and to observe the effect of 
treatment by pure vitamin B,. 


CASE-RECORDS 


CasE 1.—Male African native, aged about 25, 
admitted on Aug. 17, 1938, complaining of 
weakness and swelling of the legs for about a 
month. He was not obviously undernourished, but 
the skin on the shins was glazed and the skin 
over the thighs and abdomen dry and covered 
with a fine scaly mosaic. There was considerable 
cedema in the legs but nowhere else. The blood 
contained 3 million red cells per cubic centimetre, 
and the hæmoglobin on the Sahli scale was 40 
per cent. There was nothing abnormal in the 
nervous system or the abdominal organs, The stools 
contained eggs of tenia and necator but were 
otherwise normal, There was a faint trace of albumin 
in the urine. Temperature was subnormal. Aalsmeer’s 
test was performed on Aug. 19 with 1 mg. of 
adrenaline given intravenously. | Blood-pressure, 
systolic and diastolic, before administration was 
90/53. There was a transitory rise for a few minutes, 
which reached 120/80, and then it fell to about 
54 or 50 mm. systolic while the diastolic pressure 
appeared to be only a millimetre or two lower. This 
lasted for fifteen minutes, when the systolic pressure 
steadied at about 60 mm, and the diastolic at about 
45. This condition was maintained for the remainder 
of the hour. No discomfort was felt, and the pulse-rate 
rose steadily from 60 to 72, 

The patient was put on an ordinary diet with a 
large supplement of vitamin A and given daily a 
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mixture containing 90 grains of a scale preparation 
of iron. The tapeworm was removed by filix mas. 
Cidema did not decrease, and on Aug. 27 4 mg. 
of Betaxin was given at 8 a.m. The pulse was recorded 
hourly during the day, but no appreciable change 
was noticed. There was a considerable diuresis, 
maintained for several days, but unfortunately 
neither liquid intake nor output could be measured. 
The slight trace of albumin in the urine disappeared 
almost at once. Next day Aalsmeer’s test was 
repeated, All readings were about 10 mm., higher, 
and the pulse pressure did not fall below 20 mm. ; 
otherwise there was nothing to note. (Edema dis- 
appeared rapidly, and by the 31st no trace remained. 
On Sept. 16 cedema again appeared at the ankles, 
and the patient was given 1 oz. of dried brewers’ 
yeast daily. On the 20th the cedema was still 
increasing and had reached the knees; so a second 
dose of 4 mg. of betaxin was given on the 21st. This 
was again followed by diuresis, and by the 24th the 
cedema had practically disappeared. Carbon tetra- 
chloride and oil of chenopodium were then given for 
the first time and a number of hookworms recovered 
from the subsequent stools. 
The blood changes were :— 


1938 
Aug. 19 Heemoglobin 40 per cent., red cells 3 million 
n 2 8 oe » 50 ” ry 3¢ ” 
Sept. 8 °° ” 52 n” ” 3% » 
” 14 oe 9? 58 ” ” 3% ” 
» 25 s4 » 60 » » 4? a» 


The skin condition improved and on Sept. 30 
was practically normal except for a slight glazing 
on the shins. No œdema at all remained. 


The second patient to be treated was more seriously 
affected and showed all the typical signs of a very 
severe hookworm anemia. @Œdema on admission 
reached to the lower part of the abdomen, the face 
was bloated, and the mucous membranes were white. 
He had by mistake been given a small dose of carbon 
tetrachloride in the outpatient department before 
admission. The accompanying' chart shows the 
changes in weight and hæmoglobin during his stay 
in hospital. 


CASE 2.—Male African native, aged about 30, 
complained of weakness and swelling of the legs for 
the last two or three months. On admission on 
Aug. 19, 1938, his weight was 104 lb. Hemoglobin 
25 per cent., red blood-cells 1$ million per c.mm. 
Blood-pressure was 90/60. There was a trace of 
albumin in the urine ; otherwise no signs of organic 
disease could be found. Cidema was considerable and 
affected the legs and the lower portion of the 
abdominal wall. He was put on a normal hospital 
diet with a supplement. of vitamin A 
and gr. 90 of scale iron a day. By 
the 28th his hemoglobin had risen 
by 10 per cent., but the cedema 
had increased and now included 
the scrotum and the abdominal 
wall as far as the umbilicus. The 
Aalsmeer test performed at this 
time was not suggestive, for the 
pulse pressure did not increase. 


On the 3lst 2 mg. of betaxin 
was given intravenously and was 
soon followed by a large diuresis 
and the disappearance of cedema 
from the abdomen. This dose of 
betaxin was repeated on Sept. 2 
and 4, but on the latter date it 
was noticed that the cedema showed 
a slight increase and was again 
appearing at the lower limits of 
the abdomen. This increase had 


Chart showing changes in weight, hemoglobin, and cedema in a patient receded by the Sth but on the 


(case 2) with hookworm anemia treated with betaxin and dried brewers’ 
yeast. The vertical rectangles indicate the extent of the cedema, 


6th a dose of 4 mg. of betaxin was 
given, which produced a much 
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greater diuresis and the disappearance of the cedema 
from the thighs and from the face, which until now 
had scarcely been affected. A second dose of carbon 
tetrachloride was now given, and several hookworms 
were passed. On the 10th, when the patient was 
put on a daily dose of 1 oz. of dried brewers’ yeast, 
only a little cedema could be recognised on the shin 
bone and round the ankle. By the 14th even this 
had vanished and the general condition of the patient 
was remarkably changed for the better. On the 29th 
the hemoglobin was 75 per cent. and the red cells 
were 4 million per c.mm, 

Aalsmeer’s test was repeated on Sept. 6 and, 
except that all recorded pressures were a little higher 
than before and the action of the adrenaline in the 
initial rise of blood-pressure lasted a minute or two 
longer, there was no significant change. 


DISCUSSION 


It appears certain from a consideration of these 
cases that the administration of vitamin B, has a 
profound influence upon the oedema accompanying 
hookworm anzmia, and, since the diuretic effect of 
this vitamin has not been recorded in well-nourished 
subjects except in doses many hundred times in 
excess of those used here, it is not unreasonable to 
suppose that a definite lack of available vitamin B, 
has been demonstrated. ` 

The fact that Aalsmeer’s test was negative and no 
nervous involvement was discovered does not to 
my mind deny the possibility of a lack of vitamin B,, 
sufficient to produce symptoms, being present. It is 
not yet known how long and how severe the lack of 
vitamin B, must be to produce the syndrome of 
beriberi, and the results of treatment are more 
significant than the absence of clinical signs of the 
disease. This lack may be due to a diet absolutely 
deficient in vitamin B,, to diminished power of 
utilisation, or to excessive loss of the vitamin by the 
action of the hookworm in obtaining its nutriment 
from the blood of its host. The diet of these patients 
was definitely not generous; however, no cases of 
beriberi 
natives living on similar diets to those eaten by these 
two men, who were both estate labourers receiving 
a standardised estate ration. The existence of a 
defect of absorption might be suggested by the fact 
that 1 oz. of yeast daily did not appear to influence 
the cdema in case 1. Yet in case 2 the full result 
did not appear to be achieved until 4 mg. of vitamin B, 
had been given as a single dose.? That there was a 
coexisting lack of vitamin-A reserves was shown by 
the visual dysadaptation test, which gave on 
admission a D.A. index (McKenzie 1938) of 154 in 
case 1 and of 15 in case 2. Oral treatment with 
vitamin A and carotene restored these to 234 and 
2134 respectively and appeared to show that there 
was no loss of the power of absorption of these two 
substances. 

Observations by Wells (1931), Nishi (1933), and 
others have suggested that a single hookworm 
extracts almost 1 c.cm. of blood each day. Foster 
and Landsberg (1934) state that “it is apparent that 
the blood loss caused by hookworms is a factor 
entirely sufficient in itself to account for the anzmia 
of hookworm disease in dogs.” Rhoads, Castle, Payne, 


1. Hecht and Weese (1937) reported that in rabbits on a normal 
diet and on a daily intake of 100 c.cm. of water a diuresis 
of double the normal amount was induced by 0:1 g. of 
vitamin B, per kilogramme of body-weight. 

2. Further work indicates that in these cases vitamin By, has 
a trigger-like action, in that little effect is produced until 
a certain dosage of vitamin Bı has been given—in one 
case 20 mg.—when the diuresis and disappearance of 
odema occur with dramatic suddenness. This appears to 
be why Salah (1938) concluded that such cases showed no 
signs of deficiency of Bı. 


have been discovered among the many, 
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and Lawson (1934) conclude that blood loss {and 
dietary deficiency are the apparent causes of hook- 
worm anemia and confirm that there is no correlation 
between the degree of anemia and the intensity of 
parasitisation. Cruz (1934) distinguished between 
those who were sick as a result of hookworm infection 
and those who were merely carriers. He stated: that 
the category into which each subject fell was deter- 
mined by his diet, and that symptoms appeared only 
when the diet was inadequate. I have not been 
able to correlate the number of worms expelled as 
a result of treatment with the degree of anemia 
pre-existing, but some correlation appears to exist 
between the economic status of the patient and the 
severity of his symptoms. The third alternative, 
that of excessive loss of the vitamins by extraction 
of blood by the worm, would seem by analogy 
to be the most probable explanation. In addition 
therefore to supplying a surplus of iron to combat 
the anemia of hookworm infection, it is necessary 
to provide large supplies of at least two vitamins 
to make up previous losses, and the importance 
of dietary deficiencies in the etiology of hookworm 
anemia is again emphasised. 


SUMMARY 


(1) Two cases of hookworm anemia in which a 
considerable degree of œdema was present are 
described, where treatment with vitamin B, in the 
form of brewers’ yeast and betaxin rapidly cured the 
edema after treatment with iron and the provision 
of a generous diet had failed to do so. (2) In each 
case the administration of betaxin was followed by 
increased diuresis, an action which does not appear 
to have been recorded apart from true beriberi. 
(3) The result of this treatment suggests that the 
cedema which accompanies hookworm anzmia is 
due to a deficiency of vitamin B,, which is in turn due 
most probably to loss of vitamins in the blood 
extracted from the host by the hookworm. 
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CHRISTIE HOSPITAL AND HOLT RADIUM INSTITUTE. 
At the annual meeting of this hospital it was pointed 
out that its system of clinics all over Lancashire and 
Cheshire which ensure early diagnosis had anticipated the 
proposals made in the Cancer Bill. The national survey 
estimated that throughout the country only 88 out of 
every 337 possibly curable cases are receiving treatment. 


-In the area served by the institute the number is 242. 


The Lord Mayor of Manchester, who presided, moved 
the adoption of the accounts, and Dr. Garfield Williams, 
dean of Manchester, who seconded the proposal, said he 
thought laymen often did not recognise the great adminis- 
trative capacity demanded of its medical staff in organising 
the work of a hospital. Dr. Ralston Paterson, director 
of the institute and hon. radiologist to the hospital, 
reported that nearly 3000 patients had passed through the 
hospital during the year. He urged the need for a con- 
centrated campaign to educate the public in the early 
diagnosis of cancer. While he recognised the danger of 
increasing the fear they wished to dispel, and while it 
would be idle to pretend that cancer was not still a serious 
killing disease, it was no longer an invariably killing 
disease. Yet of the common types that were easily 
diagnosed only 30 per cent, arrived for treatment at an 
early curable stage. 
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THE LATTER HALF OF THE LIFE OF 
AN EPILEPTIC 


By SR ARTHOR HALL, M.D. Camb., F.R.C.P. 


EMERITUS PROFESSOR OF MEDICINE IN THE UNIVERSITY 
OF SHEFFIELD 


THE case of idiopathic epilepsy which forms the 
basis of the following observations owes its particular 
interest to the careful record which the patient kept 
of his various epileptic manifestations during many 
years, This record differs from those already 
published not only in its greater length (28 years) 
and in the stage of life covered (mid-adult to old age) 
but also in being the record of a less severe type of 
epilepsy. Most of the existing records come from 
institutions for epileptics and necessarily refer to 
those who are inmates on account of the severity of 
their malady. In the following record it is interesting 
to see how far the many features of various kinds 
shown by the records of more severe cases can be 
confirmed or otherwise in the commoner and milder 
forms, 


Case-record 


Mr. X, single, aged 37, came to see me in August, 
1900. The first fit he knew of was in 1883, at the 
age of 20, when he fell down in the street and hurt 
himself. 

It seems possible that night attacks may have 
preceded this, because for some years he had always 
slept in his father’s bedroom. Whether or not 
there had been any in the night before 1883, there 
were several during the next few years. In these 
he bit his tongue and awoke next morning with a 
headache. 

Towards the end of the ’eighties the day-fits became 
more frequent; hence in 1891 on medical advice 
he began to take bromides regularly, and as a result 
the major fits became fewer and less severe. Besides 
the major fits he has minor fits which he speaks of 
as ‘‘ queer feelings.” 
to me he was taking potassium and strontium 
bromides gr. 10 of each twice a day. 

Major attacks were occurring every 2 or 3 months 
and minor attacks every 3 or 4 weeks. The latter 
were slight and gave no trouble, but he was anxious 
to stop the major fits, which threatened to make him 
lose his employment as clerk in an office. 

With this object on Aug. 14, 1900, 14 drachms of 
bromide of potassium daily was prescribed. On 
this dose a major fit occurred in November, 1900, 
and another in January, 1901. Unfortunately 
this daily dose of bromide, while not preventing the 
major fits, was making him so drowsy and lethargic 
that any increase seemed out of the question. 

Fortunately for him, it happened that in giving an 
account of his major fit of two days before (Jan. 5, 
1901) he mentioned something which suggested a 
different line of approach to the problem. He said 
that the fit had occurred while he was on holiday 
away from home, when he took more alcohol than he 
was accustomed to. He was never a heavy drinker 
but as a rule had a glass or two of beer a day. 

On the strength of his statement we agreed to try 
the effect of giving up alcohol entirely for a year. 
At the same time (January, 1901) the dose of bromide 
was reduced to gr. 60 a day. During the next four 
months he felt much better and there was no major 
fit; therefore on May 14, 1901, since he was still a 
little drowsy, the experiment was made of reducing 
the dose of bromide to gr. 30 daily. This was followed 
by a major fit on June 18, 1901. The dose was 
therefore put back to gr. 60 for another two months, 
when a similar reduction was again tried on Aug. 29. 
icone. two weeks he had another major fit (Sept. 7, 
1901). 


At the time of his first visit : 
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It was clear that at this stage gr. 30 a day of 
bromide, even with a total abstinence from alcohol, 
was not a large enough amount to prevent major 
fits, but that apparently gr. 60 was effective, so 
long as he did not take alcohol. 

On this treatment he remained completely free 
from major fits for the next fifteen years. From 
January, 1901, to the end of his life he never took 
alcohol again. During these fifteen years (1901-15) 
the minor fits continued to occur at intervals much 
as before. These and what he called “ slight heads ”’ 
will be dealt with in detail later. 

In January, 1904, after he had been three years 
without a major fit, I suggested that he should begin 
ee a record, particulars of which will be given 
ater. 

Meanwhile the further history of the case was as 
follows. On Sept. 15, 1915, there had been no major 
fit since the last experimental reduction of bromide 
in September, 1901. It was therefore decided to 
repeat the experiment and prove whether with the 
lapse of time a smaller dose would suffice. 

The bromide was therefore reduced to gr. 30 
a day, and for the next four weeks all went well. 
Unfortunately, however, on Oct. 26 the patient on his 
own initiative reduced it by another half—i.e., 
to gr. 15 a day—with the result that he had a major 
fit on Nov. 5. It occurred in the night. He found 
himself in the w.c. with a black eye. 

Although he had spoilt the experiment, he had 
proved that even after all these years of bromide 
treatment gr. 15 a day was not enough to prevent 
major fits. It seemed safer to return to gr. 60 a day. 
This was done on Nov. 6, 1915, and there was complete 
freedom from major fits for a further eight years. 


TABLE SHOWING TIME-RELATIONS BETWEEN EXPERIMENTAL 
REDUCTIONS OF BROMIDE INTAKE AND OCCURRENCE OF 


MAJOR FITS 
Daily = © 
dose of = Date 7 
Dates | potassium O of each KS — 
bromide ‘3S major fit | <q 
in grains | = | 
Aug. 14,1900- 90 oe Nae rata a 
Jan. 7, 1901 1 | Jan. 5,1901] .. 
Jan. 7- 
May 14,1901 60 0 zá 0 
ay 14- 
June 18, , 30 1 June 18,1901| 0 Expt. 1 
June 19- 
Aug. 29, » 60 0. Gi 0 
Aug. 29- 
ept. 7, » 30 1 Sept. 7, 1901| 0 Expt. 2 
Sept. 8, 1901- 60 bd RR Sa ae 
Free interval of 14 years 
Sept. 15- | 
Oct. 26,1915 30 0 ee 0 Expt. 3 
Oct. 26- | 
Nov. 5, » 15 1 |Nov.5,1915| 0 | 
Nov. 6, 1915- 60 ee ee 0 ' 
Free interval of 7 years 
Aug. 20- 
Aug. 26, 1922 0 1 SER 0 | Patient’s 
own doing 
Aug. 27, 1922- 60 0 ay 
Free interval of 3 years 
Aug. 14- 
Aug. 30,1925 45 0 S% 0 
ug. 31- 
Sept.10, » 224 1 |Sept.10,1925) 0 Patient’s 
| own doing 
Sept. 11, 1925- 60 0 ee 0 | ee 


Free interval of 1 year 


t 1 November 0 Patient’s 


October-Nov. 1, 
1926 own doing * 

Nov. 2, 1926- 

Dec. 20, 1928 


60 0 


Free for 2 years 


Total major fits 
in28 years .. 


|8 


* Details not admitted 
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In spite of these unhappy ,xperiences he 
repeated similar experiments on himself on 
three further occasions. The first was on 
Aug. 20, 1922, when he stopped taking his 


medicine entirely. Five days later (Aug. 26) 5S 


he fell in the street, hurt himself, and was 
brought home in a taxi. 


The second was three years later, in August, 45 


1925, when he reduced the dose first to three- 
quarters and then to half that—i.e., to a little 
over gr. 20. A severe major fit followed within 
two weeks, and he found himself in hospital. 

The time-relations between the experimental 
reductions of bromide intake and the occurrence 
of major fits is shown in tabular form. 

The third and last time in his life was in 
October, 1926, a major fit occurring on Nov. 1. 
He did not disclose exactly what he had done 
to bring it about. After that he kept faithfully 


N 


YEARLY INCIDENCE 
S N GI 


to the prescribed dose. In none of the ‘‘ experi- IS 


mental ” major fits was there any question of 


his having broken his pledge about alcohol. 10 


Further history.—In August, 1927, he retired 
from business. 
his general health began to fail. The various 
minor epileptic manifestations were much less 
frequent, but he lost weight, his legs began to 
get weaker, and he felt il. During 1928 he 
steadily deteriorated, and in the autumn of 
that year his legs became cedematous and he 
had to lie up. 

In December, 1928, I saw him in consultation with 
his medical attendant, Dr. D. C. Barron, and we 
agreed that his condition was due to chronic bromide 
poisoning, for he had now developed an extensive 
papulo-erythematous rash on both shins. It was 
therefore decided to stop the bromide altogether and 
to substitute phenobarbitone gr. 2 night and morning. 
This change was followed by the most satisfactory 
results. His general health began to improve, he 
regained weight, and the oedema of the legs disappeared. 
Most striking of all, the epileptic manifestations 
of every kind ceased entirely. 

During the following year he left the neighbour- 
hood. I saw him for the last time two years later, 
in March, 1931. He was in good health and spirits 
and weighed over 11 st., whereas in earlier years he 
had never weighed more than about 9. He had not 
had a single ‘‘ queer feeling ” or ‘‘ headache ” since 
beginning to take phenobarbitone. 


He died in September, 1931, but there is no detailed 


information as to the cause of death, except that he 
was only laid up for two days. 


Chronological Record of Fits (1904-31) 


The circumstances which led to the starting and 
continuation of this record were as follows. In 
January, 1904, although he had been three years 
without having a major fit, minor attacks were 
still frequent. I therefore suggested that it might 
be of help in regulating his treatment if he were to 
note down the day and hour at which each of these 
took place. I expected that after doing so for a month 
or two he would probably tire of it. This surmise 
proved incorrect. A somewhat introspective bachelor, 
with few outside interests, no hobby, and a daily 
routine of extreme monotony, he took a great interest 
in the recording of his attacks and, as the years went 
on, kept it up with Pepysian faithfulness, When he 
came to see me, every few months, the pocket diary 
was at once produced, and as he read out the day and 
hour of every epileptic item since his previous visit, 
I took them down in notes. It is from these in my 
possession that the record has been prepared. 

Fig. 1 shows the annual number of epileptic events 
of all kinds during 28 years. It divides itself into two 
periods: the first (1904-28) during which he was 
taking bromides, and the second, much shorter 
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23 25 27 29 3I 


~ POTASSIUM BROMIDE 


DIED SEPT, /93/ 


MAJOR FITS 


AGE 4I 45 50 55 60 65 68. 
Fra. 1—Annual incidence of epileptic events during 28 successive 


years (1904-31). | =major fit. 


(1929-31), when taking phenobarbitone. In this 
latter period there were no epileptic events of any 
kind. In the former period there were altogether 
four major fits, particulars of which have already been 
given, The annual number of minor fits reached its 
maximum (55) in 1907. After that the numbers 
began to diminish, at first rather rapidly, and within 
six years they had dropped to about 30 per annum. 
From then onwards the fall was steady and gradual, 
until in 1928 there were only 15. 

The so-called ‘slight headaches” became more 
frequent from 1910 to 1915, more or less coinciding 
with the diminishing frequency of the minor fits. 
From then onwards they too became fewer, though 
exceeding the number of the minor fits, 

RHYTHMS 

In figs. 2 and 3 the records have been charted 
so as to show the rhythm of the minor fits. Details 
as to how they are to be read accompany each figure. 
Fig. 2 covers the whole period of 25 years of bromide 
therapy. There is a -wide difference between the 
rhythm of minor fits during the earlier and the later 
years of the record. Indeed, for purposes of descrip- 
tion it may be divided into two phases: the first 
from 1904 to 1909, the second from 1910 to 1928, In 
fig. 3 single years show these differences more clearly. 

Phase I (1904-09),—Each of the first five years 
(fig. 2) shows a similar type of rhythm. Tall columns 
(intervals of 2-4 weeks) are usually followed by one 
or more short columns (intervals of a day or 
two). Thus during this phase there are fairly 
long periods of freedom from fits, which then recur 
every day or two for perhaps a week or more, Then 
follows another long interval of freedom. This phase 
of grouped fits will be discussed in detail later. 

Phase IT (1909-28).—In 1909 the rhythm changes, 
The grouping of fits seen in phase I becomes more 
rare and within a few months practically ceases. 
From then to the end the columns are more uniform 
in height—i.e., the intervals between consecutive 
minor fits are of a more equal duration (fig. 2). 
Although this rhythm continues to the end of the 
record, it is noticeable that, whereas from 1909 
to 1919 the columns are rarely so long as three weeks, 

U2 
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from 1919 onwards they become longer, often exceed- 
ing in length any that have gone before. In other 
words, from about 1919 the annual number of minor 
fits steadily decreases, without any change in the 
rhythm. 
PHASE I—PERIODIC GROUPS OF FITS WITH INTERVAL 
OF FREEDOM : 


A periodicity of this kind has long been recognised. 
Gowers (1888) found in a series of cases that the 


intervals of freedom were less than a month in three- . 


quarters and not more than two weeks in about half. 
Griffiths and Fox (1938) have recorded intervals of 
freedom as long as twelve months, and in one case 
. there was a cycle of about two years with diminishing 
intervals. In most of their cases of this type, how- 
ever, the intervals vary from fourteen down to two 
weeks. After the interval of freedom there may be 
only a single fit, or there may be several, either on 
the same day or during the following few days. 
Grifiths and Fox call these periodic groups of 
fits “units of epileptic activity,’ each “unit” 
extending from the first to the last fit of the group. 
They also suggest that the so-called ‘intervals of 
freedom ” between successive units should be measured 
from first day to first day and not from the end of one 
unit to the beginning of the next. 

Units of epileptic activity—lIn fig. 4 the record 
for the first five years (1904-08) is arranged to show 
the grouping of these units of activity, each of which 
is indicated by a surrounding line. They vary in 


1913 
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length from one to several days. Of the 82 units 
which, according to this method of grouping, occurred 
during the five years, more than 70 per cent. lasted 
five days or less, whereas more than 50 per cent. were 
between three and five days long. As regards longer 
units than these, there are several examples of units 
of six, seven, or even eight days which seem unmistak- 
able. Whether a unit may last much longer than this 
may be open to question, but a precedent is to be 
found in a record in Griffith’s (1933) paper, where in 
case 2, although more than half the units lasted only 
five days or less, there is one of eleven days, with 
fits on each day. 

In fig. 4 some of the more doubtful long units are 
shown by dotted lines. 

Length of intervals between units. —Measured from 
the onset of one unit to the onset of the next in the 
way suggested by Griffiths and Fox (1938) 70 per 
cent. of the intervals shown in fig. 4 are between two 
and four weeks in length, and more than 60 per cent. 
between three and four weeks. The term “ interval] 
of freedom ” is not strictly accurate, for it necessarily 
varies with the duration of each unit of activity. 

It is probable that this type of periodicity had 
been present in this man for many years. On his 
first visit in 1900 he stated that for the last seventeen 
years, besides his occasional (major) fits, he had had 
“ queer feelings ” (minor fits) ‘‘every three or four 
weeks, and they usually recur for two or three days.” 
This is a fairly accurate description of phase I, This 
monthly or nearly monthly periodicity during the 
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Fra. 2—Chart showing the number of major and minor fits in each year from 1904 to 1928 and the intervals between 
them. Each of the four major fits is shown by an arrow pointing down to it. Each column indicates one minor 
fit and, by its height, the number of days since the preceding fit. When more than one minor fit occurred on the 
same day, each additional fit is shown by a cross. The total number of minor fits in each year is therefore the 


number of columns plus the number of crosses, 
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Fia, 3—Charts of three years, separated, by intervals of 
ten years, to show the contrast between phases I (1907) 
and II (1917 and 1927), as described in the text. For 
explanation of charts see under fig. 2. 


earlier years of the record calls to mind those cases in 
females in which fits are said to occur at the menstrual 
periods only. A ‘‘ menstrual epilepsy ” is sometimes 
spoken of as if it were a type more or less distinct 
from other forms. Locock in 1857, when first calling 
attention to the.good effects of the bromides in 
epilepsy, did so particularly in the treatment of 
“ that form associated with the menstrual periods.” 
Whether there is any causal 

relation between the menstrual 
cycle and the epileptic activity |9Q4JAN. 
is of more than academic inter- MARET- 
est. If true, it is important ; 
ìf untrue, it is misleading. 
Whereas experience shows that 
there is some relation between 
epilepsy and sexual activity, 
such evidence as is obtainable 
does not support the view that 
the menstrual cycle itself has a 
direct causal relation to the 
occurrence of fits in an epileptic. 
First, it is only in some epileptic 
women that fits tend to occur 
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are two processes, each of which recurs periodically 
at nearly the same interval of time and lasts over 
a series of days, the two events must often approach 
one another, coincide, or overlap, and when once it 
happens it must continue to do so for several months 
in succession. 

Whether there is a “ menstrual epilepsy ” or not, 
the term is of historical interest because of its connexion 
with the early use of bromides. The line of reasoning 
by which Locock was led to give it in his case 
was curious. He had read of a German scientist 
who had found that large doses of bromide made him 
temporarily sexually impotent. Locock determined 
to try it in cases of “hysteria” and found it beneficial.. 
When, therefore, in 1856 a woman consulted him 
on account of epileptic fits at the menstrual periods, 
he prescribed bromide for her. The result was 
completely successful, This was first announced 
by him in 1857 at a meeting of the Medical and 
Chirurgical Society, of which he was then president. 
After this its use in epilepsy at once became general, 
and in 1860 Radcliffe in his Goulstonian lectures could 
say: ‘‘ After trying it in scores of cases during the 
last two years, I can testify that bromide of potassium 
is a very remarkable remedy.” Thus, for the next 
half-century, thanks to Locock’s chance discovery, 
bromides formed the mainstay and, until the 
phenobarbital group was introduced, the only reliable 
treatment for epilepsy. 


PHASE II—SINGLE FITS AT-MORE EQUAL INTERVALS 


In the second half of 1909 the rhythm began to 
change rather abruptly, and from then until his death 
twenty-two years later it never returned to the same 
grouping of fits seen in the first 54 years of the record 
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“ When closely investigated the 
relation is not found to obtain 
in more than about half the 
cases.” Secondly, even in those 
cases in which the relation in 
time is most striking the order 
of the two events varies con- 
siderably from month to month. 
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In the same individual fits may ESTIENNE 
precede, accompany, or follow HHHH HE EEDENEAUEESE 


the menstrual flow in different 
months. Thirdly, epilepsy with 
a cycle of three or four weeks 
occurs by no means rarely in 
males, as in the case here ia 
recorded and in three of the 
four cases published by Griffiths 
(1933). An adequate explana- 
tion seems to be that, when in 
one and the same person there 
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Fie. 4—Phase I (1904-08) showing periodic rhythm. Minor fits occur in groups 
with intervals of freedom. A minor fit is shown by a dot, and a “unit of 
epileptic activity ” (a group of fits) by an enclosing line. A discontinuous 
line markes a doubtful unit. 
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(fig. 2). There was no change in his mode of life or 
kind of treatment at this time which could account 
for it. Probably the cause was from within rather 
than from without. When it happened (1909) he 
was in his forty-sixth year. It would seem that, 
just as his epileptic manifestations had, if not begun, 
at any rate become more severe when he was about 
twenty, that is on entering young adult life, so they 
became less severe as he began to leave it behind. 

Headaches.—About the same time as the change 
in rhythm of the minor fits, slight headaches began 
to: occur. Although he had occasionally had more 
severe headaches, this milder variety had not been 
-observed. During the next year or two they became 
more frequent than the minor fits and, like them, 
became fewer as the years went on, until they ceased 
altogether when he was put on phenobarbitone in 
December, 1928 (fig. 1). They were not bad enough 
to interfere with his work. All he could say was 
that on such and such days he had what he called 
“a slight head ” and on other days he had not. The 
dates of all these ‘‘ heads ”?” were recorded along with 
those dates on which there were minor fits. As a 
tule the two did not occur on the same day or even 
on the day before or after. (They are omitted from 
the record to prevent confusion.) 


HOURLY INCIDENCE OF MINOR FITS 


Except in a very few instances the time of day 
at which each minor fit occurred is recorded as well 
as the date. Fig. 5 shows the hourly incidence 
during waking hours. None occurred in the night. 
He was taking one dose (gr. 30) of bromide at bedtime 
(10-11 P.m.) and the other on rising (7.30 A.M.). 
The percentage of minor fits during each of the 
successive periods of five years, together with that 
for the whole twenty-five years is seen. There is 
considerable difference between the last named and 
any one of the five-year periods. In the 25-year 
chart the peak is about 3 P.M., and about nine-tenths 
of all his fits occurred from then either backwards 
for three hours or forwards for five hours—i.e., 
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Fie. 5—Hourly incidence of minor fits in percentages during five 
successive 5-year periods and during the same 25 years as a 
whole. No minor fits occurred between going to bed and rising. 
Note the gradual shifting of the peak hours from afternoon to 


evening during the last two 5-year periods. 


between 12 noon and 8 P.M. In the successive five- 
year charts the morning attacks, at any rate in the 
earlier hours, become fewer and there is a well-marked 
shift of the peak from the afternoon to the evening 
hours, especially in the last two five-year periods. 

Langdon-Down and Brain (1929), as the result 
of extensive investigations on the time-incidence 
in epilepsy, conclude that, so far as can be ascertained, 
the influence of sedative drugs upon the time distribu- 
tion of the convulsions is negligible. In the present 
instance, however, the occurrence of a peak at or 
about mid-afternoon coincides with the time at which, 
one may suppose, the effect of the night and morning 
doses of bromide would be wearing off, and that in 
a case of such slight severity one epileptic explosion 
would usually clear the air for the next few hours. 

The shifting of the peak hours to later in the day 
as the years went on could then 'be explained by 
assuming that the effect of the same dose of bromide 
lasted longer. Such a view is supported by the fact 
that this record covers the period, not from youth 
to manhood, but from middle age to old age, and that 
during the last of the five-year periods (1924-28), 
when he had reached the sixties, the bromide 
undoubtedly began to produce toxic effects of such 
severity that it was eventually found necessary 
to stop it entirely. | 


FINAL STAGE; PHENOBARBITONE INSTEAD OF | 
BROMIDE 


Seeing that the result of this change in treatment 
was so satisfactory, one could wish that it had been 
made earlier. 
that the anti-epileptic action of phenobarbitone was 
not discovered by Hauptmann until 1912—i.e., 
twelve years after this case first came under observa- 
tion—and that it was not until some years later that 
it came into general use. By that time this man’s 
attacks were getting fewer and slighter, and, although 
the question of changing to phenobarbitone was 
discussed from time to time, it was thought wiser 
to let well alone, especially in view of the repeated 

disasters which had occurred when the dose 
of bromide was reduced. 


~A Moral 


The facts in this case have at least a 
bearing on one problem which has only 
arisen during recent years. When is it safe 
to allow a person who has had epileptic 
attacks of any kind to drive a car again ? 
Whereas in former times it was only neces- 
sary to warn such a person of possible 
dangers to himself, today one must add a 
similar warning as to dangers to others. 
Although it is well known that there are 
epileptics in whom the fits cease entirely 
after a time, the case here reported shows 
that a major fit may occur even after fifteen 
years’ control by treatment. So far no 
medical certificate is required by the authori- 
ties for a driver’s licence. If it were, there 
might often be considerable difficulty in 
giving one that would be just to all parties 
in some cases of idiopathic epilepsy. 


Summary 


(1) An epileptic man remained free from 
major fits for thirty years, provided that 
he kept strictly to the treatment prescribed. 
Minor fits continued to occur during the 
whole time (twenty-seven years) that he 
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was taking bromide but ceased when this was 
replaced by phenobarbitone (three years). 

(2) Complete prevention of major fits was not 
obtained: by even larger doses of bromide until he 
abstained completely from alcohol. While he abstained 
from alcohol, a daily dose of 60 grains of bromide was 
sufficiently large, whereas 30 grains was not large 
enough, at any rate in the earlier years, and 15 grains 
was too small in later years. This was repeatedly 
proved by experiment. 

(3) A record shows two distinct types of rhythm 
of the minor fits. From 1904 to 1909 they occurred 
‘in groups or units of activity with irregular intervals 
of freedom of 2-4 weeks. From 1909 to 1928 there 
was no such grouping. The change from one rhythm 
to the other began in his forty-sixth year of age. 

(4) The hourly incidence of minor fits shows a peak 
in mid-afternoon, tending to move towards the evening 
in the later years. It is suggested that this is con- 
nected with the increasing effect of the bromide 
(taken night and morning) as he got older. 
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QUININE IN MYOTONIA CONGENITA: 
ITS ANTAGONISM TO PROSTIGMIN 
By GRACE BRIScoE, M.B. Lond. 


(From the Physiological Laboratory, London (R.F.H.) 
School of Medicine for Women) 


THE discovery of the beneficial action of Prostigmin 
in myasthenia gravis (Walker 1934) has been followed 
by the observation that quinine relieves the rigidity 
of myotonia congenita and makes myasthenic patients 
worse. Dr. L. P. Laurent suggested that it would be 
of interest to study the physiological antagonism of 
these two drugs by the same experimental methods 
that were used in observing the antagonism between 
curarine and prostigmin (Briscoe 1936). 

Wolf (1936) found that quinine was a specific 
remedy for myotonia. In the four cases reported 
the myotonic symptoms were relieved by the intra- 
venous injection of gr. 10. of quinine hydrochloride. 
In 1937 Kennedy and Wolf described four more cases 
of myotonia corrected by quinine hydrochloride. 
They found that quinine given to myasthenics led 
to great increase of weakness, and that prostigmin 
given to myotonics caused a huge increase of muscle 
tonus. W. A. Smith (1937) confirmed Wolf’s observa- 
tion and described three more cases of myotonia 
relieved by quinine. Kolb, Harvey, and Whitehill 
(1938) found that the rigidity in a case of myotonia 
congenita improved under quinine but became 
worse when prostigmin was combined with the 
quinine, 


RESULTS OF EXPERIMENTS 


The experiments here described were undertaken 
to determine whether the characteristic depressant 
effects of prostigmin in normal muscle were 
antagonised by quinine as they were by curarine. 
Contractions of mammalian muscle (cat’s quadriceps), 
in situ with circulation intact, have been recorded 
isometrically with a flat steel spring 3 in. wide, firmly 
held in a steel frame. Neon-lamp discharges have 
been used for indirect stimulation. 


Drugs of the eserine and curarine groups produce 
depressant effects on skeletal muscle, their differences 
being disclosed when the responses to different rates 
of stimulation are tested (Briscoe 1936, 1938). With 
the eserine group the size of contraction is’ more 
reduced with high rates of stimulation, whereas with 
the slower rates there is an early transient loss of 
tension, which produces a notch in the myogram. 
In depression caused by curarine responses to all 
rates are affected similarly, there being first reduction 
of the power to maintain the tension of a tetanus and 
then reduction in size of contraction. Quinine 
produces effects similar to those following a mild 
degree of  curarisation, the decrease in the size of 
contraction being less than the decrease in the power 
to maintain tension. Curarisation, in the sense of 
complete block between nerve and muscle, is not 
reached, for large doses of quinine produce a dangerous 
fall of blood-pressure with great slowing of the heart. 
The differences between the eserine type of depression 
and that produced by quinine are illustrated in fig. 1, 
shown in response to slow and fast rates of stimulation. 

The notched curve seen in eserine depression is 
rapidly corrected by a small dose of curarine, the 
antagonism showing itself within a few seconds of 
injection (Briscoe 1936). The notch can be removed, 
also in a few seconds, by a large dose—e.g., 40 mg.— 
of quinine, but this dose is dangerous to the circula- 
tion. A smaller dose—e.g., 15 mg.—injected slowly 
will remove the notch in a few minutes and produce 
a noticeable but not disastrous fall of blood-pressure | 
(fig. 2). The peripheral improvement in the myogram 
is maintained while the circulation is being adversely 
affected by the drug. The antagonistic effect of 
quinine does not last long, and, as it is eliminated, 
the notch due to prostigmin reappears in the myogram. 
Substance 36 (another analogue of eserine closely 
related to prostigmin) produces the typical eserine 
effect .but is eliminated very slowly; hence the 
notched myogram can be traced for hours. In one 
case the notch was twice abolished by suitable doses 
of quinine but reappeared and was still in evidence 
34 hours after injection of the eserine-like substance. 

Quinine is additive to curarine. A moderate dose 
of quinine—e.g., 15 mg., which has little effect on 
normal muscle—produces no corrective effect in 
partial curarisation, but the reduction in size of 
contraction and in power to maintain tension is 
accentuated. 


DISCUSSION 


A possible cause of the abnormal myograms seen in 
eserine depression must be discussed before the 
antagonistic effect produced by quinine, The theory of 
chemical transmission of nervous impulses postulates 
that the quanta of acetylcholine liberated at the nerve- 
endings by excitation directly stimulate muscle- 
fibres and are then destroyed. Eserine is known to 
delay the normal swift destruction of acetylcholine. 
Brown et al. (1936) have shown that muscle-fibres 
after the administration of eserine give a repetitive 
discharge in response to a single stimulus. This 
effect is attributed to the persistence of acetylcholine 
in the neighbourhood of the motor end-plates. When 
iterative stimulation is used, as in the present experi- 
ments, the depression which follows eserinisation is 
shown in the myograms by reduction in the size of 
contraction followed by a swift but temporary 
relaxation. It is possible that, after the first excess 
of acetylcholine is worked off, there may be a more 
normal balance between the formation and destruc- 
tion of the transmitter, enabling the muscle to 
emerge from its depression if the rate of stimulation 
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is sufficiently low. This swift early fall of tension 
followed by a slow rise forms the notch so charac- 
teristic of myograms obtained after the administration 
of eserine-like substances. | 


Quinine may produce its antagonistic effect in 
eserine depression in one of several ways: (1) by 
causing increased destruction or diminished produc- 
tion of acetylcholine, reducing excess from a depressant 
level to the level for normal excitation; (2) by 
raising the threshold of the motor end-plates and so 
lessening the effect of abnormal amounts of acetyl- 
choline; or (3) by exerting a direct action on the 
muscle-fibres. If quinine acts in a curare-like manner, 
it is improbable that the first explanation is correct, 
for it has been shown that stimulation of the motor 
nerve-fibres causes the usual release of acetylcholine 
when transmission of excitation from the nerve to 
the perfused eserinised muscle has been prevented by 
curarine (Dale et al. 1936). Harvey (1939) has made 
a pharmacological investigation of the peripheral 
action of quinine in eserinised'and in normal skeletal 
muscle. He found that quinine abolishes the repetitive 
response to a single stimulus which normally occurs 
after eserine. He has shown that quinine affects 
conduction from nerve to muscle by raising the 
threshold of the motor end-plates and that it also 
affects muscle-fibres directly by increasing the refrac- 
tory period. These two actions of quinine in normal 
muscle are sufficient, singly or combined, to explain 
its antagonistic action in eserinised muscle. 

It cannot be assumed that myotonia affects only 
the peripheral mechanism of contraction, but it seems 
probable that the main disability concerns either the 
muscle-fibre or the passage of impulse from nerve to 
muscle, If the disturbance is at the motor end-plate, 
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Fie. 1—Comparison of effects of prostigmin and of quinine 
on muscular contraction. (Cat, 4'2 kg.; quadriceps. 
Time in seconds. Two-second spells of stimulation 
at slow rate, 45 per sec., and at fast rate, 112 per sec., 
applied every half-minute. Calibration of tension in 
kg.) A, control curves of normal muscle; B, effect 
of prostigmin; C, effect of quinine, injected after 
recovery from prostigmin, 


with abnormally low threshold, quinine would relieve 
symptoms by raising the threshold. If the muscles 
are abnormally sensitive so that they respond repeti- 
tively after a stimulus has ceased, quinine would 
relieve by raising the refractory period of the muscle- 
fibres. Until the actual cause of the disease has been 
discovered it is not possible to decide which action of 
quinine is the more important. 


In myotonic patients the repetition of a voluntary 
movement causes improvement; the muscles relax 
and act freely but become tonic again on inactivity. 
This sequence of events may be compared with that 
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found in the experimental muscle after eserinisation. 
When spells of stimulation are closely spaced—e.g., 
at 1 sec, intervals—the deformity in the curve dis- 
appears but reappears as soon as the intervals are 
lengthened to 10-20 sec. (Briscoe 1938). In both 
cases improvement takes place with activity and 
relapse follows inactivity. It is not suggested from 
this super- 
ficial resem- 


K 


blance that 
myotonia is a 
form of poison- 
ing from 
acetylcholine. 
It is more 
probable that 
in this disease 
there is hyper- 
excitability 
to normal 
amounts of 
trans mitter, 
whereas in 
experimental 


eserine depres- 


sion there is 
normal ex- 
citability to 
abnormal 
amounts of 
trans mitter. 
In both cases 


. elimination of quinine. 


O-NWA ODL 


Fic. 2—Removal of notch due to 


prostigmin by istration of 
quinine. (Quadriceps. Stimulation- 
rate 45 per sec. applied in 2 sec. 
spells at 20 sec. intervals.) A, 
notched myogram due to prostigmin 
1 mg. by intramuscular injection 
preceded by atropine 2 mg.; B, 
1 min. after intravenous injection 
of quinine dihydrochloride 15 mg. ; 
C, 4 min. later, notch gone. Notch 
reappeared in less marked form during 
As pro- 
stigmin was eliminated the notch 
gradually disappeared and curve 


repeated activ- became normal in size and shape 
ity causes & 2} hours after injection. 
readjustment 


of the delicate balance between amount of acetyl- 
choline and threshold of excitation which must 
obtain, if the conception of the chemical transmission 
of nervous impulses be correct, in the normal 
contraction and relaxation of muscle, 


SUMMARY 


(1) Quinine, injected intravenously, is antagonistic 
to prostigmin and synergistic with curarie in its © 
effects on normal skeletal muscle, 

(2) Quinine produces its effects on muscle both by 
raising the threshold of the motor end-plates and by 
direct action on the muscle-fibres. 


(3) It is not possible to decide which of these two 
actions of quinine is the more important in the relief 
of the rigidity of myotonia congenita until more is 
known of the cause of this disease, 


(4) It is suggested that in myotonia congenita 
there is hyper-excitability to normal amounts of 
acetylcholine, l 


My thanks are due to Dr. A. M. Harvey for allowing 
me to read in manuscript his forthcoming article in 
the Journal of the American Medical Association on 
the action of quinine in myotonia and myasthenia. 
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A FLEXIBLE GASTROSCOPE 
WITH MAGNETIC CONTROL OF OBJECTIVE 


By Drenys JENNINGS, B.M. Oxfd 


THE invention of the flexible gastroscope brought 
endoscopy of the stomach within the reach of every 
surgeon and has led to a flood of curious statements by 
authors who fail to grasp its limitations. The flexible 
instrument has the advantage that it never impinges 
against the posterior wall of the stomach ; and so in 
nearly every case it can be passed far enough to give 
some sort of a view of the antrum. But if the 
Schindler classical and the Schindler flexible gastro- 
scopes could lie side by side in the stomach facing 
the pylorus, the image given by the flexible would be 
less than half the size of that given by the rigid 
(Gutzeit and Teitge 1987; personal observations). 
In practice the situation is still more to the dis- 
advantage of the flexible gastroscope, because its 
weight and the anatomy of the cardia cause it to 
hang down towards the left iliac fossa—i.e., away 
from the pylorus—leading to a further reduction in 
size of the image and a view which is so oblique 
that small erosions in the antrum can almost never 
be seen. 


There are other disadvantages, but they are less 
important. The flexible instrument tends to lie in 
the left paravertebral fossa in contact with the 
posterior wall, giving a blind area just where gastro- 
enterostomy openings come' and often making the 
view of the lesser curve, as it winds anteriorly round 
the projection of the vertebral column, uncomfortably 
oblique. The absence of controlled lateral movement 
sometimes makes it difficult even for the expert to 
determine the distance and size of a lesion (Schindler 
1937). For the same reason it is almost essential to 
have a 90° angle of vision, with its concomitant dis- 
advantages of small magnification and peripheral 
distortion, whereas with a rigid instrument a 90° 
field can be covered by a 70° objective, 


Solutions of these difficulties have been only 
partial. Most gastroscopists like their instruments to 


Fie. 1—Magnet, transformer, and special end-pieces for 
gastroscope. 


be as stiff as possible so as to minimise the fall away 
to the left. Schindler (1938) is experimenting with 
an instrument with a narrower angle. Rodgers 
(1936) claimed that an inflatable bag was of assistance 
in pushing the instrument off the posterior wall; 
this method may sometimes be useful, but my experi- 
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ence of it was disappointing. Other authors are 
content with the slight advantages to be gained by 
change of position and recommend more or less 
elaborate tables. Kirihara et al. (1937) have produced a 
mechanical con- 
trivance for con- 
trolling the tip. 
I have not seen 
this, but three 
obvious objec- 
tions occur to me. 
From personal 
experience of 
swallowing differ- 
ent types of 
instrument, I put 
11 mm, diameter 
as the absolute 
maximum for 
routine use in 
England—the 
German csopha- 
gus is more 
roomy, and my 
solitary Japanese 
patient had a 
huge throat. 
Secondly, a 


Fie, 2—Lateral radiogram with 
the patient lying on his left side 


device of this kind with the magnet in contact with 
converts the | the anterior abdominal wall. 
flexible instru- The X rays are passing vertically 


from below upwards. The tip of 
the gastroscope is being pulled 
away from the posterior wall 
towards the magnet. 


ment into a rigid 
one of a type 
which was tried 
before the war 
and found to be 
dangerous. Lastly, so far as can be judged from 
Kirihara’s plan, the design puts a twisting strain — 
on the instrument, which would increase the 
liability to dislocation of a lens and to troublesome 
repairs, 

It occurred to me that a magnet was worth trying, 
and after some preliminary experiments, which Mr. 
P. Johnson of the Oxford University physics depart- 
ment kindly carried out, I submitted his ideas to the 
Cambridge Instrument Co., Ltd. Their research 
department has been tireless in coping with the 
various teething troubles which developed before a 
workable device could be produced, and I express my 
gratitude to them. 


In its final form (fig. 1) the apparatus consists of a 
bar magnet with a hemispherical tip which can be 
pressed into the patient’s abdomen; a rectifier for 
converting alternating current of 200-250 volts to 
direct current ; and various rubber-covered magnetic 
tips which can be attached to the gastroscope in 
place of the standard ones and are of very much the 
same size and shape, At a maximum, less than 
4 amperes is needed, and there is a switch for 
reducing the power of the magnet in thin subjects 
or when adequate control has been obtained. 
Figs. 2 and 3 show how the tip of the instrument 
can be pulled forwards away from the posterior 
wall, 

Perfect views of the body of the stomach can be 
obtained in this way; but the view of the antrum 


‘is still disappointing compared with that given by the 


classical rigid instruments in the small proporcion of 
cases in which it was possible to get them into an 
optimal position. If Schindler’s new narrow-angle 
flexible instrument were made with a soft iron end- 
piece and a more powerful magnet were used for 
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Fic. 3—Lateral radiograms: a, before the magnet has been switched on; B, with the magnet switched on. 


patients with a very thick abdominal wall, I believe 
erosive antral gastritis would become accessible. The 
instrument, with magnet in use, moves so freely 
about its point of attachment that it is in no way 
converted into a rigid instrument, and in six months’ 
constant use it has never caused anxiety, except when 
an early type of magnetic tip was forcibly wrenched 
off the gastroscope by an incautious movement of the 
magnet. Personally, I do not use opiates (which 
allow an endoscopist to disregard the principle that 
painful movements are dangerous), and it has 
interested me to find that the magnet can be 
switched on and off, flicking the tip briskly against 
the anterior wall of the stomach, without causing 
any sensation. It seems, however, to stimulate 
peristalsis. 


SUMMARY 


A magnetic device is described which gives safe 
control of the tip of a flexible gastroscope and 
diminishes blind areas, It gives a closer view of 
lesser-curve lesions, but still fails in the antrum. 
Used in conjunction with a narrow-angle gastroscope 
with iron end-piece, it should at last make possible 
the study of antral erosive gastritis, The magnet, 
transformer, and special tips for the gastroscope were 
made by the Cambridge Instrument Co., Ltd. 
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ACUTE SALPINGITIS DUE TO 
BACTERIUM CHOLERA:-SUIS 


By Russett HERRING, M.R.C:S. 


ASSISTANT DIRECTOR OF THE OLINICAL LABORATORY, 
MANOHESTER ROYAL INFIRMARY; AND 


W. F. Nicnotson, M.Chir. Camb., F.R.C.S. 


RESIDENT SURGICAL OFFICER AT THE HOSPITAL 


Bacterium cholere-suis may give rise to two distinct 
types of disease in man: (1) acute gastro-enteritis, 
which may run a course not dissimilar to paratyphoid 
fever; and (2) localised pyogenic lesions. Only a 
relatively few cases of infection with this organism 
have been described, and these have all been solitary, 
no instance of grouping of cases being known. White 
(1928) has collected 25 cases, all of which except 
one (American) have been studied in Europe, though 
one developed during a voyage from Bombay. 


CASE-RECORD 


A married woman, aged 33, who worked as an 
assistant in her husband’s butcher’s shop, was 
admitted to the Manchester Royal Infirmary on 
Nov. 28, 1938. For the previous week she had 


suffered from pain in the hypogastrium, headache 
and sweating. On two occasions she had vomited. 
Her menstrual history was normal. She had had 
three similar attacks during the past four years, but 
these had not been so severe as the present illness. 
She was found to be tender and rigid in the lower 
abdomen, and also tender on rectal examination. 
No mass was felt. The temperature was 100° F. and 
the pulse-rate 92. The chest was clear. A diagnosis 
of pelvic peritonitis was made and conservative 
treatment adopted. 

On the 29th her temperature was 101:2° F, and 
pulse 104, and laparotomy was decided upon. This 
was done under spinal anesthesia. Bloodstained 
fluid was found in the pelvis; the appendix and 
intestines were normal; both fallopian tubes were 
acutely inflamed and pus was expressed from them. 
Except for slight headache she had an uneventful 
convalescence until Dec. 10 when she developed a 
small pulmonary infarct with, hemoptysis, which 
soon resolved. On the 22nd she was transferred to a 
fever hospital where she remained for three weeks 
under observation before returning home. 

A swab of the pus expressed from the tube was 
examined on Nov. 30, and from this was isolated in 
pure culture an organism which proved to be 
Bact. cholere-suis. The organism was motile and 
fermented glucose, mannite and maltose, with the 
production of acid and gas, but not sucrose, dulcite, 
salicin, inulin, or arabinose; litmus milk, at first 
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slightly acid, later became alkaline ; neither indol nor 
H.S was formed. The following results were obtained 
by agglutination tests with standard sera (titre 1/250): 


Bact. typhosum (H) and (0O) 


Nil 1/20 Bact. paratyphosum A (H) and (O) 


°* | Bact. paratyphosum B (H) and (O) 
Bact. typhi murium (H) 
1/400 Composite salmonella 
1/125 . Bact. paratyphosum © (H) 
Full titre .. Bact. paratyphosum C (O) (Dr. J. C. Kerrin) 


A routine agglutination test was carried out with the 
patient’s serum against standard suspensions ; agglu- 
tination was only obtained with the composite 
salmonella suspension. Separate salmonella organisms 
were then tested and with Bact. paratyphosum C (H) 
suspension a titre of 1/160 was obtained. Further 
tests were made with this suspension on Dec. 8 
and 22, and the titres were 1/320 and 1/160 respec- 
tively. The fact that the organism did not ferment 
arabinose nor form H,S tend’ to distinguish it from 
Bact, paratyphosum C. 

The feces and urine were examined on Dec. 6, 
12, and 19 without isolation of the organism; a 
further examination after an interval of 8-9 weeks 
was also negative. The fæces, urine and serum of 
the patient’s husband and the two assistants in the 
shop were examined by Dr. Kerrin on Dec. 15 with 
negative results. 


This case presents several interesting features. In 
spite of the fact that all those who worked in the 
shop were probably exposed to infection as a result 
_ of handling meat from infected pigs, only one person 
was infected. In this case the organism became 
localised in the salpinx while the fæces were per- 
sistently clear. The route by which the organism 
reached the salpinx was not determined. 


SUMMARY 


A married woman of 33, who worked in a butcher’s 
shop, developed a pyosalpinx which was found to be 
due to Bact. cholera-suis. The bacteriological and 
serological findings are described. 

None of the persons associated with the patient 
became infected with the organism. 


We wish to express our thanks to Prof. John 
Morley, under whom this case was admitted, for 
allowing access to the clinical notes; and to Dr. 
J. C. Kerrin for permission to include the results of 
several of his investigations. 


REFERENCE 


White, eae (1928) System of Bacteriology, London, vol. iv, l 
. P. . 


ANGINA OF EFFORT AS THE ONLY 
SYMPTOM OF CORONARY THROMBOSIS 


By GEOFFREY Bourne, M.D. Lond., F.R.C.P. 


ASSISTANT PHYSICIAN IN CHARGE OF THE CARDIOGRAPHIO 
DEPARTMENT, ST. BARTHOLOMEW’S HOSPITAL, LONDON 


Ir is a well-recognised fact that coronary sclerosis 
showing its presence by angina of effort may precede 
a coronary thrombosis It is also well known that a 
coronary thrombosis in a previously healthy person 
may be followed by angina of effort which is then 
symptomatic of injury done to the coronary circula- 
tion. It is less well recognised that a patient may 
present the symptoms of angina of effort as a result 
of coronary thrombosis. In these circumstances the 
pain starts suddenly and is maximal at its onset, 
though it still varies in proportion to the effort made 
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in the way that is characteristic of angina of effort. 
The following case is an example, 


A man of 61 had previously been perfectly well. 
Four weeks before he was examined he was on the 
way to work one morning and had walked about 200 
yards when he felt a sudden severe pain under the 
centre of his sternum and on both sides of his chest, 
The pain had a burning and constricting quality and 
forced him to rest for two minutes. He then walked 
on slowly and found that the pain varied according 
to the amount of effort that he undertook. The 
Same pain persisted and remained until four weeks 
later when he was kept in bed. The pain was again 
noticed when he left his bed and still varied with 
effort as before. It came on sooner if he exerted 
himself after a meal. There was no shortness of 
breath, no orthopnea, no palpitation, and no 
symptoms of shock at the time of onset. 

The man looked healthy and no abnormality was 
found in the head or neck. The apex-beat was felt 
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Fic. 1—Tracing four weeks after onset of pain. T IV is 
characteristic of a coronary infarction; SI is absent. 


Fie. 2—Tracing eight weeks after onset of pain. T Iv has 
become upright; s1 is absent. 


in the midclavicular line in the fifth intercostal 
space. A soft systolic murmur was present at the 
apex. No abnormality was found in the lungs, 
abdomen or urine. The blood-pressure was 145/85. 
The electrocardiogram (fig. 1) showed inversion of 
the T-wave in lead Iv, where it had a somewhat 
hooped character. The Q R S measured 0-1 sec. He 
was sent home to bed where he remained for three 
weeks. After this the pain had completely dis- 
appeared, even on exertion. There was still, however, 
a slight feeling of pressure over the upper part of the 
chest on the left, which came on if he walked rather 
faster than usual. The electrocardiogram had now 
changed (fig. 2), the hooped inverted T-wave in 
lead IV having become normally upright. The 
Q RS now measured slightly less than 0:1 sec. 


Unless it is realised that coronary thrombosis may 
manifest itself in this manner it is easy to remain 
unsuspicious of its presence, Clinically the diagnosis 
is suggested by severe angina of effort coming on 
suddenly and slowly diminishing from the first onset. 
Electrocardiographic examination is, of course, 
diagnostic, 
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MEDICAL 


ROYAL SOCIETY OF MEDICINE 


SECTION OF PSYCHIATRY 


ArT the annual meeting of this section held on 
May 9, with Dr. HUGH CRICHTON-MILLER, the presi- 
dent, in the chair, a symposium on medicine and the 
law in relation to 


Drug Addiction 


was opened by Dr. W. RussEtt Brain. He said that 
drug addiction had been defined as the habitual use 
of a drug in order to modify the personality and to 
diminish the strain of life. The narcotic alkaloids 
presented a peculiar problem, Addiction was usually 


characterised by tolerance, craving and severe . 


symptoms of deprivation, and these were all the 
outcome of the body’s reaction to repeated doses. 
Tolerance must involve the balancing of progressive 
increase of dose by a progressively higher “‘ gearing ” 
of the autonomic functions; when the drug was 
suddenly withdrawn, the autonomic nervous system 
“ raced ” like the engine of a motor-car relieved of 
load. No doubt a corresponding process took place 
at the psychological level, and psychological factors 
might be more important than physiological factors 
in determining the onset of deprivation symptoms. 
- In prisons, where abrupt withdrawal without medica- 
tion was the rule, severe abstinence symptoms were 
rarely seen. 

The first stage of treatment was aimed at prevent- 
ing deprivation symptoms while the patient was 
weaned from the drug. It need not last longer than 
a fortnight, for the body accustomed itself to depriva- 
tion in three or four days. The next stage was 
extremely important, and consisted in treating the 
feelings of exhaustion, which the addict experienced 
for several weeks as though he were convalescent 
from a serious illness. The third stage was that of 
aftercare ; it might last for years, and psychological 
guidance was essential, Psychological treatment 
played a large part in all three stages, but methods 
should be very simple in the first two. In aftercare, 
when conflict had been sharpened by lack of the 
drug, analytical methods sometimes found scope. 

E. W. Adams had divided addicts into four groups : 
stabilised addicts, who could lead useful lives on a 
fixed dose; accidental addicts, who were not neces- 
sarily psychopathic and had usually acquired their 
addiction through receiving morphia for the relief of 
pain ; natural addicts, who were essentially psycho- 
pathic; and criminal addicts, who took drugs for 
vicious purposes, It was often unwise to attempt to 
cure the stabilised addict. Criminal addicts received 
necessary treatment in prison, but the law made no 
provision for their treatment after discharge. Natural 
addicts became so on account of mental instability 
and were incapable of consistent occupation ; they were 
unsocial, if not antisocial, and constituted the main 
problem. It was often difficult to get them to undergo 
treatment ; under the present law they could dis- 
charge themselves at any time and need not consent 
to later supervision. Many of them could therefore 
not be treated without compulsory detention. 

There were very few drug addicts in the country— 
probably not many more than 700. Possibly 60 or 
70 per cent. could be cured by adequate treatment, 
but detention must last at least two years, preferably 
in an institution of the colony or farm type. Adminis- 
tratively, it would almost certainly be necessary for 
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addicts, because of their small number, to be confined 
in the same institutions with chronic alcoholics and, 
perhaps, sexually abnormal persons. In practice, 
however, this would present insuperable difficulty 
through the difference between their requirements 
and those of the other classes. A large body of 
public opinion was extremely suspicious of attempts 
by doctors to compel people to do what was good for 
them, and vigorously opposed any tampering with 
the liberty of the subject. The need for compulsory 
detention of the drug addict might be obvious, 
but the same clear-cut case might not be made out for 
the detention of the chronic alcoholic or the sexually 
abnormal person. 


Dr. H. V. Dicks said that the medical psychologist 
was often struck by the similarity of many other 
compulsive practices—e.g., the taking of patent medi- 
cines—to the drug ritual, Deep psychological analysis 
had not convincingly proved itself superior to other 
methods of treatment, but no real statistical evidence 
would be available until legal power were given to 
investigate larger numbers of patients from the 
psychological angle. Reforms often preceded public 
opinion—e.g., the psychological treatment of delin- 
quents—and compulsory detention was necessary to 
medical knowledge of these conditions. The search 
for causes required study of very primitive mental 
mechanisms. One of the most prominent questions 
was whether there was any mental mechanism or 
factor that distinguished the neurotic drug-taker 
from any other kind of neurotic; and another was 
the extent to which mental deterioration or regression 
was primary or secondary. The analytical contribu- 
tion, though tentative, represented the most promising 
effort to fathom the mental processes underlying 
drug addiction. These had a striking ambivalence : 
the drug was regarded as at once a destroyer and a 
healer, and endowed with both diabolical and divine 
attributes ; its cult was also associated with phallic 
worship, and addiction was therefore closely linked to 
sexual abnormality. 


Addiction arose from the necessity of defence against 
overwhelming instinctual pressure. The unconscious 
mental organisation seemed to regard the drug as a 
healing substance capable of neutralising the bad 
spirits of rage and sex which threatened to overwhelm 
and destroy the self. The addiction was an attempt 
at self-cure. It provided a substitute for the psychic 
effort at repression, overcoming or inhibition, with 
consequent economy of energy, and was especially 
attractive because it was associated with positive 
pleasure. The use of alcohol was also a substitute for 
homosexual expression. Depressives, paranoids and 
sexual perverts were alike incapable of individual or 
social love and were dominated by conscious or 
unconscious hate and antisocial feeling. Addiction 
to morphine occurred in persons who were relatively 
isolated and paranoid and therefore intolerant of 
intimate human relationships. It served as a buttress 
to their phantasies of omnipotence. The drug served 
as a substitute for a too hostile world, and as a 
remedy for the anxiety aroused by the hatred and 
isolation. It might become the sole object of love and 
hate in such persons. The pharmacological toxicity of 
the particular drug closely corresponded to the 
intensity of the hatred. In some persons the drug 
was less an escape than a means of preventing anti- 
social behaviour or a total break with reality. Dr. 
Dicks asked whether it was too much to hope that 
society would give medical psychologists legislative 
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and administrative facilities for the study of drug 
addicts as it had for the study of delinquents, 

Dr. A. E. CARVER, on the basis of his experience 
at Caldecote Hall in the treatment of inebriates, 
said that although addiction was not a legal offence, 
strong pressure could be brought to bear on addicts 
in several ways. An addict who had committed an 
offence might be given the option of entering into 
recognisances with a condition of undergoing treat- 
ment in an institution. Relatives and employers 
could exert pressure which in practice few addicts 
resisted if it were insistently applied, but very few 
really desired to be cured. A large number entered 
into recognisances to avoid punishment, but their 
unwillingness often yielded to appropriate handling. 
In a third group conscious unwillingness betrayed 
itself at every turn, and this group would be the one 
chiefly affected if treatment were made legally com- 
pulsory. It was wellnigh impossible to treat willing 
and unwilling addicts in the same institution, for the 
presence of the latter was detrimental to the progress 
of the former. Recalcitrant patients were referred 
back from Caldecote Hall to the court to be sentenced 
for their original offence. If relatives could be made 
fully aware of the scope and. utility of the probation 
service they could nearly always arrange matters so 
as to place their addicts under supervision. At 
present they exerted themselves to shield the addict 
from the law. Probation officers might be given 
instruction in the facts of addiction and in the tactful 
handling of the accused, his relatives and the bench. 
Experience was required for drawing up and adminis- 
tering recognisances. The wording of the clause 
directing residence required special care, and the 
addict must above all be made to realise that he 
could not break his recognisances with impunity. 
The Home Office publication on the probation service 
should be more widely studied. 

If the existing powers were fully exploited they 
would be found sufficient. The Inebriates Act, 1898, 
had failed in 1921 because public opinion had not 
favoured compulsory powers, addiction had been 
considered a vice unworthy of constructive mental 
treatment, and the mental factor had been little 
recognised. Moreover, little benefit had resulted 
from the working of the Act. Selection of cases for 
treatment was important. The closest students of 
the problem in this country offered no encouragement 
to direct legal compulsion, and the present position 
would not be altered if the Criminal Justice Bill 
became law. Medical opinion differed widely even on 
such simple questions as the method of detoxication. 
Parliament would be unlikely to sanction complete 
withdrawal as a routine, and the method might be 
left to the addict, who usually knew a good deal 
about it. Other difficult questions that would arise 
would be that of the authority who would decide 
when the cure was complete; and that of the fre- 
quency with which a patient should be allowed to 
lapse and still be entitled to further attempts at 
treatment. Where present opinion was equivocal 
and past experience anomalous, the profession should 
walk warily rather than seek increased powers which 
would be more likely to lead to discredit than to 
success, 


DISCUSSION 


The PRESIDENT said that the stabilised addict was 
very like the epileptic who was kept on a steady dose 
of phenobarbitone, and his attitude was sometimes a 
prosocial rather than an antisocial one. The correct 
approach to addiction must therefore be strictly 
confined to the questions of what the individual was 
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, escaping from, what harm he was doing to himself, 
and what harm he was doing to others, especially his 
dependants. In France, where legislation was con- 
ducted by realists, such cases were dealt with by the 
law of the family council. This body had wide and 
flexible powers of restraining and controlling members 
of the family who were drug addicts or alcoholics, 
and its jurisdiction was founded on realism and social 
equity. The poems of Francis Thompson were a 
witness to the value of stabilisation in freeing creative 
genius. Dr. Carver, in showing the present possi- 
bilities of using the legal machinery, had really made 
out a good case for further legislation. 

Dr. LETITIA FAIRFIELD urged the imposition of 
severer penalties on those who took advantage of the 
situation of an addict to sell him drugs and counter- - 
acted the efforts of relatives and others to cure him. 
She asked whether the adaptation of the stabilised 
addict was satisfactory, for she had found it imperfect. 
The question had always to be answered, as in the 
treatment, of neurotics, whether the attempt to cure 
was worth while or whether it might not do greater 
harm than the illness. The provisions of the Criminal 
Justice Bill, when it became law, should be used to 
the fullest extent. She feared lest the presence of 
alcoholics and neurotics in the same institution might 
be harmful to the drug addict. 

Dr. D; A. S. BLAIR spoke of the futility of certify- 
ing an acute alcoholic from an observation ward, for 
he would inevitably be discharged in a day or two. 
The aim must be total abstinence. In other countries 
treatment for at least a year was required, and 
Sweden had ten state hospitals for treating: alcoholics, 
The central agency in each Swedish community was 
the local official temperance board, a non-medical 
authority appointed by the city council and possessing 
wide powers which enabled it to act as a clearing- 
house for all problems of alcoholism in the com- 
munity. Cases were referred from hospitals, social 
organisations, the police and other agencies. 

Dr. MuRDO MACKENZIE testified to the value of the 
aid of relatives in psychiatric and psychological 
problems if they could be induced to accept responsi- 
bility. Where pressure could be brought to bear on 
the addict from all sides and where he had a will to 
cooperate, cure was not impossible. Chronic alcoholism 
had two distinct problems, of the rich and of the 
poor. Stricter legislation might help with alcoholism 
but would not help with drug addiction. 


“« .. We are at a stage in the history of European 
civilization when the fate of mental freedom is in the 
balance. And if there is one thing that universities and 
their graduates should strive for it is mental freedom. 
Without it humanity and civilization will perish. Physical 
servitude is bearable—and we are all in bondage more or 
less to the State, to our fellows, and to our own responsi- 
bilities—but mental servitude, even with physical well- 
being, is death in life.’"—Sir Roserr Picxarp, F.R.S., 
vice-chancellor, to new graduates of the University of 
London, Times, May 11, 1939. 


“ . . living tissues are delicate fragile structures 
that respond in remarkable fashion to gentle handling, 
but that can be destroyed by chemical and mechanical 
trauma as easily as ‘the petals of a fragile flower. If 


- patients always came to the surgeon in the form of a Greek 


god or goddess it might be easier to visualize living tissue 
as a delicate, wonderfully fragile and strangely beautiful 
structure. To realize that the blood stained, crushed and 
distorted mass of flesh and bone which often confronts the 
surgeon after a serious injury can be restored into a useful 
and symmetrical face or hand or leg requires imagination, 
and a certain genius for patience and gentle care.”— 
SUMNER L. Koca, Surg. Gynec. Obstet. May, 1939, p. 961. 
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linical Pediatrics 

The Baby. Edited by W. R. F. Cors, M.D., 
F.R.C.P., D.P.H., pædiatrician to the Rotunda 
Hospital; physician to the National Children’s 
Hospital, Dublin. London: Wiliam Heinemann 
(Medical Books). 1938. Pp. 460. 2ls. 


WITH a falling birth-rate the baby has come into 
his own. Not only are doctors producing a steady 
stream of handbooks for mothers and children’s 
nurses, but serious pediatricians are tending more 
and more to write of infants apart from older children, 
Dr. Collis has enlisted the help of seventeen con- 
tributors in producing a most useful handbook dealing 
with almost all aspects of health and disease in the first 
year of life. Dr. C. J. McSweeney writes on immunity 
and ward infection. The editor has undertaken the 
sections on growth during the first year, prematurity, 
management and diseases of the newborn, metabolic 
disorders, cardiac and respiratory disorders, infant 
feeding, tuberculosis, congenital syphilis, and uro- 
genital diseases. Prof. H. L. Parker deals with 
diseases of the nervous system, Dr. P. MacCarvill, 
in a full and well-illustrated chapter, with the skin, 
Mr. F. Gill with general surgical disorders, 
Mr. W. S. Haughton and Mr. Somerville-Large 
with orthopedic conditions, Mr. T. G. Wilson with 
acute otitis media, and Mr. Somerville-Large with 
the eye during the first year. Dr. Collis has been 
fortunate in his collaborators, and though the matter 
and style are somewhat uneven a reasonably high 
standard is maintained throughout. The illustra- 
tions are not on the whole particularly well reproduced 
and a number of the statistical tables might have been 
omitted without loss ; but the book has been carefully 
edited, and will be welcomed by practitioners whose 
work includes the care and treatment of the youngest 
member of the family as well as by those whose 
principal concern is with the infant, 
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Electrotherapy and Light Therapy 
(8rd ed.) By RicHarRD Kovács, M.D., clinical 
professor and director of physical therapy, New 
York Polyclinic Medical School and Hospital 
London: Henry Kimpton. 1938. Pp. 744. 35s. 


IN this new and enlarged edition the accounts of 
electrodiagnosis, electrosurgery and actinotherapy 
have been amplified, the chapters on the medical 
and surgical uses of the galvanic current have been 
rewritten, and a number of new chapters have been 
added, one dealing with the physiological properties 
of electric currents, another with therapeutic fever 
and its production by electrical methods, and two 
others with short-wave treatment, 

Books on medical electricity by American writers 
usually deal at length with treatment by static elec- 
tricity—a therapeutic procedure much more widely 
practised in the United States than elsewhere—and 
pay less attention to the galvanic and faradic currents. 
Dr. Kovács, who has studied the methods of various 
European hospitals, has realised the value of the 
different forms of galvanotherapy and of the surging 
faradic current and gives full details of them here. 

Dr, Kovács gives an account of the introduction of 
the ions of histamine and choline compounds in the 
treatment of defective peripheral circulation, but 
might have given more prominence to the more widely 
used zinc ionisation. He attributes the biological 
effects of short-waves entirely to the heat they 
induce and observes that the contra-indications to 
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this form of therapy are often ignored, especially by 
German authors. 

In the first edition of this book Dr. Kovács relied 
mainly on his own results, but recent developments 
in electrothermic methods and the rapid increase in 
the use of physical therapy, particularly in the 
United States, have compelled him to draw on the 
records of others. In its valiant endeavour to cover 
all forms of electrotherapy, electrodiagnosis and 
actinotherapy his book has become almost encyclo- 
pedic, and will thus be more useful to the advanced 
worker than to the beginner. 


Die Malaria-Ubertrager 

By Dr. FRITZ WEYER, wissenschaftlicher assistent, 

Tropeninstitut, Hamburg. Leipzig: Georg Thieme. 

1939. Pp. 141. RM.8.40. 

THE plasmodia which cause malaria in man are 
transmitted only by mosquitoes of the genus 
anopheles. The recent claims of some authors that 
certain culicine mosquitoes may serve as carriers still 
await confirmation. But the anopheles have about 
160 well-defined species and at least a further 70 sub- 
species, varieties and races. Most of these are quite 
harmless to man; not much more than 50 species 
in all are important as carriers of malaria. Whether 
a given species is dangerous or not depends, among 
other factors, on its abundance and distribution, 
on the localisation of its breeding-places, on the ease 
with which the adult female can become infected by 
the parasite, on the habits of the adult in respect to 
entering houses and sucking human blood, and on its 
duration of life. These characteristics may differ 
in the same speciés in different countries ; so that a 
species—e.g., A. maculatus—may be dangerous in 
Malaya, for example, but harmless in Assam, In 
the volume under review, Dr. Weyer has brought 
together the known facts of this kind relating to all 
those species of anopheles which are of recognised 
importance in all parts of the world and has set them 
forth concisely and accurately. The chief carriers 
are classified under countries; they are then given 
in alphabetical order and the main facts known about 
each are summarised, Much has been added to our 
knowledge since Covell published such a survey in 
1931; this review will therefore prove of great value 
to all malariologists. 


1. Rheumatism 
By H. WARREN CROWE, D.M., B.Ch., M.R.C.S., 
L.R.C.P., senior physician to the Charterhouse 
Rheumatism Clinic, London. London: John Bale 
Medica] Publications Ltd. Pp. 280. 12s. 6d. 
2. Handbook of the Vaccine Treatment of 
Chronic Rheumatic Diseases 
(3rd ed.) By H. WARREN CROWE. London: 
Humphrey Milford, Oxford University Press. 
Pp. 95. 3s. 6d. 
1. This book is largely based on the work done and 
experience gained in certain clinics devoted primarily 
to vaccine therapy and much space is devoted to 


.arguments in support of that method of treatment. 


The assertions made are often at variance with the 
conclusions of other observers of wide knowledge and 
experience. As an example we may quote the 
statement, ‘‘In children in the early stages of 
rheumatism or arthritis, stock vaccines are almost 
invariably successful.” The classification adopted 
is rather confusing. Under the heading of osteo- 
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arthritis are included many cases which would not 
generally be placed in this category. The author 
contends that osteo-arthritis is probably always in 
some degree infective in origin and incriminates a 
streptococcus, whereas he believes that a strain 
of staphylococcus which he has named Micro- 
coccus deformans is the principal infective agent 
in rheumatoid arthritis. He uses the term spondy- 
litis adolescens to describe the disease more generally 
known as ankylosing spondylitis or spondylitis 
rhizomelique and in attributing our knowledge of 
this disease to Gilbert Scott ignores rather unfairly 
the contributions of Leri and other. workers in 
America and in this country. 

Sections are devoted to treatment by vaccines 
and medicinal agents, X rays, and orthopedic 
measures, and rather elaborate accounts are given 
of laboratory technique and the preparation of 
vaccines and culture media. But the section on 
physiotherapy is too brief to be of practical value 
and the clinical descriptions also are scanty. The 
illustrations are however very good. 


2. In the third edition of this handbook further 
observations are recorded on vaccine therapy and 
other forms of treatment. The tendency has been to 
reduce the dosage still further and in obstinate cases 
to combine the use of gold with vaccines, a technique 
somewhat different from that in general use having 
been devised. A new form of vaccine in oil emulsion 
has also been tested and it is said that good results 
have been achieved in cases which have proved hyper- 
sensitive to the ordinary form. Statistics given in 
an appendix, in which all forms of rheumatism, both 
articular and non-articular, are lumped together, 
suggest that the results obtained by the use of 
vaccines do not differ materially from those obtained 
in institutions where other methods of treatment 
are in vogue. It is now recognised that careful 
supervision and general management of cases of 
chronic rheumatic disease may be expected to bring 
about considerable improvement. The policy of 
giving small doses of vaccines and carefully observing 
the effect of each dose as here advocated removes the 
risk associated with large doses. Even those who 
are sceptical of the direct value of vaccines admit 
that they have their uses. The satisfaction felt by 
the patient at being given regular treatment by 
inoculation in itself aids his recovery; it ensures 
that he carries out other important measures, and 
enables the physician to regulate his habit of life. 


Applied Anatomy 

By RosertT H. MILLER, M.D., associate professor 

of anatomy, University of Tennessee college of 

medicine, Memphis; formerly associate professor 
of surgery in charge of operative surgery. London: 

Henry Kimpton. 1938. Pp. 484. 30s. 

Tuts book is an effort to help the student to collect 
the facts he has gained by observation in the labora- 
tory and dissecting-room, to relate them to each 
other and to apply them to the ‘‘dynamics and 
functions of the living body.” This is undoubtedly 
an excellent way of looking at the subjects of the 
medical curriculum if the student could be induced to 
adopt it. He is not likely to do so without more 
encouragement from his clinical teachers, who do not 
always seem to care enough about the application of 
anatomical and physiological facts to individual 
cases to insist on this approach to medicine, <A 
change in their attitude can already be perceived ; 
it is partly due to the widespread use of radiology, 
to greater interest in-physical culture and in the 


functional results. of the treatment of fractures and 
other injuries, and to the development of new thera- 
peutic methods based on physiological principles. 
This work has been compiled with care and the 
clinical bearing of the facts set out is shown with 
apt comment. It is a neat, handy, and well- 
illustrated book. 


Plant Biology | 
(3rd ed., revised.) By H. Gopwin, M.A., Ph.D., 
fellow of Olare College and demonstrator in botany 
in the University of Cambridge. Cambridge : at the 
University Press. 1939. Pp. 308. 7s. 6d. 
UNTE recently little attempt has been made in 

the premedical curriculum to relate botany with 
zoology and with general biological principles. In 
this way only can it be of educational value to 
medical, and indeed to any other, students. Godwin’s 
book was one of the first to provide a sound basis for 
such an approach to the subject, and it would be 
difficult to find a better and more interesting account 
for beginners of the fundamental processes of life, 
The chapters on the general physiology and bio- 
chemistry of the higher plants, fungi and bacteria are 
particularly good. This edition has been improved 
in minor respects and has been enlarged to include 
reference to all types required by the Oxford, Cam- 
bridge and London syllabuses for the first M.B. On 
general grounds it might have been improved still 
further if more space had been given to the important 
subject of food storage and the sources of plant foods 
for animals, and less to the detailed histological 
structure of the flowering plants. The examination 
syllabuses might well be amended in this direction. 


Control of Conception 
(2nd ed.) By R. L. Dickinson, M.D., F.A.C.S. 
London: Bailliére,Tindalland Cox. 1938. Pp.390. 16s. | 
THE first edition of this work, published in 1931, 
was written jointly by Dr. Dickinson and Miss 
Louise Bryant, Ph.D. Of the second edition Dr. 
Dickinson is the sole author, and it bears on every 
page the imprint of his personality. The clinical 
applications of modern contraceptive knowledge 
are simple. Despite his elaborate excursions into 
sexual physiology, statistics, and art, Dr. Dickinson 
here succeeds in making them still simpler. It has 
long appealed to common sense that, notwithstanding 
the claims put forward for vaginal occlusive devices, 
the rubber sheath is still on the whole the most 
satisfactory and reliable contraceptive method. This 
rough and ready judgment receives confirmation 
from Dr. Dickinson. “The condom,’ he writes, 
“is likely to retain its great hold on the untutored 
contraceptor, and ought to enjoy a much more 
favourable reception on the part of the clinician in 
contraception.” Some definite opinions of this 
kind are set down in the book ; but they are difficult 
to find amid tangled thickets of distantly televant 
facts, tables, diagrams, and graphs and despite a 
style which is in some places over-condensed, in some 
poetically ornate, and in some frankly unintelligible. 
Dr. Dickinson is a man of immense energy and 
wide experience. He brings to his subject the 
erudition of the bibliophile, the skill of an accomplished 
artist, the thoroughness of the Teutonic man of 
science and literary habits which are the despair of 
his English readers. The result is a book of reference 
rather than a practical manual. To read it from 
cover to cover would call for a constancy of purpose 
and an assimilative power well above the ordinary. 
But as a guide to the literature, and as a summary 
of the research up to 1938, it is first in the field. 
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NEW INVENTIONS 


APPARATUS FOR INTRAVENOUS 
INJECTION 


THE apparatus here described was designed for 
the intravenous injection of glucose in Sakel’s insulin- 
shock treatment of schizophrenia, but it can of 
course be used for any other intravenous injections. 


The solution for injection is contained in a 
graduated 250 c.cm. cylinder (fig. 1). This is 
connected to a hand-pressure bulb fitted with a three- 
way tap to allow the pressure to be released. Between 
the bulb and the reservoir is a train of four traps, the 
two middle ones containing concentrated sulphuric 
acid, and the other two being empty. These acid- 
bubblers_ sterilise the air for producing pressure 
in the reservoir, and are so arranged that the acid 
is displaced from one to the other, so that whichever 
way the air passes it must bubble through the acid. 
The two outside tubes are provided as an absolute 
safeguard against any trace of acid, entering the 
rubber tubing or solution. Between the pressure- 
bulb and the traps is fitted a rubber bladder to 
maintain the pressure. The outlet from the reservoir 
is connected by rubber tubing to a three-way tap 
to which the intravenous needle is attached. In 
fig. 2 the detail of this assembly can be seen. L is 
the three-way tap, M is a glass window, consisting of 
a male record cone, which allows the blood from 
the vein to be seen before the tap is opened through 
from the reservoir to the needle N. 


In use the valve on the hand-pressure bulb is 
closed and the bladder (which has a containing 
jacket of linen) is inflated hard. This is done 
gradually so as to obtain the maximum effect of the 
acid on the air entering the reservoir as the pressure 
is raised. The three-way tap L is, of course, kept 
closed. When the pressure is raised sufficiently 
the apparatus is ready for use. The tap L and cone 
M are kept immersed in spirit until required, when the 
needle is slipped on to M and inserted into the vein, 


Fic. 1—The complete apparatus, showing hand-bulb, rubber bladder, 
acid-bubblers, reservoir and needle with three-way tap. 


with the tap L open from N to the third leg of the 
tap—i.e., to the air. As soon as blood appears in M, 
the tap is turned to connect N to the reservoir and 
the solution is forced into the vein, the rate being 


Fia, 2—Right: detail of needle and three-way tap. 
Left: flask for filling reservoir with sterile solution. 


controlled by the opening of the tap L. After the 
final injection for the day, the pressure is released 
very gradually by opening the tap on the pressure- 
bulb. 


The reservoir can be of any size, so that a large 
number of injections of any desired volume can be 
made in rapid succession, the only change required 
being a fresh sterile needle. Further, in the case of 
an emergency, with solution in the reservoir and 
needles ready, the apparatus can be prepared for 
use from the deflated position in well under a minute, 
For filling the reservoir a flask of sterile solution is 
kept with ordinary dust-proof joints which can 
be flamed before use if desired (fig. 2). This is 
connected to the third leg of the tap L and through 
to the reservoir, the pressure-release tap on the bulb 
being open. The clips of the flask are opened with 

the flask higher than the reservoir and 
the solution siphons into it. 


For convenience the whole apparatus 
is mounted on a small trolley, and this 
also carries a large glass funnel which 
is used as the reservoir for the glucose 
solution for intranasal-tube administra- 
tion. The tube leading from the funnel 
has a glass junction piece which is 
inserted into the end of the nasal tube ; 
the required amount of glucose solution 
is then poured into the funnel and 
allowed to run into the stomach via 
the nasal tube. 


We wish to thank Prof. D. K. Henderson 
for his interest and for providing 
facilities. The apparatus can be obtained 
from Messrs. J. Gardner and Son, Forrest 
Road, Edinburgh. 


Henry Top, Ph.D. Edin., F.R.S.E. 


Walter Smith Kay research fellow, University 
of Edinburgh; biochemist to the Royal 
Edinburgh Hospital for Mental and 
Nervous Diseases; and 


W. Matcotm MILLAR, M.B. Edin., 
D.Psych. 
Assistant pbysician to the hospital. 
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IMPLEMENTING PUBLIC HEALTH 


MEDICINE is one and indivisible, for its final aim 
is the health of the individuals of whom the 
community is composed. All roads lead to 
Rome: and the sanitarian, the clinician and the 
investigator are aiming at the same goal though 
they approach it by different routes. It does not 
much matter how the end is reached provided 
it is reached ; but.at the present time the know- 
ledge of medicine has far outrun its application. 
The application of knowledge is as proper an 
object of medical research as its discovery—and 
probably no less difficult. We may recall that 
the Medical Research Council took origin as part 
of the national health-insurance scheme, and it 
has always been sensitive to the directions in which 
a helping hand is needed. In no department 
of medicine perhaps is the lag between knowledge 
and practice more evident than in what is called 
public health, and everyone will welcome the 
decision of the council to set up a special com- 
mittee. to advise and assist them in promoting 
investigations into preventive medicine. This 
“ Committee on Research in Preventive Medicine ” 
is intended to fill the gap between its clinical 
committee, which is concerned with questions of 
curative medicine, and the bacteriological and. other 
committees interested primarily in laboratory 
research. In a footnote! will be found the 
personnel of the new committee and the sources 
from which it has been drawn. It contains men 
with special knowledge of many branches of 
medical science and others whose life has been 
spent in the administration of public health, 
including members of the medical staff of the 
official health ministries in England and Scotland. 
In order to make the representation as wide as 


1. The names of the committee are as follow : 
Sir WILSON JAMESON, F.R.C.P., dean of the London School of 
Hygiene and Tropical Medicine (chairman); J. H. BRINCKER, 
_M.B., principal medical officer, London County Council ; 
J. FENTON, C.B.E., M.R.C.P., medical officer of health, 
i on; J. FERGUSON, M.B., medical officer of health, 
urrey ; : FRAZER, M.D., medical officer of health 
. Liverpool; B. . R. HARRIES, M.R.C.P., chief medical 
superintendent of the infectious hospitals service, London 


Hygiene and Tropical Medicine ; W. D. Hoop, M.B., medical 


ent of Health for Scotland ; J. R. HUTCHIN- 


possible -a period of service of three years has 
been’ suggested for public-health officers outside 
government departments. 


One of the immediate problems which confronts 
the committee is immunisation against diphtheria. 
We may be convinced that inoculation prevents 
diphtheria ; but, in spite of the efforts that have 
been made to persuade people to have their children 
protected, the mortality-rate. from diphtheria 
remains unaltered. Lay members of health com- 
mittees are asking why, after spending so much 
money on inoculating children, they are still 
seeing so many children die from it. To medical 
men the answer may seem easy. There is no town 
with an inoculation-rate higher than 20 per cent., 
and most of these inoculations are done in the age- 
group 5-10 whereas it.is in the age-group 1-3 
that diphtheria is so fatal. The proper way to 
bring the efficiency of protective inoculation home 
to the public would be for one town to inoculate 
at least 90 per cent. of all its children on reaching 
the age of twelve months ; if inoculation is truly 
protective this would prove and demonstrate it. 
But now comes the difficulty. This can hardly be 
done without intimate collaboration with practising 
clinicians and can only be successful where the 
campaign has the entire confidence both of the 
medical profession and of the public in the district. 
It only requires everyone concerned to know the 
reason for what is being done and to be filled with . 
good will and keenness to have it done. Another 
department has provided an object lesson of what 
can be done if all the people concerned do the 
right thing all the time. It would be no unworthy 
object for the new committee to discover what 
is the atmosphere in which an experiment of this 
kind could be successfully put through, not under 
ideal conditions with an ideal staff but in the 
ordinary routine of public-health practice. A 
number of other similar problems come to mind : 
the high mortality in infancy and childhood from 
bronchopneumonia and enteritis, cross-infection 
in hospital wards, the efficacy of terminal dis- 
infection after attacks of infectious disease, the 
exclusion of contacts from school life, and many 
others. | 


But when these immediate objectives have been 
tackled there will still remain much to be done 
which cannot now be foreseen. We suspect that 
the committee will not be content to be limited 
by any scheme of ad-hoc research but will make it 
their task to interest clinicians in preventive 
medicine. It should be possible to originate, 
in a few provincial towns with relatively fixed 
populations, departments of clinical preventive 
medicine—call it social medicine if you prefer— 
where problems can be studied and methods 
practised, making a beginning perhaps at the 
children’s hospital. The staff might be a whole- 
time director with assistants, some of whom are 
practising physicians, some of them members of 
the health department, some of them whole-time 
research workers. This may seem now like a 
wishful dream but it has arisen out of the appoint- 
ment of a committee which is itself a fact. 
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NATURALISTIC CONTROL OF MALARIA 


THE deliberate intensification of natural pro- 
cesses which tend to limit the production of 
mosquitoes or their contact with man presupposes 
a knowledge of such processes ; and since anophe- 
line species differ in structure, bionomics, inherited 
instincts and behaviour (the last being in part 
conditioned by their local surroundings), that 
knowledge needs expansion far beyond its present 
extent. One way—and perhaps the best—of 
tackling the subject is by local studies aimed at 
discovering whether there is some specially vul- 
nerable point in the insects’ life history to which 
attack should be directed in order to restrict their 
activities. | 

It is on rural areas that malarial infection falls 
with greatest weight, and their inhabitants are in 
the main poor and ignorant, so that any means of 
malarial control selected must be simple and cheap ; 
here naturalistic methods offer hope of accomplish- 
ment by making use of the general desire of the 
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peasant to work for the protection of his family 


from illness. L. W. Haoxett and his collaborators 3 
describe a variety of ways in which the engineer 
and health officer have been able to effect changes 
of environment so as to control the breeding 
activities of the anopheles which are most dan- 
gerous in any area. They maintain that, in 
prevention, speed and completeness are costly out 
of all proportion to their worth, and that slow 
steady progress is preferable to the postponement 
of preventive work while some more perfect method 
of aggression is being sought. The same naturalistic 
method may be used with benefit in opposite 
directions in different places. Thus reversing the 
automatic flood gates at Durazzo and admitting 
the sea at high tide is turning a marsh into a salt- 
water lagoon, destroying Anopheles elutus, the local 
malaria carrier, and giving the government profits 
on a fishing concession which have more than 
covered costs. On the other hand, in the Nether- 
lands the replacement of brackish by fresh water, 
effected by making new polders, is confidently 
expected to substitute an innocuous for a dangerous 
anopheles.? 

Control by such methods is not always plain 
sailing. The need for full collaboration from the 
local inhabitants is illustrated by the experience 
of ©. Fermi in the Sardinian lakes. Here carp 
and gambusia were introduced, since carp feed 
on the surface algæ whose presence protects the 
anopheles larvæ from the gambusia, but the inhabi- 
tants fished out all the carp and ended the experi- 
ment. A more serious difficulty is that changes of 
environment that discourage one noxious type of 
insect may encourage another equally objec- 
tionable. Thus the mechanical clearing of village 
tanks may displace A. annularis but allow A. veruna 


to breed, and under certain conditions a few of the 


latter may be as dangerous malaria carriers as many 
of the former. In the same way, the deliberate 
vegetable pollution of stagnant water ensures that 


1. Hackett, L. W., Russell, P. F., Scharff, J. W., and White, 
R u. Huh Org. L.o.N. 1938, 7, 1016. 


.8., Bull. 
2. See Lancet, 1938, 2, 894. 
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only culicines will breed in it, but if such action is . 
taken where Bancroftian filariasis is endemic a 
good antimalarial measure leaves or produces con- 
ditions excellent for the spread of filarial infection. 
This is but one of the pointers to the unescapable 
need that means for the naturalistic control of 
malaria must themselves be rigidly controlled. 


MIOCENE MAN 


“ Praevalebit veritas,” said Huxley 1—but every 
attempt to lengthen the seven days of creation 
and to put further back the date of man’s arrival 
in this world has met with tremendous opposition. 
Thus it was with John Frere’s discovery of palzo- 
lithic implements in 1797, Benjamin Harrison’s of 
eoliths in 1865 (not officially recognised before 
1888), Charles Dawson’s of Piltdown man (or 
woman ?) in 1908-12, and Reid Moir’s of sub-crag 
implements thirty years ago (not generally recog- 
nised until a dozen years later). The evolution of 
early man’s artefacts is analogous to that of 
zoological species. Reid Moir, who has not only 
examined all the main types of flint implements 
but has also learnt how to make several of the 
more primitive forms, successfully tried out their 
cutting powers, and experimented with and 
explained their patination, has traced the evolution 
of eoliths through the sub-crag rostro-carinates to 
the Chellean hand-axes of 100,000 years ago. To 
understand what’ this means one must remember 
that the main geological periods are the primary, 
secondary, tertiary, and quaternary, the last- 
named consisting of pleistocene and recent. The 
Chellean phase is found at the beginning of the 
pleistocene. Benjamin Harrison suspected that his 
eoliths went back to the tertiary period, but the 
gravels which bore them could not be definitely 
dated. The possibility was turned into a prob- 
ability by the discovery of the tertiary Piltdown 
skull ; but the proof was Reid Moir’s discovery of 
eoliths in the gravel underlying the red crag of 
Suffolk (the earliest pleistocene stratum of that 
area). With these eoliths were other and more 
highly evolved rostro-carinate implements, pieces 
of bone shaped by human hands,? and a sling- 
stone similar to those used today by aborigines in 
New Caledonia.® 

The presence of man in the pliocene (latest 
tertiary) period having thus been established, the 
question arose as to his presence in the next 
preceding—i.e., miocene—phase of the tertiary 
period. The pliocene being characterised by rostro- 
carinates, the suggestion was made that perhaps 
the simpler eoliths belonged to the miocene, 
which phase has not been found in England, 
the deposits having been destroyed by natural 
agencies. - Miocene deposits, however, exist near 
Aurillac in France. Therefore the late Ernest 
Westlake collected thousands of flaked flints thence 
to answer the question. Unfortunately he died 
before being able to examine them all. The late 
Prof. W. J. Sollas, of Oxford, also died before 
. Huxley, T. H., Evidence as to Man’s Place in Nature, 1863. 


- Moir, J. R., The Antiquity of Man in East Anglia, 1926, p. 28. 
. Moir, Man, 1929, 29, 62. J N ay 
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being able to make a definite decision about them. 
Ray Lankester, however, recognised among the 
Aurillac specimens one or two rostro-carinates 
similar to those of the sub-crag deposits and the 
great resemblance of many of the eoliths to those 
found in Kent by Benjamin Harrison. Westlake’s 
collection has been submitted for examination to 
Reid Moir, who has now announced his conclusions 
in the Huxley memorial lecture for 1939 delivered 
at the Imperial College of Science and Technology 
(“The Earliest Men,” published by Macmillan 
and Co., ls.), in anticipation of the publica- 
tion of the evidence: (1) the specimens from 
Aurillac are not of so, high a degree of workman- 
ship as the sub-crag implements ; (2) very numerous 
specimens are clearly Harrisonian eolithic types ; 
and (3) many of the specimens are artefacts prob- 
ably representing the first attempts to make real 
tools. Thus'in all probability the existence of 
man has been pushed back a further stage to the 
Miocene age and an answer given to Huxley’s 
question : “‘ Was the oldest Homo sapiens pliocene, 
or miocene, or yet more ancient?” This agrees 
with Sir Arthur Keith’s suggestion that ‘‘ the date 
at which human and anthropoid lines of descent 
began to diverge lies near the beginning of the 
miocene period. On our modest scale of reckoning, 
that gives man the respectable antiquity of about 
one million years.” 4. This period Reid Moir 
extends to about double, but as yet there is no 
reliable time-scale. 


THE PSYCHOLOGIST IN WAR-TIME 


THE possible effects of aerial war upon this 
country can only be gauged in general terms. To 
make plans for coping with all the many kinds of 
casualties it might cause is an extraordinarily 
difficult task, which demands sympathetic con- 
sideration for those who are engaged upon it. 
For this reason, though nearly a year has passed 
since the prospect of sudden emergency first arose, 
the tendency of medical men has been to control 
any impatience they have felt over the absence of 
published information about the schemes that 
would come into force in war. 

While it would no doubt be possible to make out 
a general case in favour of wider knowledge of 
other official plans, we are particularly concerned 
for the moment with the arrangements being made 
to ensure the best use of the limited number of 
medical men and women trained in psychological 
medicine. Whatever else may or may not happen 
in a war directed against the civilian population, 
there can be no doubt that the services of such prac- 
titioners would be in great demand. Even in civil 
life there is a shortage of trained medical psycho- 
logists and psychiatrists, and under the additional 
burden of war—or even the threat of war—the 
shortage would become acute. This would happen 
at the very time when the psychologist might be 
of greatest help; and we should like to be sure 
that his potential contribution has received all 
the attention it deserves. The contribution of the 
medical psychologist is not merely curative or 


4. Keith, A., Lancet, 1927, 2, 487. 
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palliative; it may be preventive. And since 
psychological disorders are apt to require much 
time for their resolution, the importance of prophy- 
laxis is even greater in this than in other branches 
of medicine. Here if anywhere we must take 
special care to economise our resources by informed 
and detailed planning. Though the relations of 
general and psychological medicine are progressively 
improving, and clinicians are approaching their 
cases on psychological lines, fundamental know- 
ledge of psychological work is still possessed by 
few outside the psychological specialty. There 
has been no time as yet to train, or even to arrange 
for the training, of an adequate number of 
clinicians capable of applying in their own special 
fields, or in general medical diagnosis, the concepts 
and knowledge required for the handling of this 
group of disorders. It is true that the invasion of 
general medicine by psychological ideas is reflected 
in apparently vital differences of opinion over the 
incidence, significance, nature and treatment of 
psychological factors. But it is equally true+that 
the really important divisions—especially as they 
are likely to affect planning for war-time—do not 


exist between the different groups in active prac- 


tice in psychological medicine but rather between 
those whose training and work has been “ organic,” 
and those who take a dynamic view of psycho- 
logical disorders. ? 

These facts are certainly known to the authorities 
charged with devising plans for an emergency, and 
the MINISTER oF HEALTH has been speaking this 
week of the heavy demands a war would make 
on those able to treat psychological disorders. 
The arrangements under which they would have 
to do so, however, are far from clear, and there is 
little reassurance in such brief statements as that 
made by the Ministry to the- News Chronicle on 
Monday. “The arrangements,” the newspaper 
was told, “ are that these cases will be treated at 
first-aid posts and given a sedative, and if they 
are in a fit state will go home. Bad cases will be 
sent out to one of the casualty hospitals, where 
there will be special departments under neuro- 
logists.” The exact meaning of the last phrase, in 
a statement intended for laymen, cannot easily be 
assessed, but it does nothing to decrease doubts and 
disquiet already existing. Although the anxiety 
of medical men to know their place in an emergency 
scheme is a natural and general phenomenon, we 
have reason to think that medical psychologists 
feel the lack of information with particular keen- 
ness—partly because so much of their prophylactic 
work falls to be done before the outbreak of 
hostilities. We cannot help hoping therefore 
that those concerned with schemes for psy- 
chiatric work in time of war will not forget 
the peculiar characteristics of such schemes 
and will soon allow them to become the subject 
of public medical approval or constructive 
comment. 


Prof. C. A. Lovatt Evans, F.R.S., will deliver the third 
Sharpey Schafer lecture on Friday, June 9, at 5 P.M., in 
the University of Edinburgh New Buildings. He will 
speak on the metabolism of the heart. 
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ANNOTATIONS 


X-RAY TREATMENT OF INFLAMMATION 


Borm in Europe and in the United States the’ 


possibility of treating acute and chronic inflammatory 
conditions with X rays has been investigated by 
many workers. In reviewing American findings 
Desjardins! concludes that the outstanding effect 
of the irradiation is a destruction of leucocytes 
resulting in the liberation of protective substances. 
He points out that voltages of 100 to 150 kV are 
preferable to higher ones and that the doses must 
also be kept at a low level; he suggests a single dose 
of 10-50 per cent. of a skin-erythema dose for acute, 
and 50-80 per cent. for chronic, inflammations. In a 
longer and more elaborate paper Mathey-Cornat ? of 
Bordeaux refers to the treatment of inflammation 
at three sites—the mouth and throat, the skin, and 
the genital organs. For infected tonsils he favours 
irradiation with doses of 50-100 r, repeated as often 
as may be necessary. He is perhaps less enthusiastic 
than other French workers ? about the radiotherapy 


of inflammations of the skin, but he thinks it 


undoubtedly useful in association with other methods. 
In disorders of the female genital organs irradiation 
is often, he says, the treatment of choice, though the 
effects of possible castration must always be borne in 
mind. Mathey-Cornat believes that if great care is 
taken to control the doses given a temporary sterilisa- 
tion can be obtained exactly as desired. If the 
patient is young—particularly if she is a nullipara— 
X rays at 170-180 kV are used, and the dose at a 
single sitting is 120-180 r to each field. If not even 
temporary sterilisation is permissible symptoms may 
still be alleviated with doses as low as 50 r per field. 
Irradiation is particularly recommended for genital 
tuberculosis—a condition serious enough to justify 
slight risks and itself likely to produce permanent 
sterility. 

The results claimed in these papers are so good 
that it is a little surprising that the method has so 
few exponents in this country. Radiological. practice 
includes the treatment of many benign lesions, but 
most of the hospital departments here would be 
frankly disconcerted to find their waiting-rooms filled 
with cases of tonsillitis, osteitis associated with dental 
caries, tuberculosis of the testis, and pelvic inflamma- 
tion in women. Leaving aside certain recognised 
techniques for chronic inflammatory diseases, the 
results reported in Britain have been disappointing ; 
but the weight of opinion elsewhere seems to be against 
these findings, and further investigation under con- 
trolled conditions is called for. In the therapy of 
malignant diseases, British technique is second to 
none, and it would be a pity to miss other possible 
benefits of irradiation when clinica] research on them 
presents no great difficulty. 


THE FATE OF TRANSFUSED BLOOD 


How long does a donor’s blood remain in the 
circulation of the recipient ? Many technical diff- 
culties have interfered with attempts to answer this 
question, and no certainty has been reached. In 
point of fact we do not know how long a normal 
erythrocyte continues its existence ; for the indirect 
methods, such as calculating from the excretion of 
hemoglobin breakdown products, have given dis- 
crepant figures. More direct methods became avail- 
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able .with the introduction of transfusion ; it became 
possible to measure the result of transfusion by 
estimating the hemoglobin before and afterwards, 
Here again, however, the results were not precise 
enough to show how long the donor’s blood remained 
in the host, An impetus was given to further inquiry 
by the discovery of the blood-groups, for when a 
patient received blood of a different, yet compatible, 
type it became possible to trace the fate of the foreign 
blood corpuscle by testing agglutinability repeatedly. 
In this way it was judged that the donor’s blood 
might remain in currency for a hundred days. 

A fresh advance is described by Dekkers.1 By 
using the M and N groups, he has been able to A A 
a source of doubt arising from the actions of the iso- 
agglutinin factors as ordinarily considered in trans- 
fusion, the I, 1, m1, Iv types. It became possible 
to transfuse blood of the same iso-agglutination 
type as between host and donor, yet with differing 
M and N groups, with their independent agglutinins. 
The fate of a transfused blood of one of these types 
could be traced in the recipient’s blood of a different 
type, and without the complicating side-effects of 
iso-agglutinin elements. Some 12 cases were worked 


out in detail on repeated occasions, and Dekker’s 


figures indicate that donor blood may remain in the 
recipient’s circulation for some seven or eight weeks. 


BACTERIOLOGICAL EXAMINATION OF WATER 


IN 1934 the Ministry of Health published a report 
on the bacteriological examination of water-supplies 
which was intended to introduce some measure of 


standardisation into the technique of water analysis. 


The success that this venture achieved is shown by 
the fact that, despite its being reprinted in 1936, 
no copy of the report has been available for some 
months. The new edition,? which has just been 
published, is rather larger than the old and shows 
evidence of having been extensively rewritten. 
During the last few years, and particularly since the 
Croydon outbreak of typhoid in 1937, a demand has 
arisen among water undertakers, engineers, sanitary 
inspectors, administrative workers, and others not 
possessed of special technical knowledge, for informa- 
tion on the laboratory control of water-supplies. An 
attempt to meet this demand has been made in the 
new edition of Report No. 71 by dividing the subject 


. matter into two parts, the first addressed to the non. 


technical reader, the second to the water bacterio- 
logist alone. The first part, which incidentally will 
be of considerable value to the ordinary medical 
officer of health, gives a simple description of the 
rationale of the bacteriological analysis, and of the 
frequency and type of examination to be undertaken, 
discusses at some length the interpretation of the 
results, and lays down a suggested classification of 
piped water-supplies based on the coliform test, 
Attention is drawn to the importance in water, as 
in milk control, of examining numerous samples 
by a simple test rather than occasional samples 
by a series of more complicated tests. Too often 


in the past even large water undertakers have been 
content with a full bacteriological and chemical 
examination every three months—a method which 
afforded no security against serious contamination 
in the meantime. It is now suggested that a simple 
coliform examination, with or without differentiation 


1. Dekkers, H. J. N., Acta med. dcan 1939, 99, 587. 
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of the coliform types, should be carried out as a daily 
routine by the larger water undertakings, and as 
frequently as possible by the smaller bodies. In 
this way a check will be kept on the quality of the 
water and immediate attention directed to any 
deterioration of the supply. In the second part of 
the report the technique of the various methods of 
examination is described in some detail. The 
description of the plate count appears to be practically 
unaltered. The coliform count is dealt with more 
fully, the sampling error of counting by the liquid- 
dilution method and the problem of reporting the 
results receiving greater consideration than in the 
previous edition. In the differentiation of the coliform 
bacilli the old and rather tedious method is retained 
of plating from one or two of the fermented MacConkey 
tubes, picking off individual colonies, and testing 
each one separately in a number of differential media, 
but in addition it is recommended that a trial should 
be given to the more rapid selective liquid-media 
method which makes use of the 44° C.. MacConkey 
test as a means of demonstrating the presence of 
fecal coli. The report is superior ini its arrangement 
to the previous one, and will be welcomed by technical 
and non-technical readers alike. In its adaptation 
to meet existing conditions, its introduction of the 
most recent methods, and the stress it lays on funda- 
mental principles, it will be greeted as a vital compila- 
tion which carries on not unworthily the tradition 
of imagination and efficiency introduced into water 
control by Houston. 


CORAMINE IN ANAESTHETIC EMERGENCIES 


EVEN the most prudent anesthetist is occasionally 
faced with the necessity for measures of resuscitation, 
and it is important that he should know the real 
value of the many drugs offered to him for this pur- 
pose. In practice he relies first and mainly on arti- 
ficial respiration. When respiration has been restored, 
what help can drugs give him in bringing back the 
failing circulation ? One drug which has a consider- 
able reputation in this connexion is Coramine, and its 
practical value has been studied lately by Whitehead 
and Draper.! The antidotal action of coramine 
varies with the physiological conditions present, the 
depth of the narcosis, the particular depressant 
against which it is employed, and the dose given. 
Respiratory stimulants lose most of their potency 
when asphyxia is extreme, and indeed they then 
seem actually to hasten the cessation of breathing. 
To explain this fact Whitehead and Draper point 
out that intensifying the activity of the respiratory 
neurons increases their rate of oxygen consumption, 
so that if this increased activity fails to improve 
their oxygen supply death of the centre quickly 
follows. Therefore, when an analeptic such as 
coramine is injected during treatment of asphyxia 
care should be taken to maintain a free airway and 
to enrich the oxygen content of the inspired air. 
Experimentally it appeared that coramine had an 
antidotal action only against the lighter levels of 
narcosis, that it was capable of stimulating the 
. respiratory centre depressed by Avertin and ether 
but was ineffective against barbituric depression. 
Large doses of coramine were found to intensify 
respiratory depression, and when used for purposes 
of resuscitation from experimental chloroform over- 
dose it almost doubled the mortality. It seems well 
established that coramine is capable of raising the 
blood-pressure as part of a generalised excitatory 
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action on the medulla, but this effect is often absent 
when the blood-pressure has been lowered by circu- 
latory poisons such as chloroform, and there is no 
evidence that the local action of the drug on the 
heart is anything but harmful. | 


LONDON UNIVERSITY MOVING IN 


WHEN the principal of London University made 
his report last year the southern block of buildings, 
with the tower, was finished and was already in 
occupation except for part of the library. Now he 
reports further progress. During the long vacation 
the remainder of the books were moved from South 
Kensington and all the library rooms are now in use. 
The two beautiful rooms given by the Middlesex 
county council, the Goldsmiths’ library, the periodicals 
reading-room, the Harry Price library of magical 
literature, the music library, with its piano, pianola, 
and gramophone, its 4000 books and scores, and its 
2000 gramophone records and pianola rolls, and the 
Sir Edwin Durning Lawrence library, which repro- . 
duces Sir Edwin’s original room in Carlton House 
Terrace, are all now available for readers, The 


building of the block north of the tower progressed 


rapidly last year, and in September the Institute of 
Education left Southampton Row for its new quarters, 
being followed in January by the School of 
Slavonic and East European Studies. The univer- 
sity is now embarking on the remaining five sections 
of its present programme—Birkbeck College, for which 
a site is being cleared in Malet Street, the School of 
Oriental and African Studies, which will be at the 
corner of Thornhaugh Street and Woburn Square, 
the Institute of Historical Research, the ceremonial 
hall, and the union. The wing that will contain the 
Institute of Historical Research, on the east side of 
the tower, will complete the first and major part of 
the balanced scheme of the central buildings. With 
grants from the National Fitness Council and the 
university, and a gift of £50,000 from Lord Nuffield, 
the £100,000 needed for the students’ union has now 
been raised, with enough over to cover equipment. 
Plans are already drafted for the new building, and 
the old union is being moved to temporary quarters 
so that its site may be cleared for the erection of its 
permanent home, 


INTER-RELATED AMINO-ACIDS 


THE most obvious method of determining which 
constituents in a medium or diet are essential for 
growth has been to omit from the mixture each com- 
ponent in turn and to note the result. Doubt is 
thrown on the validity of this method by a paper 
from Gladstone,! working in the Bland-Sutton and 
Courtauld institutes, Middlesex Hospital. He found 
that growth of anthrax bacilli in media containing 
only amino-acids and inorganic salts was greatly 
retarded by the absence of the amino-acids valine, 
leucine and isoleucine. If these compounds were 
added together to the deficient medium, growth was 
much accelerated, but if they were added singly, each 
caused a complete inhibition of growth. The toxic 
effect of the added valine could be counter- 
acted by the simultaneous addition of leucine, and 
vice versa; on the other hand the toxic effect of 
isoleucine could only be overcome by the addition of 
both leucine and valine. Similar inter-relationships 
were found between valine and threonine, between 
valine and -aminobutyric acid, and between threonine 
and serine. The fact that some growth did take place 
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in the absence of the three amino-acids valine, 
Jeucine, and isoleucine was first attributed to the 
presence of traces of these substances in those amino- 
acids in the medium which had been derived from 
natural sources. When these were replaced by amino- 
acids prepared synthetically (with the exception of 
cystine, arginine and histidine) delayed growth still 
occurred in the absence of valine, leucine and iso- 
leucine, and this was found to be linked with the 
presence of the arginine and histidine themselves. 
When these two amino-acids were excluded from the 
medium, no growth occurred in the absence of the 
- former three compounds ; but when they were added 
singly the inhibitory effects were seen as before. No 
evidence was obtained in favour of the suggestion 
that the anomalous effects could be attributed to the 
amino-acids of the d-series present in the racemic 
synthetic compounds used, although the influence of 
these compounds in metabolism is now being more 
generally recognised.” 

Bacillus. anthracis, like some other bacteria, can be 
“ trained ”? to utilise ammonia as its sole source of 
nitrogen, and although growth in such media is poor 
and delayed, the organism can be subcultured 
indefinitely. Gladstone points out that this does not 
necessarily imply that any particular amino-acid is 
not essential for growth ; the acceleration produced 
by its addition rather implies that it must play an 
essential part, and that in its absence some time 
must elapse for its synthesis by the organism to take 
place. He suggests further that an excess of an 
amino-acid such as valine or leucine may inhibit 
growth by reason of a “blocking” effect on the 
synthesis of this compound or of one structurally 
related. The similarity in structure between the 


inter-related amino-acids points to some common 


reaction. 

The conclusion may therefore be drawn that the 
‘‘indispensability ” of a given amino-acid. may be 
closely related to the presence or absence of other 
amino-acids, and that the effect of omitting two or 
more such compounds must be studied before definite 
statements can be made. 


THE CAUSES OF DEATH 


FROM the beginning of next year the vital-statistical 
reports of most countries will tabulate causes of 
death in accordance with the revisions made by an 
international conference that met in Paris last 
October. The lists* this conference unanimously 
adopted (the detailed, the intermediate and the 
abridged) do not differ greatly from their predecessors. 
The main object has been to bring them into line 
with current knowledge—particularly with regard 
to the infectious diseases—and the opportunity has 
also been taken to make some practical improvements 
suggested by experience under the headings of 
puerperal causes and of accidents. Thus, under 
paratyphoid fever the type should be specified if 
possible ; the hemorrhages and toxemias of preg- 
nancy should be differentiated from those of child- 
birth and the puerperium ; the modern importance 
of road accidents demands a clearer tabulation of 
them. An innovation of value is a suggested list of 
causes of stillbirth, for which fifteen headings are 
proposed. Further studies are being made of a 
possible nomenclature for causes of morbidity, and 
on the thorny international problem of the classi- 
fication of joint causes of death. One of the diffi- 
culties of these revisions is, of course, the break 
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they make in the continuity of the series of death- 
rates by causes; to overcome this—or at least to 
reveal its extent—the conference recommended that 
deaths in 1940 should be classified both by the old 
and the new rules. Lastly, it rightly emphasised the 
importance of giving medical practitioners and 
students proper instruction in the principles upon 
which death certificates should be made out. After 
all they are the ‘‘ producers of the primary products 
and without their intelligent codperation in the 
scheme the most erudite ‘‘consumer”’ of statistics 
can consume to no purpose. 


THE BURDEN NEUROLOGICAL INSTITUTE 


THE new neurological institute at Stoke Lane on 
the outskirts of Bristol was opened by Sir Thomas 
Inskip, one of the trustees, on May 12. The building 
stands in the grounds of the Stoke Park colony for 
mental defectives, and it has been paid for and 
endowed by Mrs. R. G. Burden, whose late husband, 
the Rev. Harold Burden, founded the colony. The 
institute is, however, entirely autonomous, and will 
only partly concern itself with mental deficiency. 
Its management will be in the hands of a committee 
presided over by Sir Laurence Brock, chairman of 
the Board of Control, and its work will be directed 
by Prof. F. L. Golla, who until lately occupied the 
chair of the pathology of mental diseases at London 
University, At the opening ceremony Dr. Golla 
explained that the purpose of the institute was to 
study the bodily substratum of mental diseases by 
the long and intensive study of a small number of 
cases. Every method of approach will be used— 
clinical, physical (electro-encephalography ), bio- 
chemical, endocrinological and metabolic. A team 
of workers trained in each of these branches has been 
appointed, and they will have the advantage of being 
free from the distractions of routine hospital or 
private practice. Epilepsy and its treatment will 
be one of the first problems to be attacked, and one 
of the two observation wards, each containing five 
beds and one cubicle, will be reserved for epileptics. 
The laboratories have been equipped generously 
but without undue lavishness, and include a metabolic 
laboratory with incubators, spirometers and gas- 
analysis chambers, a physiological laboratory with 
kymographs, an electro-encephalographic room, a 
histological laboratory, a library and animal-houses. 
The neurosurgical department, to which the Rocke- 
feller Institute has contributed, contains a theatre 
equipped for brain surgery, and a special radiographic 
unit devised by Lysholm of Sweden. The work, 
which will have the support of the Medical Research 
Council, will be conducted in coöperation with the 
Stoke Park authorities and those of the mental 
hospitals in the surrounding districts. Dr. Golla 
hopes that the institute will become a national 
centre for the discussion and investigation of mental 
diseases, 


SYPHILIS; PREGNANCY; ARSENIC 


Ir has been asserted that pregnant syphilitic 
women tolerate arsenic well, and some have said. 
that they run little risk of severe reactions to arsphen- 
amine. It has even been recommended that anti- 
syphilitic treatment should be given to the prospective 
mother merely on an off-chance, purely as prophy- 
lactic for the unborn child. Ingraham,! like some 
others he quotes, applies a corrective to this attitude. 
He insists that in the treatment of the syphilitic 
woman during pregnancy, as in obstetric procedures, 
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her well-being should take precedence over the health 
of the unborn child. Further he finds that the 
statistical evidence in favour of the relative safety 
of arsphenamine treatment for the pregnant woman 
is not satisfactory. From an analysis of his own 
and others’ results, he concludes that pregnancy 
increases rather than decreases the risk of severe 
reactions, and the pregnant woman is by no means 
exempt from such complications as anemia and 
encephalitis ; he also notes that antisyphilitic treat- 
ment can aggravate or instigate toxemia, While 
agreeing that maternal antisyphilitic treatment has 
been one of the greatest advances of preventive 
medicine, Ingraham questions whether active arsenical 
treatment is desirable at all during pregnancy unless 
there is reason to think that the coming infant has 
a strong chance of being diseased, | 


AIR-BORNE WORM INFECTIONS 


AT the U.S. National Institute of Health an inquiry 
has been made into the prevalence of infection with 
the threadworm Enterobius vermicularis in 2097 
persons, believed to constitute a fair sample of the 
white population of Washington. 
no less than 41 per cent. of examinations. About 
two-thirds of these were on boys between six and 
nineteen years old living in institutions, and among 
them the percentage of detected infection varied 
from 31 when only one examination was made to 
57:3 when these numbered two to four.1 Experience 
suggests that there must be at least four examinations, 
not carried out on consecutive days, before infection 
can be excluded with any confidence, The rest of 
those investigated were members of the general 
public, and a spot map shows that their homes were 
thickly clustered round the Capitol. Though about 
half the infected had no symptoms, the high figures 
quoted are evidence that, in Washington, thread- 
worm infection is quite a serious matter. 

The method of diagnosis which is the basis of these 
observations is the use and examination of the NIH 
swab devised by the late Maurice Hall.2 As is well 
known the threadworm does not oviposit within the 
bowel, so ordinary fecal examination gives no indica- 
tion of its incidence ; but the female creeps from the 
anus and passes its eggs outside. It is from the 
skin surfaces concerned that these have to be collected 
for examination, and after trial the best means of 
doing so was found to be the Cellophane swab or 
scraper. This consists merely of a glass rod with 
rounded ends, about 10 cm. long, thrust through 
a rubber cork: of a size that suitably plugs a test- 
tube. 
transport is angularly folded a 3 cm. square of cello- 
phane fastened by a rubber band. The tip of this 
is used to scrape with outward strokes the anal 
ridges and furrows, the folded edges of the material 
picking up eggs and even worms; and, as the latter 
may migrate some distance before ovipositing, a 
considerable surface of skin should be covered. For 
microscopic examination the material is pushed 
down the rod a little so that its tip becomes freed ; 
it is then dipped in some stained decinormal caustic- 
soda solution lying on a slide and cut off there. The 
severed piece is spread out used-side down, some 
decinormal solution is put on it and a coverslip laid 
over all, The eggs, whether they are still adherent 
to the cellophane or have dropped on the slide, are 
readily seen through it under the microscope, 
familiarity obviating the risk of mistaking flaws in 
this material for threadworm eggs. 
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As to the way of conveyance capable of infecting 
so many persons over so considerable an area, Nolan 
and Reardon ? in another paper of the same series 
show that it must be by air; so inhalation of 
embryonated eggs is presumably the means of 
infection. They selected seven households because 
at least one member in each had a heavy infection, 
and they collected 271 dust samples from various 
parts of the rooms by passing over the sampled 
surface a camel-hair brush moistened in water, the 
brush then being dipped into a few drops of decinormal 
caustic-soda solution in a well-slide. To ordinary 
standards five of the houses were clean and well 
kept. Ofthese samples 92 per cent. contained thread- 
worm ova in all stages of development from tadpole 
to fully formed embryo, mostly in the latter stage ; 
in about half the eggs the appearance suggested 
viability and in fifteen of them the embryos were 
motile. The egg-containing samples of dust were 
collected from all levels of all rooms, and their 
common presence in such sites as the top mouldings 
of doorways and ceiling lights shows that air-currents 
had taken them there. 

The hygienic importance of the observation of 
Lentze,‘ that the threadworm eggs may be air- 
borne, is thus fully confirmed, Moreover in the 
dust of a middle moulding of a bedroom door an 
egg of the whipworm Trichuris trichiura was present 
and presumably air-currents had taken it there. 
As to air-borne ascaris infection,’ Clayton Lane has 
collected further evidence for this which leads to 
the conclusion that pit and borehole privies are active 
in this direction ; this is not a plea for the abandon- 
ment of latrines in rural and backward communities, 
but a pointer to the urgent need of devising some 
better type. In the nature of things privies will 
not prevent air-borne infection by enterobius ; 
treatment is needed for prevention, and this team 
of workers has tested the efficiency of various means 
of securing it, subjecting them to the strict diagnostic 
control of the NIH swab. Their results, which are 


not yet published, promise to be highly significant, 


THE CONTROL OF DISEASE 


IN 1938 Dr. Frederick W. Price placed a sum of 
money in the hands of the Royal College of Physicians 
of Edinburgh for the endowment of a lectureship. In 
delivering the first Frederick Price lecture on 
Monday last Lord Horder took as his subject the 
Control of Disease, and greatly interested his large 
audience. He referred particularly to the stimulus 
to progress which came from the increasing value 
put on human life. War, he said, stimulates advance 
in some aspects of medical science, but hinders, as at 
the present time, organised endeavour to improve 
the health of the community. Women, he thought, 
are more in touch with the needs of the common 
people than are men, and he expects them to play a 
leading part in public-health reforms of the future. 
He ended his lecture, as he began, with the interesting 
speculation—Will it ever be possible to guarantee 
protection to the individual against all diseases $ 


Dr. WALTER CANNON, professor of physiology in 
Harvard University medical school, has. been elected 
to the foreign membership of the Royal Society in 
recognition of his X-ray investigations of the 
alimentary canal, his analysis of the mechanism and 
conditions of excitation of the suprarenal gland, and 
his work on the chemical transmission of impulses in 
peripheral nerves as shown by the sympathetic system. 
3. Nolan, M. O., and Reardon, J. Parasit. 1939, 25, 1 
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HEART -FAILURE 


A Review Oontributed by Invitation 


By K. Ssrrrey Situ, M.D. Lond., F.R.C.P. 


PHYSIOIAN TO CHARING OROSS HOSPITAL AND TO THE LONDON | 
CHEST HOSPITAL ` 


CARDIOLOGY has long been the battle-ground of 
speculative and conflicting doctrines. The termino- 


logy based on some of these doctrines has unfor- 


tunately outlived our faith in their truth, and certain 
expressions have become meaningless in the sense in 
which they are still widely used. These discrepancies 
between theory and fact give rise to much confusion. 

Among long-debated terms may be mentioned 
“ back pressure.” It was originally used to convey 
the idea that regurgitation of blood through the 
valves of the heart is the cause of the overfilling of 
the inflow (venous) side of the circulation, and that 
tricuspid regurgitation is necessary before venous 
engorgement can develop. This overfilling (which is 
implied in the term ‘congestive failure’’) is now 
recognised as occurring quite apart from valvular 
damage or incompetence, and the expression ‘‘ back 
pressure ” thus becomes, at best, misleading. Another 
example is to be found in the term “ acute dilatation 
of the heart.” This expression has been used to 
denote the state of intolerance of effort, with heart- 
consciousness and fainting, which may follow infec- 
tions or strenuous or unwonted exertion. It has been 
proved radiologically that there is no “ dilatation ” 
in these circumstances when the heart is initially 
healthy. If a patient with a diseased heart is 
subjected to infection such as influenza, or to 
mechanical strain as in paroxysmal tachycardia, 
rapid dilatation may take place; -but in such cases 
the diagnosis is ‘ heart-failure.”’” To label such a 
condition ‘‘ acute dilatation ” is comparable to calling 
uremia ‘‘ contraction of the kidney.” 

When changes such as hypertrophy arise in the 
heart—as a consequence, for example, of valvular 
disease—‘* compensation ” is said to have taken place. 
This term may be regarded as convenient and sanc- 
tioned by wide usage. The expression ‘‘ decom- 
pensation ” should be discarded, since it means 
nothing more nor less than heart-failure, 


DEFINITION 


“ Heart-failure”? is the term used to denote 
inadequacy of the circulation as the result of disease 
or overburdening of the heart. This condition is 
distinct from the circulatory failure of pneumonia 
for example, since the latter is of peripheral origin 
and according to recent work is attributable to 
increasing viscosity of blood resulting from loss of 
plasma in the lung exudate. Cardiac infarction 
provides a clear-cut example of combined cardiac 
and peripheral failure in which the primary fall of 
blood-pressure due to shock may help the crippled 
heart to tide over the phase of greatest weakness. 


MECHANISM OF FAILURE 


Failure of the circulation is usually due to failing 
systolic power and output (hyposystolic failure). In 
this group may be placed the common extrinsic 
obstructions to the circulation—hypertension and 
chronic pulmonary disease, which overburden the 
left and right ventricles respectively. The failure 
resulting from chronic valvular disease or from 


SPECIAL ARTICLES 


[may 20, 1939 


progressive ischemia of the myocardium also comes 
into this category. Failure of diastolic filing may 
produce progressive slowing of the circulation ; con- 
strictive pericarditis and pericardial effusions hamper 
the action of the heart in this way, and very rapid 
beating of the heart, as in paroxysmal tachycardia, 
may lead to congestion by the same mechanism, 
especially if the heart is in the first place damaged 
(hypodiastolic failure). In some conditions, such as 
thoracic deformity and thyrotoxicosis, a general 
overburdening of the heart is the cause of failure. 
In thyroid disease the myocardium may also be 
poisoned. 


DIAGNOSIS 


The diagnosis of heart-failure depends on the 
recognition of symptoms, the most important being 
dyspneea on exertion. Unlike the dyspnea of func- 
tional disturbances, organic dyspnoea is proportional 
to the exertion and constant from day to day ; 
moreover, cyanosis readily develops in association 
with it. Signs of heart disease will usually be obvious 
when there is congestive failure, and the heart will 
always be enlarged, though the degree of enlargement 
may be hard to determine. Increasing exertional 
dyspnoea heralds congestion. The earlier dyspneic 
stage is sometimes referred to as ‘failure without 
congestion.” 

Congestion is not always discoverable by simple 
methods; it may be visible clinically, when for 
instance the liver and the veins in the neck are 
engorged ; but in other cases it affects only the lungs, 
the engorged vessels in the hila being observed on 
radioscopy. A differential diagnosis may be necessary 
from certain conditions that may simulate (or accom- 
pany) heart-failure ; the most important of these are 
cirrhosis of the liver, anemia, and pregnancy. 
Obesity may obscure the diagnosis in so far as it 
prevents satisfactory clinical examination. 


PREVENTION OF HEART-FAILURE 


Every patient with heart disease is faced with the 
ultimate development of heart-failure. A strenuous 
life leads more rapidly than a sedentary life to this 
termination ; consequently the adolescent with heart 
disease should plan a career which is mainly sedentary, 
and the middle-aged patient with increasing dyspnea 
on exertion should avoid all activities that cause 
breathlessness at the time or fatigue subsequently. 
A patient who is becoming increasingly breathless on 


exertion should lengthen the hours of rest at night 


and take a day or half a day in bed at each weekend. 
Infections, such as influenza or bronchitis, are a 
serious menace, and the development or recrudescence 
of failure may often be traced to such a cause. 
People with heart disease, therefore, should be 
specially guarded against infections, and treated with 
particular care if they contract them. 

_ Overburdening of the diseased heart through 
obesity is another prolific cause of heart-failure. 
Patients should be protected from this risk by 
suitable dieting and regular weighing. Alcohol is 
probably responsible for hastening failure in many 
cases. The part played by anæmia should also be 
borne in mind. Ansmia sometimes simulates heart 
disease which is not present, or it may aggravate 
existing heart disease and precipitate failure. Pure 
anæmia never causes orthopnea. The danger of 
pregnancy to any woman with more than a trivial 
heart lesion is too well known to need emphasis. 
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TREATMENT OF ACUTE HEART-FAILURE 


Acute failure of the left ventricle is a common 
development in the later, stages of hypertensive heart 
disease ; also it often follows cardiac infarction. The 
patient gives a history of waking with urgent dyspnæœa 
in the night. In an attack he is found sitting up in 
bed; the anxious face is grey, chilly, and clammy ; 
the struggles for breath continue often for half an 
hour or more. The first essential in treatment is the 
injection of morphine sulphate (gr. 4). Preparations 
are then made for the administration of oxygen by 
nasal catheter. Usually the attack abates after the 
use of morphia, but if not, or if the moist sounds in 
the lungs increase, oxygen should be given. Pro- 
longation of the attack or the development of acute 
pulmonary cedema in the presence of hypertension 
are reasons for venesection. A pint of blood may be 
removed by introducing a French’s needle (previously 
sterilised by heating in liquid paraffin) into the 
antecubital vein. If this is not successful, open 
dissection of the vein should be carried out and a 
scissor-cut made in the wall after passing ligatures 
behind the vessel. 

' Acute failure of the right ventricle may be a 
consequence of pulmonary infarction; it may also 
complicate pneumonia. Urgent dyspnea with 
thoracic pain or distress develops in association with 
cyanosis and engorgement of the veins in the neck. 
Again morphia is the remedy, coupled with efficient 
oxygen administration. Venesection may be bene- 
ficial; but, curiously, it is usually less effective than 
in acute left heart-failure. Coramine, 5 ¢.cm. 
injected intramuscularly or intravenously, is useful if 
respiratory failure supervenes. 


TREATMENT OF CONGESTIVE HEART-FAILURE 


The development of congestive heart-failure signifies 
that the patient has entered upon a new phase in his 
malady. Any previous regime or medication should 
be discarded and a new plan evolved. Failure, with 
or without congestion, is an indication for rest in bed. 
The duration of such rest will vary, but in general 
it will not be less than four weeks; indeed in some 
cases, fortunately uncommon, the first attack of 
failure leads to progressive deterioration and death. 
A fairly warm environment (about 65° F.) is required 
and the patient should lie in whatever position offers 
most comfort; a propped-up or sitting posture, as 
in a cardiac bed, is usually preferred. 

The diet in beart-failure should be low for two 
reasons: first to reduce the burden on the heart, 
and secondly to avoid progressive increase of weight. 
The latter is a point very often overlooked, and I have 
many times seen patients who have been allowed to 
gain a stone or two in weight during a month or two 
of complete rest in bed. The diet should be equivalent 
to about 1000 calories per day. In the severer grades 
of failure the food will be chiefly liquid, such as 
glucose lemonade (made by adding } Ib. of glucose 
to a quart of water with lemon) or other fruit juices, 
milk jelly, junket, tea, or milky coffee; small 
quantities of bread, fish, and milk pudding may be 
taken. With improvement in the condition cereals, 
eggs, chicken, vegetables, and meat will be added, the 
heat value increasing to 1600 calories daily. The 
principal meal should be taken at midday. Fluids 
should total not more than 30 oz. in the twenty-four 
hours, and, if more than slight cedema is present, the 
quantity should be reduced to 25 or 20 oz. 


USE OF DIGITALIS 


Digitalis is as important a remedy in congestive 
failure as morphia is in acute failure. Digitalis should 
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be given whenever heart-failure is diagnosed, irre- 
spective of the rhythm, the level of the blood-pressure, 
or the presence of aortic or other valve disease. It 
must be given cautiously if there is heart-block. There 
is substantial evidence that digitalis has a direct 
effect upon heart muscle, but the benefits derived from 
its use in failure with normal rhythm do not rival the - 
often astonishing improvement following its use in 
failure with auricular fibrillation. Digitalis never 
converts fibrillation into normal rhythm, but by 
impeding the passage of impulses from the auricles to’ 
the ventricles it slows the ventricular rate, thus 
abolishing a wastage of weak contractions which are 
not strong enough to contribute to the circulation. 
Digitalis, even in moderate doses, sometimes provokes 
fibrillation. 

In most cases of heart-failure there is no great 
urgency for digitalis medication. Complete rest 
without any medicinal treatment often brings pro- 
gressive improvement. In fact, when electrocardio- 
graphy is contemplated and the patient is not 
seriously ill, it is best to withhold digitalis until the 
record has been made, to avoid the deformity 
produced within a few hours by this drug. 

Digitalis should be given by the mouth, except in 
special circumstances to be mentioned later. The 
maximal benefit from digitalis is secured only when 
the drug reaches a certain concentration in the body ; 
allowing for excretion, a greater total quantity will. 
be needed with a gradual administration than when 
large doses are used to secure rapid digitalisation. In 
general, a patient of average weight requires about 
5 drachms of the tincture, smaller persons requiring 
rather less and heavier ones rather more. In 
impending or early failure tincture of digitalis 
20 minims or powdered digitalis 2 grains thrice daily 
is a suitable prescription. When rapid fibrillation is 
present in failure and no digitalis has been given for 
ten days or more, tincture of digitalis 1} fluid 
drachms should be given followed by half a fluid 
drachm at six-hour intervals until the heart-rate falls 
to about 80, or toxic disturbances occur. Thereafter 
the dosage is adjusted to maintain this optima) rate. 

In extreme congestive failure, with fibrillation at 
very high rates, or in acute pulmonary oedema 
unrelieved by morphia or by venesection, intravenous 
therapy may be employed. Digoxin 0-5 mg. or 
strophanthin gr. 1/100 is generally used as the initial 
dose. Neither intravenous nor massive oral therapy 
should be considered if the patient has had digitalis 
during the preceding week; nor should they be 
considered in heart-failure due to active rheumatic, 
carditis or to thyrotoxicosis. 

It occasionally happens that intravenous injection 
is contra-indicated while at the same time the patient 
vomits all preparations given orally ; in such cases 
tincture of digitalis in doses 25 per cent. greater 
than those by mouth may be given per rectum, The 
dose is diluted with 4 oz. of water and run slowly 
into the rectum at body temperature, the quantity 
for the day being given at one injection. There are 
no indications for the subcutaneous or intramuscular 
injection of digitalis. 


DIFFICULTIES IN ADMINISTRATION OF DIGITALIS 


Too often digitalis is withdrawn and the patient 
is deprived of a valuable medicine because of a 
single vomit or a headache. If digitalis is needed a 
serious effort should be made to administer it. Oral 
administration may be made impossible by early 
vomiting, and since this symptom is due to irritation 
of a congested gastric mucosa a change from the 
tincture to Nativelle’s granules or to digoxin will 
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sometimes overcome the difficulty. Seeing that the 
vomiting is due to the failure, and digitalis is necessary 
to combat this, it is essential to give it by one means 
or another. In several cases of this kind, in which 
previous digitalis made intravenous therapy inadvis- 
able, I have used rectal infusions to procure digitalisa- 
. tion, and thereafter maintenance doses have been 
tolerated by the mouth. At times the local gastric 
effects of digitalis prevent daily administration even 
when there is no congestion. It may then be found 
-that the intended quantities can be given, provided 
that the doses are given on alternate days or missing 
every third day, 

Late vomiting is due to digitalis intoxication and 
develops when quantities approaching or exceeding 
the full digitalisation dose have been given. Other 
signs of digitalis intoxication will then be present— 
namely, slowing of the pulse-rate below 60 and 
premature contractions producing coupling of the 
beats on auscultation. The drug should then be 
omitted for twenty-four or forty-eight hours and later 
resumed with the dosage halved. 


SYMPTOMATIC TREATMENT 


Restlessness and insomnia.—Apart from its rôle 
in cardiac asthma, morphia is of great value in 
alleviating restlessness in advanced failure and in 
giving sleep in spite of the pain or discomfort of 
-this condition. Lesser grades of agitation, as in 
hypertensive failure, are often relieved by a mixture 
of potassium bromide gr. 10 with syrup of chloral 
20 minims twice daily. For insomnia not due to 
pain potassium bromide gr. 15 with chloral hydrate 
gr. 15 given at night is useful. Paraldehyde 2 drachms 
may be given orally or per rectum. There is no harm 
in moderate doses of the barbiturates, but these are 
sometimes not tolerated well by elderly cardiac 
patients. 

Vomiting.—The means of dealing with vomiting 
due to digitalis have already been mentioned, I know 
no means of stopping the vomiting of coronary 
- thrombosis, which when repeated bodes ill; isotonic 
saline should be injected subcutaneously. Vomiting 
in the elderly is sometimes invoked by morphia, and 
the use of this drug should then be avoided. 

G@dema.—Usually with fibrillation and sometimes 
with a normal rhythm, digitalisation brings a notable 
diuresis, and no further treatment in this direction 
is necessary. If digitalis does not relieve edema, 
one of the mercurial diuretics will almost cer- 
tainly do so. This remedy is so effective in 
cardiac anasarca with normal rhythm that it 
must be accorded an importance even greater than 
that of digitalis in the treatment of this condition. 
An initial dose of 1 c.cm. is given intravenously ; 
2 c.cm. may be given forty-eight hours later, As a 
general rule dosage should not exceed 2 c.cm. twice 
a week. Ammonium chloride gr. 20 (in a gelatin 
capsule) thrice daily by mouth often augments the 
diuresis; if veins are not easy to find, sup- 
positories usually give almost as good results; 
intramuscular injections are often painful. I have seen 
diuresis masked by acute retention in the bladder, 
four pints being subsequently withdrawn by catheter. 
Mercurial diuretics should be given early in the day, 
so that the major effect will be concluded without 
disturbing the patient’s sleep. 


ACCESSORY MEASURES AND TREATMENT OF 
COEXISTING CONDITIONS 


Paracentesis for hydrothorax, ascites, or pericardial 
effusion has largely lost its place in the treatment of 
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heart-failure since the introduction of mercurial 
diuretics. The same is true of drainage by acupunc- 
ture or by Southey’s tubes. Venesection and oxygen 
therapy have already been mentioned in relation 
to their appropriate uses. The former is required 
chiefly in acute left or right ventricular failure, but 
also occasionally in advancing chronic congestive 
failure. Oxygen therapy may also be advisable in the 
last condition, for the increasing edema of the lung 
interferes with gaseous exchange, In severe coronary 
thrombosis with pulmonary edema oxygen by tent 
or nasal catheter is useful. 

Anemia and obesity are common accompaniments 
of congestive failure and require treatment by iron . 
and diet respectively. An important therapeutics 
principle in heart-failure is not to apply too many 
means of treatment at once; thus massive dosage of 
digitalis, paracentesis thoracis, and injections of mer- 
curial diuretics are never to be crowded into twelve 
hours ; the more urgent needs should take precedence. 
Lastly, treatment is not likely to be effective unless 
coérdinated by unremitting clinical observation. 


MEDICINE AND THE LAW 


Osteopath Described as Doctor 


AN osteopath who published testimonials in which 
he was styled ‘‘ Dr.” was summoned on May 3 at 
Worthing on the charge of wilfully and falsely using 
the title of doctor, implying that he was registered 
under the Medical Act. Mr: J. Amphlett, prosecuting 
on behalf of the London and Counties Medical Pro- 
tection Society, said that last October and November 
Worthing was flooded with leaflets publishéd by the 
defendant, Francis D. Deacon. On one page it was 
stated that he held diplomas of the British School of 
Osteopathy and the Taylor School of Bio-psychology ; 
elsewhere there were copies of letters from patients, 
and also photographs, in which the defendant was 
referred to as ‘“‘ Dr.” Deacon. For the defence it was 
submitted that there was no case to answer. <A sur- 
geon was a person who practised surgery, but a doctor 
need not be a person who practised medicine ; there 
was no offence against section 40 of the Medical Act 
if a man called himself ‘“ doctor ” ; no witnesses had 
been called to say that they thought the defendant 
was a medical practitioner. The bench, after 
deliberating in private, upheld the contention of the 
defence and dismissed the summons. It was, of 
course, a question of fact for the magistrates. The 
Worthing magistrates took a different view from 
that of the Brighton magistrates who in 1936 fined 
an osteopath, also named Francis D. Deacon, £20 
with £10 costs on an identical charge (see Lancet, 
1936, 1, 683). On that occasion the evidence was 
that the defendant had described himself as “Dr. ” 
on his notepaper and on the plate outside his premises. 

Apart from the ambiguity in the popular use of the 
word “ doctor,” the legal position is reasonably clear. 
In Ellis v. Kelly (1860) the defendant, possessing a 
diploma from a Bavarian university, was acquitted 
on a charge of having wilfully and falsely used the 
description ‘“‘ Dr. Kelly’? because he possessed a 
genuine diploma. On the other hand, in Andrews 
v. Styrap (1872) Andrews, who had bought a diploma 
from an American university and was taken to have 
known the diploma to be worthless, was convicted of 
having wilfully and falsely assumed the title of 
“M.D.” The two most recent decisions relate to the 
use of the word “‘ surgeon ’’ and not that of the less 
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definite word “‘ doctor.” In Whitwell v. Shakesby 
(1932) an unregistered practitioner had used the 
description ‘‘ osteopathic physician and surgeon ” ; 


this was held to be an offence against the Medical 


Act, the qualifying adjective ‘‘ osteopathic” not 
having the effect of legitimating the illegal use of the 
words ‘‘ physician and surgeon.” Similarly in Jutson 
v. Barrow (1936), where the defendant used the 
description ‘‘ manipulative surgeon,” the word “ mani- 
pulative ” did not save him. In the Barrow case 
the defendant said he added the word “ manipulative ” 
in order to make clear to the public the fact that he 
was not a duly qualified surgeon. Lord Hewart 
made some dry comments on this plea. The use of 
the word “surgeon,” he observed in conclusion, is, 
and is thought to be, desirable because of the well- 
known and particular connotation and association of 
that word. “The thing which makes the name 
‘surgeon’ appear to be attractive and useful is 
precisely the thing which the Medical Act was enacted 
to prevent.” 

Admittedly the use of the word “‘ doctor” in the 
Worthing case does not set up so clear an inference. 


Patients call a man “doctor” rather loosely, and 


there are other doctorates besides those of medicine. 
It is fair to add also that the leaflets which formed 
the basis of the Worthing proceedings contained some 
purported exposition of the defendant’s position in 
relation to the Medical Act, so that it could the less 
confidently be assumed that he was claiming to be 
registered under the act. Nevertheless, just as Lord 
Hewart wondered why the unregistered practitioner 
wanted to use the description of ‘“‘ surgeon” in 
Barrow’s case, so one may wonder why the defendant 

in the Worthing case wanted to use the description 
of “ doctor.” In what was substantially an advertise- 
ment of his skill as a healer, could it be contended 
that the word ‘doctor’? might have meant a 
doctorate of music or laws or of any other faculty 
than medicine? And was the word used for any 
other purpose than for the sake of its ‘‘ well-known 
and particular connotation and association ” ? 


Lessons from Litigation 


Cases in which dentists are involved have some- 
times been spoken of as among the most troublesome 
encountered by the medical defence societies. The 
annual report of the London and Counties Medical 
Protection Society (published this week) includes 
several illustrations of this kind of litigation. Among 
other items of good advice tendered by the society 
to its members there is a warning against laxity in 
the keeping of records. The legal advisers, it is 
stated, are often embarrassed, and sometimes a case 
is lost or a settlement has to be made at considerable 
expense, for want of a proper record made at the 
time. The warning applies, of course, to medical 
as well as dental practice. It is doubtful whether this 
important duty is sufficiently stressed in the schools. 
Another point is the desirability of the dentist per- 
sonally informing his patient if he has had the 
misfortune to break a tooth and to leave the root 
behind. Where extraction is performed at a hospital, 
it is not for the practitioner to assume that a nurse 
or some other person will tell the patient what has 
occurred, The practitioner himself is responsible for 
the information being given, and he is strongly 
advised to give it himself. The same duty arises 
where a hypodermic needle is broken—an accident 
which figures not infrequently in the cases under- 
taken by defence societies. The patient must be 
informed when a needle has been broken, and there 
should be a consultation with another dentist or with 


a surgeon as to the removal of the fragment. Lastly, 
to mention a more homely aspect of dental experience, 
dentists who have to deal with a fractious child are 
advised of the unwisdom of recourse to physical 
correction. However difficult the problem of the 
juvenile patient, physical correction involves risks 
which can hardly be justified. 


THE TAVISTOCK CLINIC 


THE Tavistock Clinic held its annual meeting and 
lunch on May 15. Lord Alness, chairman of the 
council, said at the meeting that the past year had 
been full of difficulty, for much time and thought 
had had to be diverted to the formulation of an 
emergency plan, and finance had become increasingly 
difficult. Nevertheless, the clinic could look forward 
to the future with confidence. The importance of 
its educational work and research were more and 
more fully realised, and such an enterprise could 
never fail to find support in this generous land. 
Lord Hollenden, the hon. treasurer, said that the 
year had shown a definite financial improvement 
and, as a result of the production of ‘‘ The Midnight 
Revue,” the clinic could point to a surplus of about 
£1570. The actual maintenance figures without 
the £2000 thus raised showed, however, a deficit. 
Expenditure had been reduced by rigid economy 
and by the charity of the medical staff in accepting 
the abolition of most of their honoraria. Treatment 
interviews had increased by 2800, but patients’ 
fees had dropped by £400 owing to the closing of 
the inpatient department. The council had decided 
to sell the site purchased in the early part of 1936 
for an inpatient clinic, and about £1700 would be 
required from the special appeals to balance the 
accounts for the coming year. He appealed to 
subscribers to enter into covenants to contribute for 
seven years and thus enable the clinic to obtain 
the benefit of rebate of income-tax. Another way 
of helping was to form branches of the Friends of 
the Tavistock Clinic. 

At the annual luncheon, which was held at the 
Café Royal, Lord Alness said that with stout heart 
and head erect the council proposed to face the future 
and carry on. The presence of Mr. Walter Elliot, 
the Minister of Health, was a great encouragement, 
and perhaps when the Government’s cancer campaign 
had been successful the Minister would sponsor a 
neurosis campaign. The presence of Dr. D. P. 
O’Brien, of the Rockefeller. Trust, symbolised the 
practical support and sympathy which the United 
States had for so long given to mental-health work 
in this country. The necessity for the clinic’s work 
was greater than it had ever been, and would in war 
be accentuated a hundred times, but the clinic would 
not be found lacking in the performance of its duties. 

Mr. Evxiot declared that the mental-health service 
was an integral part of the public-health services 
of this country. The legislature had recognised this 
principle in the Ministry of Health Act, 1920, which 
placed the Board of Control under the Minister, and 
in the Local Government Act, 1929, which stated 
that the public-health services included the services 
relating to lunacy and mental deficiency. The 
stigma attaching to mental illness appeared to 
be diminishing. In early mental treatment the 
outpatient clinic was of primary importance. Nervous 
and mental disorders gravely impaired the efficiency 
and capacity of the population and caused much 
delinquency and crime. A greater demand would 
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be made for medical men trained in psychotherapy, 
and the clinic was performing an invaluable service 
in the training which it provided in this special 
branch of medical work. 

Dr. J. R. REES, the medical director, said that the 
clinic had taken all the precautions it could for war. 
It would move to Hampstead and attempt to provide 
a service for private patients as well as for its ordinary 
patients. From the published figures, the clinic 
arranged more medical time for the neurotic patients 
of the country than all the local-authority clinics 
in England and Wales put together. He stressed 
the importance of thorough treatment for difficult 
cases and said there must be no slipshod methods of 
training for doctors who were to undertake psycho- 
therapeutic work. He suggested that outpatient 
psychotherapy should be made an approved benefit 
under National Health Insurance. This would 
allow the employment of adequately trained doctors 
in local-authority clinics in every part of the country. 
More medical training and better facilities must be 
provided both in the provinces and in London. The 
clinic would go forward as far as it could with the 
support which it received. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


BLOOD-TRANSFUSION IN WAR-TIME 


ORGANISED some years ago by Dr. Tzanck, the 
central service for blood-transfusion in Paris has 
achieved high efficiency and has been a model for 
others in many cities. Today the problem most 
in our minds is the supply of transfusable blood in 
time of war, and this means that we must study 
methods of preserving it. The Spanish civil war, 
though it has shown the need for transfusion on a 
large scale, has provided no really new information. 
In France Prof. Jeanneney of Bordeaux was one of 
the first to recommend the storage of blood and it 
was at Bordeaux that a course for reserve medical 
officers was recently held at which three military 
surgeons, Colonel Sarrat, Major Giaccardy, and 
Lieutenant Thillard, outlined the situation in this 
country. During active military operations, they 
said, reliance must be placed on stored blood, and it 
cannot be stored more than a fortnight. This means 
that the preparations must be made outside the zone 
of military operations, and the blood-must then be 
distributed to the proper points at the proper time— 
a delicate matter with important consequences. 
Sarrat, Giaccardy, and Thillard think that the 
solution is to set up an autonomous service as a 
branch of the army medical corps. Thethree elements 
in the scheme are (1) the army consulting surgeon, 
who is kept informed of the military operations ; 
(2) the laboratories in the interior which collect and 
prepare the blood; and (3) a codrdinating service 
. able to distribute blood by land and air. To secure 
efficiency in war the necessary machinery must exist 
in peace, and it could probably be organised with 
least difficulty by the Paris centre, headed by Dr. 
Tzanck, which has most of the information needed for 
such a task, 

SOPHISTICATION OF FOOD 

The Academy of Medicine, as adviser to the govern- 
ment, is from time to time asked by the minister of 
public health to give its opinion about chemical 
processes that manufacturers wish to apply to foods. 
Each proposition is carefully investigated, often 
with practical experiments, by the Academy’s com- 
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mittee of hygiene, whose principal official is Prof. 
Tanon of Paris, and the minister nearly always accepts 


the decision reached. On April 18 the Academy | 


agreed with its committee in rejecting a demand from 
North African fishmongers who want to dye shrimps 
with the aniline dyes naphthol-yellow or scarlet-R. 
It seems that African shrimps, though perfectly 
palatable and of good size, lose most of their pink 
colour when cooked and become rather dull. Use 
of the dyes in question is permitted for certain sweet- 
meats and syrups, and it might have been supposed 
that the proposal would be adopted almost auto- 
matically. But there is certainly a tendency in the 
Academy to make a stand against the overwhelming 
flood of food sophistication. This was evident once 
more on April 30 when a proposal was considered 
for the treatment of oranges with carbon bisulphide 
to get rid of Mitilapsis gloveri, a small insect inhabiting 
the outer peel. The committee, after discussion, was 
willing to accept this process, though somewhat diffi- 
dently. Sample oranges dipped in carbon bisulphide 
for 30 and 15 seconds were handed to the members, 
who could not help noting a rather repulsive smell. 
The Academy, however, refused its consent and asked. 
the committee to consider the proposition further— 
which means that it has little chance of success. 


SIMULTANEOUS IMMUNISATION AGAINST SEVERAL 
DISEASES 

On May 2 the Academy heard an account from 
Prof. G. Ramon of the progress made ‘in the fight 
against tetanus during the past fifteen years, in which 
he has played the leading part. The main steps in 
his uninterrupted series of discoveries have been : 
anti-tetanus inoculation; mixed or associated 
inoculations; sero-imoculation; and _ sero-toxoid 
therapy. Immunisation against tetanus by means of 
toxoid started with the work of Ramon and C. 
Zoeller in 1926, and has now been widely adopted in 
France and elsewhere. For three years it has been 
compulsory in the French army, in which 800,000 
inoculations have been performed, and similar 
methods are now used in the British army and certain 
others. Ramon and Zoeller early showed the possible 
value of mixed inoculations, and in the French army 
as well as in many large undertakings it is now the 
routine practice to inject at one and the same time 
tetanus toxoid and diphtheria toxoid and typhoid 
and paratyphoid vaccine, It has been ascertained— 
which was not at all obvious at the outset—that there 
is no such thing as competition between antigens. 
On the contrary the separate immunities arising from 
injection of mixed antigens are not less but greater 
than those obtained by injecting them separately. 

Sero-inoculation—i.e., simultaneous injection of 
serum and toxoid—is intended to give a wounded 
patient, never previously inoculated, the benefit of 
an immediate passive immunity and future active 
one. This also is being used in the French army. 
The sero-toxoid treatment of confirmed tetanus 
consists in the single massive injection of serum 
followed by several doses of toxoid. The process is 
curative and prevents recurrence. 

Immunisation against tetanus has also been applied 
to animals—particularly horses—and has eliminated 
the formerly frequent cases of this disease among 
army horses. The most remarkable consequence of 
inoculating horses however has been the quicker 
obtaining of therapeutic serum with a higher antitoxio 
power. Ramon’s latest achievement is the prepara- 
tion of a serum with a very low protein content 
which is so rich in antitoxin that it may be called 
a concentrated solution of it. Clinical tests have 
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been described by Sohier and Kourisky in the 
Bulletin de la Société Médicale des Hépitaux de Paris 
(1939, Nos. 12 and 13). Serum reactions—the night- 
mare of the practitioner—will, it seems, soon be a 
thing of the past. 


A number of associations in France give help to 
doctors who are ill or to the widows and orphans of 
medical men. Some of them embody insurance 
contributions while others are purely charitable. 
There has long been hope that some day it would 
be possible to merge these organisations in the 
interests of efficiency. A step in this direction has 
at last been taken by the creation of a central 
organisation with the principal object of preventing 
unscrupulous beneficiaries from getting help from 
several associations. It will also endeavour to 
confine some of these bodies to particular functions. 

Another subject lately brought before the Academy 
of Medicine, but not much mentioned in the press, 
is alcoholism among military air-pilots. Probably 
it is not only in France that excessive drinking is 
apt to be a matter for boasting among the young 
men in service aerodromes. Dr, Millian was able to 
put before the Academy figures showing the usual 
monthly bill of some of the pilots at the canteen— 
and they were astonishing. He thinks something 
should be done about it. 

The Assemblée Générale de Médecine Frangaise, 
which is our national association of practitioners, 
has been considering the treatment of cerebro- 
spinal fever. All the local sections agree that we 
are in a period of epidemic silence. They all remain 
faithful to serum—type-specific when possible but 
otherwise polyvalent. It is clear however that serum 
is not always entirely satisfactory and the tendency 
is to use sulphonamides in addition. Objections 
have been raised, but on the whole medical opinion 
here is favourable to this procedure. 


NORWAY 


(FROM. OUR OWN CORRESPONDENT) 


LEGAL RESTRICTIONS ON PSYCHO-ANALYSIS 

IN an address last year on the use and abuse of 
psycho-analysis in Norway (see Lancet, 1938, 2, 103) 
Prof. Raguar Vogt hoped that it would prove possible 
to curb misguided psycho-analytical activities by 
legislation. A government order, technically known 
as a ‘‘ Royal Resolution,” made since he spoke lays 
down that doctors must not employ psycho-analytical 
methods of examination and treatment without being 
specially authorised to do so by the Department for 
Social Affairs. Further, no-one who is not a Nor- 
wegian doctor may use psycho-analytical methods 
unless he has received permission from the Crown. 
In doubtful cases the country’s medical director must 
decide, after a report from the Faculty of Medicine, 
whether a given examination or treatment is to be 
regarded as psycho-analytical or not. The measure 
defines psycho-analysis as any examination or treat- 
ment which is continued regularly for a considerable 
time and whose object is to clarify, interpret, or 
otherwise influence unconscious mental processes. 

With the necessary goodwill the order should 
succeed in clipping the wings of laymen whose 
amateur flights as psycho-analysts have of late done 
so much to bring ridicule on themselves and their 
victims. More debatable are the limitations it 
imposes on fully qualified doctors. Consciously or 
unconsciously, every doctor in his practice invokes 
the aid of psychic factors in dealing with his patients, 
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and it may prove difficult always to draw a hard 
and fast line between mental treatment which is and 
is not psycho-analytical. The principle of not allow- 
ing a fully qualified doctor to practise his profession 
in any sphere he pleases, irrespective of his com- 
petence in that sphere, is by no means new in 
Norway. Thus, a law passed in 1927 says that on 
the recommendation of the Faculty of Medicine and 
the Ministry of Health, the Crown may rule that 
methods of examination and treatment which may 
be dangerous to the life or health of the patient, and 
which require a special training beyond the limits 
defined for the state’s diploma in medicine, must 
only be practised by doctors who have been specially 
authorised by the government. This means that the 
state diploma in medicine no longer confers on its 
holder the right to practise in those branches of 
medicine which have grown into potentially dangerous 
and highly technical specialties—for example, radio- 
logy. It says much for the scandalous character of 
amateur psycho-analysis in Norway of recent years 
that this principle of specialties only for specialists 
has now been applied to it. 


Panel and Contract Practice 


New Regulations 

APART from minor changes designed to give formal 
authority for recent alterations in practice, the 
principal points of interest in the Medical Benefit 
Amendment Regulations, 1939, are as follows :— 

1. An insured person will be able to secure accept- 
ance by'an insurance practitioner by presenting a 
medical card (as at present) or by means of a form 
of application for a medical card, to be provided by 
the insurance committee for the purpose. This will 
permit practitioners to accept persons who apply 
without a medical card instead of having to tell 
them to obtain the card and then bring it for signa- 
ture. It must of course be remembered, however, 
that the patient will not be placed on the practitioner’s 
list unless he is eligible for acceptance—i.e., he must 


. be entitled to benefit and must not already be on the 


list of another local practitioner. So the safer way of 
accepting will still be by the signature of a medical 
card, and a practitioner who accepts by means of the 
form will have to provide any necessary treatment 
forthwith. Another point to be borne in mind is 
that the form will have to be properly completed 
before submission to the insurance committee, par- 
ticularly as regards the name of the approved society 
and the membership number. 

2. The period within which application may be 
made for the return of fees paid by way of deposit, 
or for the withdrawal of accounts rendered, under 
the terms of service may be extended from the 
existing fortnight to a month if the insurance com- 
mittee are satisfied that the cause for the failure to 
make application within a fortnight was reasonable. 

3. A practitioner will not be required to attend a 
woman within 14 (hitherto 10) days after labour in 
respect of any condition resulting therefrom. 

4. The list of prescribed appliances is now to include 

** catheters, rubber suprapubic, and rubber shields for 
use therewith. 

5. The pharmaceutical committee will no longer 
be concerned in the question as to whether an article 
supplied by a chemist under the regulations to an 
insured person was a drug or appliance forming part 
of medical benefit. This is the logical sequence to the 
new contract with the chemists under which they 
are to be paid in full for whatever they supply to 
insured persons on scripts issued by insurance doctors. 
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Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
| his name can be seen later in the half-yearly index 


FROM AN AMATEUR JOURNALIST 


Ill 


NosBopy maintains that selection of medical 
practitioners by the present method of examinations 
is entirely satisfactory. It is recognised that the 
“chronic” may subsequently demonstrate the 
possession of qualities which make him an ideal 
doctor, qualities which no practicable system of 
examinations could possibly have revealed ; qualities 
which indeed the present system might withhold 
from him the opportunity of revealing, The good 
examinee, on the other hand, is sometimes an 
unworldly perambulating encyclopedia, hopelessly 
deficient in those essentials of character which 
determine success in practice ; and yet what examiner, 
however bold, ruthless, and psychologically equipped, 
would be held justified in presuming his unsuitability 
to qualify ? Some sort of system of selection and 
rejection there must be: some attempt to guarantee 
knowledge if not skill. The chief, indeed the only, 
solicitude is to protect the public. And whatever 
one may say in depreciation or condemnation of the 
examination system, the plain fact remains that 
nothing more satisfactory can be substituted and 
that no stimulus towards the study of a subject 
surpasses the realisation of the subsequent examina- 
tion ordeal. I myself would warmly welcome an 
examination once or even twice annually as a 
preventive from shirking the difficult or the uncon- 
genial, a sentiment which I do not suppose would 
receive much support. But perhaps I am a “ good 
examinee,” 

* * * 


Students believe, in greater or less degree, that 
an examination is a deliberate contest between 
adversaries both out to employ their best and worst, 
Such an opinion is embodied in the familiar phraseo- 
logy, “ they ploughed (spun, floored, biffed, bumped, 
pipped) me,” and the candid admission of a battle 
on his side in the triumphant expression of the 
examinee’s ‘“‘I biffed them.” 
admits that he “ came down,” presumably employing 
the metaphor of hurdling and regarding the examina- 
tion as a fair obstacle which he had failed through 
his own fault to clear. — 


I am referring of course to qualifying examinations 
in which the criterion is a pass standard. The situa- 
tion is different in the case of higher or special 
diplomas in which, I take it, the examiner is entitled 
to try to discover what the candidate does not know. 
In the qualifying examination I am perfectly sure 
that, notwithstanding the impressions of certain 
candidates to the contrary, nearly all examiners are 
anxious to find out what the examinee does know: 
their impulse is to pass if they can, not to plough. 


* * * 


Now admittedly the personal element can never 
be eliminated. Variation in reactions can be demon- 
strated by presentation of the same material to a 
number of examiners. A special investigation has 
even revealed evidence of considerable variation in 
the same examiner on different occasions, the material 


The real sportsman ` 


and the examination paper remaining constant. 

Nor is that surprising. Any honest observer must 
recognise the tendency to project his emotions; 
to isolate his prejudices, his likes and dislikes, to 
apportion the blame rightly due to himself and that 
which may be justly allotted externally, demands no 
little judgment. I have observed that the charac- 
teristics which I like in an examinee have on occasion 
been precisely those to which a co-examiner has 
objected, Take as an example the irritating effect which 
fluency and expansiveness in answering a paper will 
have upon an examiner who is naturally taciturn, 

relatively inarticulate, and partial to the staccato log- 
book type of reply with complete absence of padding. 
But our system of arrangement by pairs in the cor- 
rection of papers and in the conduct of the rest of the 
examination appeals to me as extraordinarily fair. 
Since a considerable number of examiners is involved 
a good average must be struck and I should judge that 
the candidate receives the benefit of any doubt, and not 
infrequently some benefit when there is no doubt. 


* * æ 


Much has been said and written upon the importance 
of general education as an introduction to the study 
of medicine and far greater authorities than I have 
debated and differed upon what should be demanded, 
what is unnecessary, and to what extent this pre- 
liminary education influences the subsequent career, 
particularly perhaps in the matter of classics. And 
far be it from me to say whether it is important for 
a future doctor to acquire the rudiments of literary 
style and if he will be a better practitioner because 
he has learned to arrange his knowledge in an 
attractive form. Doctors are notorious for the 
illegibility of their handwriting. This relates particu- 
larly to prescriptions, and provides scope for a good 
deal of rather feeble witticism. Is it perhaps the case 
that much of our scrawl is an instinctive or deliberate 
attempt to conceal certain defects in our education ? 
Our prescriptions are often a ridiculous mixture of 
English and inaccurate Latin, savouring of the 
absurd jargon in the menu of the cheap restaurant 
with its preposterous attempt to twist English into 
imperfect French, If the scrawl is bad enough, 


. nobody can be quite sure that the spelling and con- 


struction are wrong and even the uncharitable are 
generally too ignorant of technicalities to probe very 
deeply. Is it fair to suppose that the examinee with 
a slovenly mind as represented by his examination 
papers will be generally slovenly in his professional 
relationships when he goes into practice? Well, a 
tetchy fastidious examiner would be confronted with 
only too much material for the casualty list if he 
allowed this prejudice to predominate. I will not 
refer merely to illegible handwriting nor to incorrect 
spelling, principally because if I quoted some examples 
I have collected I should simply be disbelieved. But 
how ought one to assess the mentality of an examinee 
who writes that ‘‘ Women are in general more often 
pregnant, hence B.0.0. is commoner in women than 
men °’ ? Or—in reply to the same question, ‘‘ This 
is a well-known complication of pregnancy, and the 
patient is often a young previously healthy boy.” 
Le style cest Vhomme, but can we picture the future 
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doctor from the following? “Everybody knows 
what he ought to eat from reading the daily papers.” 
“ This drug will do the trick.” ‘ The systolic murmur 
in such a case cuts no ice.” “The modern young 
woman lands at work just before the boss arrives.” 
<: Be sure the teeth are O.K.” 


“ If I found anything wrong, I would set to work and 
treat it’? was the confident but uncommunicative 
comprehensiveness of one candidate, ‘‘She cannot 
take any food and vomits any food she takes,” Is 
an examinee entitled to make the marker giddy in his 
attempt to understand? And “the neurotic can be 
greatly helped by help ” has doubtless some germ of 
wisdom in its assurance, but it is analogous to the 
type of answer: ‘ Syphilis may be the cause simply 
because it may cause anything.” Still more frank, 
-though hardly likely to appeal to an examiner’s 
generosity, is: ‘* This as a cause is not worth mention- 
ing but is brought in for completeness,” 

A craving for colloquialisms is perhaps mainly 
responsible for slovenliness and especially for our 
medical slang, about which I hope to blow off steam 
next week. ‘‘ The colon, so to speak, becomes tired 
of asking.” The charitable examiner who under- 
stands about constipation can realise what this 
candidate has in mind and passes on, though perhaps 
he might be excused this elementary instruction when 
in order to emphasise the value of sufficient liquid 
the rhetorical question is put to him, “ Who ever 
heard of a costive brewer?” A similar reminder 
that the examiner must not be credited with much 
understanding is conveyed by the answers that 
“< walking.is the best of all exercises because it is the 
cheapest ” and “ you will get this from the history, 
unless the patient is the inmate of a lunatic asylum.” 


We certainly had our lesson in fundamentals when 


we set a question on scabies. ‘‘Scabies is due to 
a bug called Ascaris; the appearance is charac- 
teristic and the animal has six legs.” ‘The poorer 
classes are not over-active in the pursuit of cleanli- 
ness.” ‘* Often there is a history of sleeping with 
someone who itches.” ‘‘The female of the species 
is, as usual, more deadly than the male.” ‘“ The 
removal of clothing at night seems to be the signal 
to the parasite for a nightly prowl.” ‘‘ In fortunate 
cases the acaris is seen at the end of the burrow.” 
‘* Sulphur is able to do its job on the acaris.”’ 

It will not do. We must make up our minds not to 
expect too much. I cannot believe that the crude 
literary simplicity of most examinees is a good index 
of their knowledge or of their efficiency, although 
nothing would be lost by a course of instruction in 
accurate and felicitous expression. 


* * ak 


So much for the papers and now for the vivas— 
a test not merely of knowledge but of presence of 
mind and courage. Most examinees deplore that 
they are at their worst in a viva, that they experience 
a nervous inhibition which in a few distressing 
instances may lead to complete mental paralysis 
or to a curious compulsion to say the wrong thing 
when the right is known, to recognise the perversion 
and yet be helpless. To a select few, the very sight 
of an examiner and all the appurtenances of his 
craft is sufficient to act as a stimulus and call forth 
the very best and almost a premium. The personality 
of the examiner is naturally a very important factor. 
The bluff geniality of one may be all that is required 
for the creditable performance of a nervous candidate 
who would go to pieces if confronted with the forbidd- 
ing exterior and unintentionally harsh manner of 
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another. Of course what the examinee does not know 
is that the first type may be a veritable wolf in sheep’s 
clothing and that his less amiable colleague, who has 
torn the candidate to shreds, may be as generous 
when it comes to marking as he is offensive in 
conversation. 

To what extent is an examiner in a position to 
assess the character and therefore the capacity of 
a candidate by means of this ordeal? I have heard 
it argued that little mercy need be shown in respect 
to failure in this hour of trial, since on all occasions 
of emergency, when coolness and presence of mind are 
of vital importance to a patient, the sufferer may 
equally be found wanting. A plausible argument, 
but one which is not accepted by those who submit 
that the circumstances are unique and have no bearing 
upon general reactions in moments of stress where 
personal interests are not paramount. From this 
we understand the advantage of those examinations 
which are conducted by an internal and an extra- 
mural examiner. The former’s intimate acquaintance 
with a candidate may enable him to assure his 
colleague that this isolated occasion is not a fair 
criterion, On the other hand, the external examiner 
will have a stabilising influence, preventing undue 
consideration through natural partiality, and even, 
perhaps, on rare occasions, a prejudice which close 
association may have engendered. 


Experience of conducting examinations speedily 
persuades one that its conscientious performance is a 
laborious art not easily acquired : probably it is never 
acquired by some, whatever their academic attain- 
ments. Doubtless a better system could be evolved ; 
but this would have to be at the expense of a great 
deal more time and trouble than is practicable. For 
whilst we may accept examinations as a reasonably 
good test of ability, only the elaboration and applica- 
tion by specialists of intelligence tests would be a more 
adequate guide to capacity. 

So, on the whole, we had better carry on. 


* * * 


It may be not unfairly contended of the medical 
curriculum that the various lectures, demonstrations, 
courses of instruction and so on have been formulated 
in order that some attempt should be made to ensure 
that the ground has been covered. In this respect 
the student may be compared to the tourist who has 
been conducted over a scheduled programme and has 
grimly accepted it whether he enjoys it or not, whether 
or not he retains any memory of the places visited, 
or whether he is left with a hazy, confused, impres- 
sionistic representation of many sensations and 
stimulations and a mind a muddle of ill-digested 
facts. Unhappily too, by some impish freak of 
mental valuation, the things that have stuck may be 
the least important of all. 

There is at least one element in the curriculum 
that is open to adjustment: lectures, whether 
systematic or clinical, That adjustment is pertinent 
is indicated by the great variability in procedure 
at medical schools, with, at one end of the scale, as 
large a number of lectures as the time of the student 
can permit, to none at allat the other. The systematic 
lecture is, I suppose, a relic of medieval instruction 
when the spoken word was the chief and on many 
occasions the only form of communicating thought, 
before the world was deluged with textbooks, The 
late Charles Barrett Lockwood, a teacher of excep- 
tional acumen, remarked that “the best text-books 
are the patients in the wards and casualty depart- 
ment.” Formal lectures to compete successfully 
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must have a better raison-d’étre than generally 
obtains. 

For what memory have we carried away, we who 
were under obligation to the old régime ? We attended 
at first with a restless anxiety to acquire something 
to enable us to qualify at the earliest possible time ; 
moreover. attendances were to no small extent 
influenced by the need to be signed up for the examina- 
tions. In the hope that all the time thus spent should 
not be wasted, we sometimes ‘“‘ took notes ”? with the 
result that at the end of the course we had compiled 
another epitomised textbook ; a poor return for the 
time sacrificed, being an epitome which we could have 
prepared for ourselves at leisure and far more satis- 
factorily. For although the fact is obvious enough, 
it is not always realised that a first-class physician or 
surgeon is not necessarily a good lecturer any more 
than a good lecturer is necessarily a first-class clinician. 
And what a dreary business the average systematic 
lecture often turns out to be. Without inspiration, 
originality, or enthusiasm the lecturer dictates some 
stereotyped orthodoxies in a more or less halting 
fashion according to his natural gifts of elocution. 
It is no exaggeration to say that there are lecturers 
who make no attempt at anything more than reading 
' aloud from a textbook so that, in all seriousness, a 
gramophone might equally well be employed. The 
sole defence of this type of lecture is that another 
channel to the sensorium, the auditory, is opened up 
and that some people can learn better when the 
higher centres are approached by this route, 


$ & * 


This is not to condemn the whole principle of 
lecturing. The right type of man appeals to his 
audience as only a living force can appeal, carrying 
into his exposition a breath of his personality which 
endures for the lifetime of his students. He should 
supply something out of his special experience, some- 
thing which cannot be acquired by rcading or even 
by seeing patients. The lecturer is there not to save 
men from taking trouble but to show them how to 
take trouble, and perhaps to save them from wasteful 
and unnecessary trouble. 

I should be hypocritical to pretend that although 
very fine lecturers are to be found in most medical 
schools, they exist in plenty. So many factors 
must be satisfactorily combined to meet all require- 
ments. The man of ripe experience and good clinical 
judgment may fail miserably before the ordeal of 
giving expression. He may lack fluency, which is 
after all a peculiar faculty, not necessarily having 
anything to do with knowledge. He may fail in his 
delivery to ‘‘ get it over,” more especially as a touch 
of the histrionic is a sine-qua-non. His voice may be 
unpleasant or even indistinct to the degree of inaudi- 
bility. He himself may bitterly deplore that he is 
casting pearls before swine: more truly he is 
endeavouring to force an alimentary canal adapted to 
a generous well-selected dietary to digest and absorb 
a foodstuff which is unpalatable to begin with and 
unassimilable in the form in which it is presented. 

More and more is teaching at the bedside approved 
as the most attractive and valuable form of tuition. 
But the lecture still has its advantages in its proper 
place and in its proper form, It seems a pity that 
the services of a really great lecturer should be 
comparatively restricted. When possible, they might 
be utilised by students from several schools in the 
metropolis. A good lecturer can talk to 500 as well 
as to 5; better, of course, since he will have the 
greater stimulus of a large audience. Above all, 
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attendance at lectures should be optional, though 
registration should be used as a guide to appreciation. 
It will soon be evident which lectures are worth 
continuing ; the student is a safe guide. 


x è ë x * 


Yet this is not the last word. Those who maintain 
that the profession has by no means reached saturation 
may overlook an essential circumstance—a difficulty 
in training at the bedside. One observes in hospital 
journals a recurring grumble that already there 
are far too many students, The inconvenience 
may not be experienced in the preclinical subjects 
provided that there is adequate laboratory accom- 
modation and large enough lecture theatres. If 
necessary, classes can be duplicated, even triplicated. 
But an unrestricted admission to the bedside is 
impracticable. It is the considered opinion of those 
best qualified to advise that the optimum number 
on & ward-round is 6, with 10 as a maximum, I 
know of no more exhausting task than to demonstrate 
to a larger number whose attention must be held, . 
not to mention the impossibility of subjecting a 
patient to a protracted number of examinations ; 
and only individual approach to such an opportunity 
makes a clinical appointment of value, a value 
upon which some schools justly pride themselves 
and which they ensure by a rigid restriction of 
admissions. 

If the present alleged overcrowding continues it 
may mean a recrudescence of systematic lectures. 


They would be regarded as a poor substitute for 


practical instruction, and would obtain only the 
grudging approval of being better than nothing. 


‘But perhaps, if their necessity was accepted, cultiva- 


tion of the art of lecturing might be stimulated 
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From a note on a lecture on the moral education of 
children by Dr. Felix Voisin, 


_In the first class M. Voisin places those whose intellectual 
developments, being primitively stunted, may be described 
as the ‘‘ poor in mind.” 

In the second class are comprised the spoiled children, 
or those who, born with the usual advantages of Nature, 
become vitiated by an early and ill-directed education,— 
children who, when grown up, form the bulk of those who 
are expelled from colleges, who constitute the pests of 
ordinary schools, who are sent to sea, or who are confined 
in houses of correction, at the instance of their nearest 
relations. ... 

The third class comprises those to whom Nature has 
been lavish of her gifts. Precocious alike in the power and 
extent of their talents, they may truly be said to be 
mediocre in nothing ; and who become great men or great 
criminals according to the circumstances under the 
influence of which they live. Who can estimate the 
irreparable losses. which society is constantly sustaining 
on this score ? How small the number of teachers who 
divine those intellectual superiorities; or who, when 
they have to deal with them, know how to deviate from 
their uniform methods of instruction ! 


In the fourth class he places children born of insane 
parents, and having an inherent tendency to the same 
calamity,—children who, without a special treatment, are 
liable, as experience has shown, even although no indica- 
tion of insanity may be manifested for a time, to be 
struck, without any apparent external cause, with the 
malady of their progenitors, at or near the age at which 
the latter became insane. 


THE LANCET | 


HEALTH OF SCOTLAND IN 1938 


THE laws of Scotland are different from those of 
England and administered in a different manner, 
but since the two Local Government Acts of 1929 
the dispensation of public health in the two countries 
has become almost uniform except in housing and 
maternity and the special medical service of the 
Highlands and Islands. 7 

The annual report of the Department of Health 
(Cmd. 5969. Edinburgh: H.M. Stationery Office. 4s.) 
shows that the health of Scotland in 1938 was better 
in almost all directions than in any previous year 
of which records are available. The birth-rate was 
17-7 against 17-65 in 1937. In common with all 
British communities, the lowest birth-rate was 
recorded in 1933 when it was 17-62. The general 
death-rate was 12:6. The report contains no com- 
mentary on general mortality, but gives full details 
of infantile, child and maternal mortalities, which 
with the mortality from infections are the chief 
variables in the mortality table. Infantile mortality 
was 70 per 1000 births, the lowest recorded in 
Scotland and a substantial improvement on the 
previous low record of 76-8 in 1935. The rate is 
still unfavourable compared with that of England 
and Wales, which was 53 in 1937, but the reduction 
of the rate in Glasgow to 87 from 104 in 1937 and in 
Dundee to 77 from 87 are highly promising, particu- 
larly that of Glasgow, which contains over a fifth 
of the total population of all Scotland and has never 
previously had an infantile-mortality rate below 
101. The maternal mortality was 4:9, a rise of one 
point above that of 1937. In Scotland as in England 
the variations in maternal mortality are now mainly 
dependent on the fatality of puerperal sepsis which 
in the last few years has fallen greatly. <A table of 
the mortality of school-children aged 5-14 shows 
a decline to 1-9 per 1000 for those aged 5-9 and 
to 1-3 for those aged 10-14. The three chief causes 
of death of school-children are tuberculosis, diph- 
theria and violence, all approximately equal in 
their toll and together causing 45 per cent. of all 
child deaths. Then follow appendicitis, heart- 
disease and pneumonia, roughly equal in toll, and 
causing about a third of the deaths in the first group. 
Of these six major killing diseases of children, tuber- 
culosis is the only one that falls consistently. 

Nearly 104,000 persons were notified as suffering 
from infectious diseases in Scotland in 1937. Out- 
standing features in the year’s epidemiology were 
high incidence of measles with 26,948 notifications 
and 549 deaths; high incidence of diphtheria with 
10,786 notifications and 430 deaths; the serious 
outbreak of enteric fever at Hawick; high incidence 
of Sonne dysentery in the early part of the year; and 
a low level for tuberculosis. Diphtheria is the blackest 
spot, for we know this can be almost abolished, 
yet immunisation makes little or no progress in 
Scotland. The notifications of dysentery totalled 
2648, of which 45 per cent. occurred in the first 
quarter. A pandemic of Sonne dysentery spread 
over all Europe and most other parts of the world 
in 1937-38. No fatality of any consequence was 
reported from anywhere and in general it was so mild 
that probably nine out of ten of the cases escaped 
notification. The outbreak of enteric fever in the 
burgh of Hawick is the subject of a special report 
in the appendix. The disease was true typhoid 
(eberthella) and was spread by a carrier through the 
medium of cream-filled pastries. There were 107 
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cases with only 5 deaths. The age-sex distribution 
was extraordinary, more than half the cases being 
females aged 15-55. The differential incidence gave 
the key to the solution of the method of spread and 
probably also accounts for the unusually low fatality- 
rate (4:67 per cent.). Tuberculosis reached the low 
level of 69 deaths per 100,000 population. The 
mortalities from both respiratory and non-respiratory 
tuberculosis were low records of 52 and 17 respectively. 
There were 48 notifications of infective jaundice, 
but it is doubtful if all were true leptospiral disease, 
Infective jaundice has been notifiable in Scotland 
since 1924. At first it chiefly affected miners, or at 
least was first recognised in them, but since 1934 
most of the cases have been detected in fish-workers, 
particularly in Aberdeen. 

The maternity service of Scotland is, or rather will 
be, governed by the Maternity Services (Scotland) 
Act of 1937 which set up an official midwifery service 
on different lines from the service in England. Owing 
to various difficulties and dissensions there has been 
considerable delay in the service getting into action, 
but at the end of 1938, of 55 local authorities 
responsible for submitting schemes, 47 had done so. 
It appears, however, that only 16 of these have been 
approved and none is as yet full working. Registration 
of stillbirths was made compulsory in Scotland in 1938. 

The report for 1938 starts with a long chapter on 
housing, which is far more difficult in Scotland than 
in England. Since 1919 the number of state-aided 
houses built amounted to 246,832, but another quarter 
of a million are required before the working classes 
can be reasonably well housed. In 1937 the local 
authorities completed 19,160 houses, a satisfactory 


‘increase on the figures of the previous year which 


reflects the easing of the many difficulties housing 
in Scotland has had to face. Housing in the remoter 
districts is a problem of its own for which special 
grants from the national exchequer have to be made. 
National health insurance in Scotland covers 2,244,000 
persons exclusive of juveniles. Insurance practice 
is similar to that in England, but the Scots require 
fewer bottles of medicine than the English and the 
Scottish Office issues an annual report on morbidity 
amongst insured persons. These annual reports 
are the chief source of information on the general 
morbidity of the British peoples and are amongst the 
most valuable annuals published by any Government _ 
department. 

The number of poor persons in receipt of relief fell 
in all Scotland from 46 per 1000 in December, 1937, 
to 45 in December, 1938. The incidence is highest in 
the Clyde valley, Glasgow heading the list with 
82 per 1000 in 1938 against 85 per 1000 in 1937. 


Transfusion Service in War-time 


The arrangements to be made for the supply of 
blood for transfusions in London in war-time are 
now being worked out, and full details of the scheme 
will shortly be issued by the British Red Cross Society. 
The quarterly circular of the London Transfusion 
Service points out that in its present form the service 
would cease to exist, as ordinary patients would be 
transferred to hospitals outside the area. The few 
emergency cases arising—other than casualties—would 
receive blood from the store being organised at Cheam 
for war victims. Existing donors will have the option 
of enrolling at their local hospitals or of giving blood 
to one of the four great stores that are being arranged 
at Luton, Slough, Worcester Park, and Maidstone. 
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LETTERS TO 


MEDICAL INSPECTION AND DEAFNESS 


Srr,—Social reforms on behalf of deaf people have 
been delayed largely because it has been difficult to 
obtain a reliable estimate of the number of such 
people. It has been brought to my notice that there 
is a present opportunity of obtaining information on 
this point because some municipal authorities are 
starting superannuation schemes for their employees, 
and are arranging preliminary medical examinations. 
The time available for this examination is usually 
short, so that it is not practical to suggest that exact 
tests of hearing should be made on each applicant. 
But useful data would be obtained if a questionnaire 
could be filled in. A suitable form is appended, 


duplicated copies of which can be obtained from me. | 


I should also be interested to receive completed 
sheets for statistical analysis. 

It is hoped that in cases of defective hearing the 
examining doctor would whenever possible inspect 
the ear with an auriscope as well as taking a medical 
history. This would indicate in how many the deaf- 
ness might be attributable to wax, and also give somé 
idea as to what proportion of cases were due to middle- 
ear disease, which should be preventable. 


I am authorised to say that the matter has the 


interest of the medical committee of the National 
Institute for the Deaf, and of the hearing committee 
of the Medical Research Council, of which I am a 
joint secretary. | ' 
I am, Sir, yours faithfully, 
PHYLLIS M. TOOKEY KERRIDGE. 
University College, London, W.C.1, May 10. 


QUESTIONNAIRE 
Na@mMe..wi.....ccecscscsceees Shines 


Please answer the following questions with Yes or No. 


(There is no hurry; if you do not understand what is 
meant ask for an explanation.) 

1. Do you consider that your hearing is perfect in both 

ears ? y 

2. Do you consider your hearing to be perfect in one ear 

only ? 

If so, which is the better, the left ear 2.0... see 

or the right ear 7.0... econ 


BOO eM AHA O HOR OT OREM OCHO EOE TEEOD TEU OE SOOTEROOOOESOROESSEOH TO OE POOH ODOR SHOOTS ECEREEEOEOEEEESSODEE 


OOO 0000 eH OREO ESO POOR DDUOS OSE DHE OOOO UHOHEEHSOOOTOEOONSEDOE HEHE OOHE SEO EHESTOORHOH EE OEERHOCRE HEROES 


Answer the following questions with regard to the better ear, 
af your ears are not equally good. 
3. Do you find it difficult to hear at the cinema ?.................... 
4. Do you find it difficult to hear when several people are 
talking together ? 
5. Do you find it difficult to hear one person if he is 
talking to you in an Ordinary VOICE 2... ees sececeeeeeees 
6. Do you find it difficult to hear one person even if he 
speaks loudly ? 
7. Do people have to shout in your ear to make you 
hear ? 
8. Can you hear your OWN VOICE 2... eseeceesecseceeeseenesecansecensens 
9. Can you hear the noise of traffic in the street ?............... 


OOOO OCHO EHO HECOEE OER OHREEEOGODOEEEOOE COR OHHOROHE OR SOSEEFEEER EH EEOOREED 


OOOO OOO C OTE OS POOH REELED MOORS EEO TECHS ET ESEE HESS POSE OT ROOCOD ODEO HERE EROHOOH 


Ore ee rr er yy ory ee ea a ery) 


Result of examination of ear. (This part of the form will 
be filled in by the doctor.) 


Wax. Tympanic membrane, 
Right ear .. 
Left ear 


(If the patient uses a hearing-aid the questionnaire 
should be answered twice, firstly with regard to his natural 
hearing, and secondly as to what he can hear with the 
instrument.) 


Special notes. 


{may 20, 1939 
THE EDITOR 


EQUIPMENT OF INDUSTRIAL CLINICS 


Sir,—In a brief account (Lancet, April 29, p. 1016) 
of an address given by Dr. Philip Ellman to the 
advisory medical committee of the Industrial Welfare 
Society he is reported to have stated that “as a 
preventive measure all large factories should have 
on their staff a medical officer with adequate facilities, 
including X-ray apparatus.” To the first part of 
this statement no exception can be taken, but to 
state that every large factory should be equipped 
with X-ray apparatus for the purpose of detecting 
early tubercle suggests that Dr. Ellman does not 
fully appreciate the proper sphere of industrial 
medical services. 


If any industrial medical officer were to set up a 
system of examination and equipment specifically to 
detect the early stages of pulmonary tuberculosis, a 
disease which cannot be regarded as occupational, 
he would needlessly be overlapping our present 
health services. Only in exceptional cases can the 
cost of an X-ray apparatus for chest work be sub- 
stantiated by an industrial medical officer, for example, 
where there is a specific occupational lung hazard, 
or in the rare instances where no X-ray facilities are 
available at all in the locality. A very proper place 
in the prevention and detection of tuberculosis does 
however belong to the industrial medical officer in 
that he can refer to the right quarter many doubtful 
cases of vague ill health reported from the factory, 
and can also assist in the safe rehabilitation of suitable 
ex-tuberculous patients under proper control. But 
X-ray and specialist diagnosis of such a disease is 
not either within his competence or proper sphere. 


With the policy of extension of medical services in 
the factory one'cannot but be in agreement, but 
needless expenditure and uneconomic and irrational 
development can do nothing more than antagonise 
the employer who already is contributing financially 
to the health services of the community by National 
Health Insurance and hospital contributions, and who 
feels, reasonably enough, that the specialist detection 
of a disease such as tuberculosis is outside the sphere 
of industry. I am, Sir, yours faithfully, 

D. STEWART. 


N 


I.C.I. Metals Limited, Kynoch Works, 
Birmingham, 6, May 10. 


MORPHINE INJECTION AT FIRST-AID POSTS 


Srr,—Should an emergency arise first-aid ahd mobile 
stations may suddenly find themselves almost over- 
whelmed by an influx of casualties. The number of 
skilled workers available at each post is necessarily 
limited; hence it is essential that all voluntary 
assistants should be trained to administer morphine 
by hypodermic injection. 


Safety and reasonable accuracy of dosage are 
important ; it must be made easy for a relatively 
unskilled person to measure, and administer rapidly, 
effective doses of morphine without any risk of acci- 
dental overdose even when working in adverse 
circumstances and almost, if not quite, in darkness. 
These requirements rule out the use of ampoules and 
tablets. The following scheme has been evolved to 
answer the requirements, and seems suitable for 
general adoption. It depends on the fact that most 
Record hypodermic syringes are how graduated in 
cubic centimetres as well as minims and, though 
they vary slightly amongst themselves, nearly all 
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contain about 1-5 c.cm. when completely filled. Any 
which fail to conform reasonably closely to this 
capacity can be rejected. 


A solution of morphine tartrate or sulphate con- 
taining ł grain in 1 c.cm. (16°2 grammes per litre or 
142 grains per pint) is prepared and distributed in 
rubber-capped bottles each containing 25-30 c.cm. 

If a solution of morphine is used, containing 
ł grain in 1 c.cm., the syringe when filled to capacity 
will contain about ł grain (more accurately }). 
To administer } grain the piston is set to the top of 
the graduated portion (whether the 1 c.cm. mark or 
20 minims mark matters very little, for the difference 
is small). If the syringe is filled completely the dose 
administered is 4 grain or a very little over. Unless 
more than one injection is given it is impossible to 
administer a lethal or dangerous dose. First-aid 
workers and nursing assistants can be instructed to 
give ł grain to women and } grain to men. 

Rapid and accurate measurement of } grain is 
facilitated by painting a ring with cellulose paint 
between the 1 c.cm. and the 20 minims mark, and 
preferably also by setting the piston at the 1 c.cm, 
mark and filing a notch in the handle just above 
the cap. If the latter arrangement is used the notch 
can be felt with the thumb or finger nail, and with a 
little practice the syringe can be either filled or set 
to administer } grain with considerable accuracy 
even in darkness, 

Pistons of syringes -are not interchangeable. 
Syringes with pistons which leak or are liable to jam 
are a nuisance. It is most desirable that each syringe 
should be lettered or numbered on the head of the 
piston and on the metal nozzle for purposes of 
identification. Needles should not be too fine, and 
should preferably be short rather than long. They 
are then easier to insert into the rubber-capped 
bottles. If the bottle is always held strictly upright 
when inverted there is much less likelihood of air 
entering the syringe if a short needle is used. 


In order to avoid danger from the receipt of two 
doses, those who administer injections should carry 
labels bearing the word ‘‘ Morphine” in large type 
and should be instructed always to tie one of these 
to the patient before passing on to the next. It is 
well that a note of the dose and time of adminis- 
tration should be written on the label, but this may 
not always be possible. If standard dosage of } grain 
for women and 4 grain for men becomes generally 
accepted the necessity for such a note disappears. 
Only where an unusually large dose has been 
administered is it essential to make a note. 

I am, Sir, yours faithfully, 

London, W.1, May 13. P. HAMILL. 


THE TREATMENT OF CARBUNCLES 


SIR, —On p. 157 of the 1939 (posthumous) edition 
of Kanavel’s ‘‘ Infections of the Hand,” reviewed 
in a leading article in your last issue, I find the follow- 
ing statement about carbuncles :— 


Treatment: These cases are best treated by a 
crucial incision, the ends of which extend beyond the 
edge of infiltration and by incisions undermining the 
skin, so that it may be raised from the underlying 
tissue. 

Surely this advice and treatment are not in accord 
with the most modern teaching for this complaint 
as carried out in Great Britain by recognised 
authorities ? Kanavel is of course dealing with the 
hand; but is his treatment applicable to carbuncles 
of the neck or elsewhere? He makes no mention 
of magnesium-sulphate packs or other conservative 
measures, Of the crucial incision he writes on 
p. 158 “ I have had occasion to use this method in a 
large number of cases, and whenever the technique 
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described has been. faithfully carried out the result 
has always been satisfactory.” I cannot help doubt- 
ing whether this has been the general experience. 
I am, Sir, yours faithfully, 
Streatham, S.W.16, May 15. W. H. COUPLAND. 


DISPLACED RIBS 


Sir,—I read with great interest Dr. W. A. Ball’s 
article in your last issue. To some, however, its 
main interest lies in the sidelight which it casts 
upon the psychology of our profession because here, 
innocently set out I am sure, is pure unadulterated 
osteopathic technique. Let us, Sir, be honest and, 
before the technique has crept into the “ orthodox ” 
medical textbook, give credit where this is due; 
because I have no hesitation in asserting that the 
manipulations described in that article are items 
culled from an extensive spinal manipulative pro- 
cedure elaborated by the osteopath, and that, so 
far as this has penetrated to the medical profession 
here, it has been imported from, and learnt on the 
spot in, America. 

Even more striking is the description of the rib 
displacement, conforming, as it does, accurately 
with that of our old friend, the ‘‘ rib lesion.” 

I am, Sir, yours faithfully, 
London, W.1, May 15. ROBERT STANTON Woops. 


INTRODUCING HYPERNESIA 


Sır, —The International Conference on the 
Standardisation of Hormones has given the coup-de- 
grace to ‘‘ gonadotropic,”? a word already rendered 
moribund by Dr. A. S. Parkes. I have not the 
strength of a Parkes, who with one letter! can kill 
a word already recognised throughout the world, 
but I would dearly love to strangle in its youth the 
horrid hybrid ‘‘ hyperinsulinism,” a word as ugly as it 
is misbegotten. J would supplant it by ‘‘ hypernesia,”’ 
which is correctly formed and so much more 
euphonious. It has an adjective almost ready- 
made in ‘“hypernesian”’ and should come easily 
to the tongue of those who remember from their 
youth that Polynesia is the place of many islands. 

I am, Sir, yours faithfully, 


RAYMOND GREENE. 
Upper Wimpole-street, W.1, May 15. 


DAYLIGHTING STANDARDS IN WORKSHOPS 


Srmr,—Nearly all of us spend the greater part of our 
working life in daylight, but whereas the subject of 
artificial lighting has received considerable attention 
in recent years, that of daylighting conditions has 
been sadly neglected. The Government’s report of 
last September on Lighting in Factories emphasised 
that bad lighting was responsible for increased 
accident-rate, damage to eyesight and health, 
insanitary conditions, reduced discipline and 
diminished output and quality of work. 

The report discussed minimum legal standards for 
artificial illumination, but refrained from laying down 
any rules as to what represents adequate daylight. 
This means that an employer who wants to improve 
his lighting can find exactly what to do with regard 
to artificial lighting, but there is nowhere he can look 
for constructive recommendations as to architecture, 
type of glass and other materials to be used for 
daylighting. 

The report deserves the warmest praise for drawing 
attention to the evils of bad lighting ; but the work 
of its authors will be wasted unless it is followed by 


1. Parkes, A. S., Nature, Lond. 1938, 141, 36. 
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concrete suggestions. May I express the hope that 
attention will be given to this matter without delay ? 
There must be many employers who are unknowingly 
inflicting inadequate daylighting standards on their 
workpeople. 
I am, Sir, yours faithfully, 
G. B. J. ATHOE, 


Secretary, Incorporated Association of 
chitects and Surveyors. 
London, S.W.1, May 13. 


CLINICAL SENSE AND CLINICAL SCIENCE 


S1z,—Prof, Ryle’s oration to the Medical Society 
of London, published in your last issue, will be of great 
interest to students of medicine, whether graduate 
or undergraduate. But there is an aspect of this 
subject which he only mentions by implication and 
which is I think of importance: that is the method 
of presenting his ‘clinical sense ” that the teacher 
employs. It is this that so often forces the student 
to decide whether some clinical teaching should. be 
accepted or not; for he is rarely in a position to 
check it by his own experience. 


There are two points here which frequently arise 


when an appeal to clinical sense is made, and which 
may make the student, who has often previously 
received a fairly thorough grounding in a more rigid 
discipline than medicine, rather chary of accepting 
this appeal. The first is a certain histrionic setting 
which tends to occur on these occasions. Many of 
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your readers doubtless know the story of the physician 
—it has been attributed to many—who, leading a 
large round into his ward, paused dramatically half- 
way down, sniffed the air loudly and said: ‘‘ Sister, 
there’s a uremic patient in this ward”; to which 
sister replied: ‘‘ No, Sir, the patient you saw on 
Monday died yesterday.” One often has an 
uncomfortable feeling that there is a similar basis 
for other dramatic clinical dicta. 

The second point is a tendency to make a di OBIS 
against the available evidence without substituting 
anything in its place. No careful analysis of small 
observations, which are perhaps the basis of the 
opinion, is given: and of course it is immensely 
impressive when time or further investigation proves 
it correct. But can the student be blamed for 
thinking that this may be one of those 50 per cent. 
of cases which pure chance would make correct ? 

These methods are memorable in teaching, but if 
they make the student, whether officially in statu 
pupillari or seeking enlightenment in a second opinion, 
doubt that the expert is really trying to bring the 
sureness of science to the art of healing, they may do 
disservice to medicine and to a “clinical sense” 
which we all desire. 

Lest this letter be taken to imply a criticism of 
my own teachers, past or present, which is certainly 
not intended, I hope you will allow me to sign myself 


London, S.E., May 15. AMATHETES. 


PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By Mepicvs, M.P. 


THE ghosts of old Irish controversies walked in 
the House on the first day of the committee stage 
of the Military Training, the Conscription, Bill. 
The Ulster members protested against their exclusion 
from the bill because of “ pressure’? brought to 
bear on the Government of Great Britain. The 
phrase ‘‘Jreland a Nation ” and others reminiscent 
of a day now past were heard, and across the floor 
of the House members with Irish interests hurled 
and accepted a ‘“‘challenge.” But Ulster for all her 
protests was ruled out of conscription, with florid 
tributes to her loyalty and with sore hearts on Ulster 
benches fearing always the danger of a ‘‘ United 
Ireland ” political propaganda campaign. Perhaps 
some controversies will never die. 

On the main issues of the conscription bill each 
clause is being debated with intense interest and the 
desire to amend its words comes from all sides of the 
House. The Labour party had amendments down 
to set up appellate medical boards for cases of difficulty, 
and the Minister in charge of the bill promised to 
consider at least the question of giving the man 
examined the opportunity of asking for a specialist’s 
opinion. The ordinary medical board can get a 
specialist’s opinion if it desires it; so why should 
not the man examined do it also? So ran the argu- 
ment, and the Minister may embody this in the bill 
when it comes to a later stage. An argument that 
impressed the House was to the effect that rejection 
by a medical board because of physical defect might 
have a prejudicial effect on a man’s chances of 
obtaining employment later. 

Another medical proposal put forward was that 
the original medical examination of a conscript 
should be not only placed on permanent record, but 
be more thorough-going than is usual for military 


purposes. It was suggested that if exact observa- 
tions such as are made for life assurance were recorded 
this would facilitate the work of any board considering 
the man’s health in the future. Anyone with any 
experience of the difficulty of deciding on cases of 
“ aggravation ” and on “‘ aggravation passed away * 
would be glad to see a clear-cut description of a 
man’s physical condition as a basis for such possible 
judgments. There is of course as matters now stand 
a physical basis for the judgment that such and such 
a condition is only ‘‘ aggravated’ by service, and at 
a later time that an aggravation has “‘ passed away.” 
But there is also a conjectural basis—an almost 
metaphysical basis. It is to be hoped that when the 
medical boards get to work on examining the con- 
scripts they will make accurate observations for the 
benefit of their successors. 

Meanwhile it was an object lesson in the inexactitude 
of parliamentary methods to realise that the Minister 
in charge of the bill on Thursday in last week— 
the Chancellor of the Duchy of Lancaster, Mr. 
Morrison—could not state what were the physical 
standards that would be required of the new militia- 
man. It appears there are to be four categories 
A, B, C and D—although they were not so named. 
D will be excluded, C will be confined to employment 
suitable to men of inferior physical capacity, and 
A and B will be wanted for average duties, Evidently, 
however, a great deal has still to be worked out in 
practice, and the first results of the examinations, 
and of the working of the medical boards, will be 
eagerly awaited. 

* xæ * 


The select committee on the Bastardy (Blood 
Tests) Bill is accumulating some interesting evidence. 
At a meeting on April 27 Sir Alexander Maxwell, 
under-secretary of state for home affairs, and Mr. 
F. A. Newsam, assistant secretary, gave evidence 
on the legal side of the matter and Dr. John Charles 
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Thomas on the medical. Sir Alexander said that 
although over 4000 affiliation orders are made 
annually in England and Wales the number of appeals 
to quarter sessions is very small. In 1937 there were 
only 70 appeals, although there were 4267 orders. 
But of those 70 appeals 23 were successful, which is 
a high proportion from the legal point of view. If 
the blood-tests will only result in the possibility of 
mistake as to paternity being reduced by one in three 
this will be a considerable gain in accuracy. The 
cost—and a fee of £2 2s. per examination was 
mentioned by one witness—will probably have to 
be borne by the local authority. 

Dr. Thomas gave evidence on the application of 
blood-tests in bastardy actions from 10,000 cases 
collected from all over the world. Of these, 44 were 
the witness’s own, and of the remainder the largest 
number came from Denmark and the next largest 
from Germany. The cases were divided into two 
groups: 7000 in which one system of blood-grouping 
was used and about 3000 in which both systems 
were used. Where the A. B. O. system was used alone 
the cases excluded were just over 8 per cent. ; where 
both systems were used the exclusion-rate was 20:5 
per cent. Dr. Thomas gave the committee a demon- 
stration of the method of conducting the test and 
drew attention to the possibility of mistake unless 
the technique was carried out with great exactitude. 
He is looking forward to the discovery of additional 
blood-groups and the day when there will be found 
an actual individuality of the blood, in which case of 
course the test will be able to say: “This man is 
the father.” As the test stands at present however 
it has this one great advantage—a man can never be 
incriminated although he may be falsely excluded. 
If the bill becomes law therefore the number of 
demands for this test will undoubtedly be very 
considerable. 

Since according to the evidence of Mr. L. R. Dunne, 
the metropolitan magistrate, there is perjury in nearly 
every defended case, and often desire for revenge, 
the use of blood-tests seems likely to be of great 
value and with the increasing reliability of blood- 
tests this value should increase, Perhaps it may 
even be possible one day to extend blood-tests to 
politicians and elect them according to their groups 
instead of according to their political parties. 


FROM THE PRESS GALLERY 
The Militia Bill 


THE House of Commons on May 10 and 11 
considered the Military Training Bill in Committee. 
Sir SAMUEL HOARE moved an amendment to exclude 
Northern Ireland from the scope of the bill. He 
knew that this would cause great searchings of 
heart among his friends in Northern Ireland, but the 
Government had taken what they thought to be the 
xwvisest decision in the difficult circumstances, without 
reference to so-called ultimatums or threats from 
any other part of Ireland. 


POSITION OF STUDENTS 


Mr. GARRO-JONES moved an amendment to provide 
that no person should be placed on the register until 
after he had attained the age of 18.—Mr. HORE- 
FBELISHA, Secretary of State for War, said that they 
were not dealing here with any matter of compulsion ; 
this was to meet the situation of a young man who 
for reasons concerned with his career, or for other 
reasons, wished to do his period of service before 
tthe age of 20. The general age for entry into the 
regular services, naval, military or air, was 174 
and not 18, and he would willingly accept an amend- 
ment that the age should be 17} to meet the con- 
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venience of the young men concerned.—Mr. A. P. 

BERT said he had received a letter from the 
registrar of Oxford University stating that as regards 
1000 boys who would come up in 1940, and who would 
during their undergraduate course become liable for 
military service, 500 would come up under the age 
of 18}. If these boys were not given the option to 
postpone they would have to begin their six months’ 
training under the age of 18. This was regarded 
by many headmasters as extremely undesirable, 
and was regarded with anxiety by the universities 
because of the risk that at that age a six-months 
break might be followed by reluctance to resume 
academic work, as well as by a serious loss of habits 
of intellectual application and of knowledge. These 
objections were slightly diminished as boys grew older, 
and would not apply with equal force to those who 
would normally be coming up at 194, though they 
could still not be disregarded. The numbers of 
boys coming up as old as 194 was now quite small.— 
Mr. HorRE-BELIsHA said that these cases could be 
completely met under the bill as it stood. The 
Minister might, in order to suit the convenience of the 
applicant, antedate or post-date the applicant’s 
liability. The Minister naturally did not wish to 
damage in any way the careers of these young men 
and he would fix a date according to the best interests 
of the student.—The amendment was negatived. 

Mr. GREENWOOD moved an amendment making 
it obligatory on the Minister, instead of permissive, 
to postpone the liability for service of persons engaged 
in apprenticeship or full-time education, or studying 
as external students of universities or for professional 
examinations.—Mr, LENNOx-BoyD, parliamentary 
secretary to the Ministry of Labour, said that the 
Government could not accept the amendment because 
of its automatic application. This matter must be 
left to the discretion of the Minister and the hardship 
committees. They were in touch with the vice- 
chancellors of the various universities through the 
University Grants Committee and the Members of 
Parliament for the universities. They were also 
in consultation with the Board of Education about 
students at institutions, such as training and technical 
colleges. University students whose examinations 
were due in June would be able to go through their 
examinations without fear of being called up.— 
The amendment was negatived. | 


MEDICAL EXAMINATION OF RECRUITS 


On an amendment moved by Mr. SHINWELL to provide 
that a recruit should not be called up for medical 
examination earlier than the tenth day after the date 
of the service of the notice, Mr. ERNEST BROWN 
said he would prefer that the bill should not state a 
definite period, because it was better to have a little 
elasticity. The Government meant to give two or 
three days’ notice for the medical examination. That 
would usually be ample to enable the man to make 
his arrangements. There would be about 120 medical 
boards, so that, except in very scattered parts of 
the country, there would not be long delays. 

Mr. SILKIN moved an amendment providing that 
any person who was aggrieved by the determination 
of a medical board might appeal to the appellate 
medical board. Unfortunately the bill laid down 
no standard of medical fitness. It did not declare 
whether a person was to be fit for military training 
or for military service. The two standards might 
be quite different. In the absence of any direction 
it was conceivable that there would be a variety of 
standards adopted by the 120 medical boards.— 
Dr. HADEN GUEST thought the Minister would find 
it essential in practice to have appellate boards, not 
only from the standpoint of the man who was being 
examined, but also from that of the medical board 
itself. In cases of heart-disease, eye or ear trouble, 
and other special complaints, a consultant service 
was necessary and the simplest way from the Army 
point of view wasto have an appellate medical board. 
It would be interesting if the Minister could say what 
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the medical standards were to be. Were they to be 
the standards set up for admission to the Army, 
or some other standards ? No-one, least of all members 
of the medical profession, wanted people to join the 
Army who would promptly become casualties. 
It would be possible now for the first time, by taking 
a cross-section of the population from 20 to 21, 
to get a view of the condition of the people born in 
the immediate post-war years, and that would be 
an extremely interesting test from the medical point 
of view.—Dr. SUMMERSKILL said this amendment 
sought not only to give a man who was fit an oppor- 
tunity to appeal but also to give the enthusiastic 
lad who was anxious to play his part, but who had 
been diagnosed as unfit, an opportunity to appeal 
against the diagnosis. Every conscientious doctor 
would feel happier during these examinations if he 
knew that the patient had a right to appeal.—_Mr. W. S. 
MorRRISON said that in the view of the Government 
it was better to have the strongest possible medical 
boards for the examination of these men in the 
first instance so that an appeal to another board 
would be unnecessary. He was convinced that the 
doctors who composed the boards which were to 
be set up would regard it as their duty not to put any 
man into the service unless they honestly believed 
that he was fit to undergo his training. Nothing 
like war-time conditions would prevail in these cases, 
and steps would be taken to ensure that every man 
was examined with ample time to spare. The 
medical men on the board would normally be five 
general practitioners of established reputation. He 
said general practitioners for this reason. The 
ills to which flesh was heir were so numerous that 
they could not, for instance, get a nose, ear and 
throat specialist to act and make sure that he was 
a proper man to deal with all these cases. The board 
would work as a team. They would take counsel 
with each other and if there was any difficulty in 
distinguishing a man’s particular condition they 
could all examine him to make sure. There was 
power in the bill for the medical board to call in a 
consultant or consultants whenever they liked. 


Dr. SUMMERSKILL: Suppose the five general practi- 
tioners disagree on the condition of a man’s heart and call 
in a heart specialist or consultant. Suppose the con- 
sultant diagnoses the case and makes a report on the man’s 
condition. Then you will be taking the word of one man. 
We suggest that possibly that heart consultant might be 
wrong. 


Dr, HADEN GUEST said that the right of the boards 
to call in consultants might go some way to meet 
the case for an appellate board, but it was a one- 
sided arrangement. Would it not be fair that the 
man if dissatisfied should have the right to ask to 
be sent to a consultant ?—Mr. W. S. MORRISON 
said that the capacity for human error was no doubt 
infinite, and even if they had an appellate tribunal 
of doctors they might all be wrong. But he did not 
see how they could set up any tribunal of greater 
authority than was proposed. He would certainly 
consider the suggestion that the man should also 
have a right of recourse to a consultant.—Mr. GARRO- 
Jones thought the Minister had lost sight of the 
growing tendency in medical science to rely on 
teams of specialists for diagnosing obscure diseases. 
The cases in which difficulty was going to arise 
and in which mistakes and disputes might occur, 
were those where people were suffering from obscure 
diseases which no amount of skill and experience 
would enable a general practitioner to diagnose 
successfully. These cases would not amount to 
one in a thousand with men between 20 and 21, 
but when they arose in pensions cases they caused 
endless argument and difficulty for all parties. They 
could be resolved only by a team of specialists, such 
as that which operated at Windsor and in two or 
three places round London,—Mr, EDE said that during 
the last war they had known of men who were 
paraded on three successive days. On the first day 
they were category C, the next day B and within 
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48 hours of being examined they were A. Those 
who had experience of how the Army dealt with this 
matter in times of stress felt that the most explicit 
assurances should be given on the point.—The amend- 


THE MEDICAL RECORD 


Mr. ELLIS SMITH moved an amendment to provide 
that the result of an examination by a medical 
board should be entered in the records of the person 
examined, and should be conclusive evidence of the 
person’s state of health at the time of the examination. 
He said that a soldier often suffered from privations 
during his army service the physical effects of which 
did not become evident until later in life, and it was 
very difficult to trace the causes of his condition to 
war service.—Sir JOSEPH NALL said that if a man was 
examined at the beginning of his military training 
and was found to be A2 or C3, and was furnished with 
a certificate accordingly, he would be branded as 
A2 or C8 for the rest of his life. The possession 
of such a certificate might prejudice him with future 
employers.—Dr. HADEN GUEST said it was necessary 
to have a medical record for all purposes including 
the purposes of the Army itself. The record ought 
to be of a much more exhaustive character than the 
usual record of an Army examination. There were 
a large number of conditions, such as nasal, eye and 
ear conditions, on which the whole question of 
validity or otherwise might depend in the future, and 
unless they were noted now there was no evidence for 
or against them, They then became’a matter of 
médical opinion. It was true that in any sensibly 
conducted unit these men would be examined again 
before being sent overseas, but that did not make it less 
desirable to have a record of the exact physical 
condition of the man when he was first examined. 
that examination was not much fuller than was usual 
in the Army disputes would arise in the future.—Sir 
LAMBERT WARD doubted whether it would be to the 
advantage of the man who was to become a militiaman 
to have the various medical facts entered on his record 
card. It could not be to his advantage to have it 
recorded that he had a tendency to flat feet, or a slightly 
varicose vein, or that he showed signs of having had 
tuberculous trouble in his early youth. From the 
point of view of a man securing employment when he 
left the Army it would be much better that these 
slight physical defects should not be recorded.—Dr. 


. SUMMERSKILL said that every one of these youths 


who would be called up was already on the list of a 
doctor under the National Health Insurance Acts 
and a record already existed of their physical condi- 
tion. An employer had only to demand a certificate 
of health from the boy’s insurance practitioner for 
all these things to’ be revealed. Therefore, it was 
quite wrong to say that another record would damn 
a boy in any way. The amendment only asked that 
the doctor should follow modern medical practice. 


‘It was obligatory on doctors who worked under the 


National Health Insurance Act to keep records. The 
only doctors who refused to do this were those who 
had insufficient clerical help. There would be 
plenty of clerical help for these medical boards. 
If the Minister refused this very simple amendment 
she thought there must be some ulterior motive.— 
Mr, LENNOx-BoyYD said it was‘ quite impossible for 
the Government to accept the amendment. As. 
worded it meant that any such record should be taken 
as conclusive evidence for all purposes. It would be 
conclusive evidence for the purposes of a variety 
of other Acts of Parliament and other proceedings 
in ordinary life, such as workmen’s compensation, 
and the interests of many people whom they were 
anxious to help would be prejudiced if the amend- 
ment were carried. The medical boards would 
group the men into four categories. Those in the 
bottom category would not be called up for training. 
Those in the top three categories would be called up, 
but the nature of their duties would vary with the 
category, so that those who were in the third category 
—that was near the exclusion line—would not be 
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called upon to undergo such arduous training as would 
imperil their health, and those who were in the 
first and second categories, and in that order, would 
have the more severe tasks allotted to them. The 
position was thus amply covered.—The amendment 
was negatived. 


The Camps Bill 


In the House of Lords on May 11 Earl DE La 
WARR, President of the Board of Education, moved 
the second reading of this bill, which has already 
passed through the House of Commons. He said that 
when the fifty new camps were erected approximately 
300,000 school-children would have a fortnight in the 
country each year. On the health and fitness side, 
as well as on the educational side, it was right to 
regard this as an experiment. The corporations, 
though not yet formally in existence, had not been 
idle. In England and Wales already 25 sites had 
been approved and the Scottish association had also 
been active. They had secured the services of 
Lord Portal as chairman of the camps corporation 
for England and-Wales, and Lord Traprain as chair- 
man of the Scottish association, 

Viscount DAWSON OF PENN ‘said that there was 


real danger that this admirable bill might come to 
‘nought if it strove to do too much. Its justification 


was that it was a social experiment. It would do 
something in legislation which was constantly done 
in biological science, where before making a big mass 
venture the thing was put through a trial. The 
right problem to commence with was that of youth. 
As we were no longer dependent on methods of 
bringing the fittest to the top by killing off the 
weaklings, it became necessary by acts of constructive 
statesmanship to face the task of building for fitness. 
The birth-rate was so low that there would come a 
time when there were more places in the schools than 
children to fill them. This meant that more and more 
we would be dependent on quality. The venture 
of the Government was no larger than was required 
for dealing with youth in order to build up in them 
strength of body, mind and character. If these 
camps were used aright they would do untold good. 
Many town children had hardly ever seen grass or 
trees for any length of time. During a fortnight 
in camp such children would get an entirely new 
view of life. In open-air schools children had fewer 
colds in the winter than children attending indoor 
schools. These camps could be used all the year 
round, whatever the weather, and with great advan- 
tage to the inmates if they were properly built. He 
had witnessed the benefit obtained by the sub- 
fit army recruits through the experiment at Aldershot. 
They were not well enough or strong enough or big 
enough to be taken as recruits, but at the end of two 
or three months in camp the change in them was 
marvellous. These experiments gave substantial 
hope that the new camps would be a means of building 
up a fit race. . 


QUESTION TIME 
WEDNESDAY, MAY 10 
Cod-liver Oil Reserves 


Mr. Law asked the Chancellor of the Duchy of Lan- 
caster whether supplies of cod-liver oil had been bought 
for use in the event of an emergency; whether such 
supplies represented pure cod-liver oil which was fully 
tested and guaranteed; and whether, in view of the 
necessary curtailment of deep-sea fishing in the event 
of war, which would seriously diminish the present yearly 
production in the United Kingdom of’ approximately 
16,000 tons, he was satisfied that existing stocks of cod- 
liver oil were sufficient to make up any deficiency which 
might be expected in the national diet in war-time.—Mr. 
W. S. Morrison replied: The question of a Government 
purchase of cod-liver oil was carefully considered some 
time ago and it was decided that such a purchase was not 
called for. The desired insurance against shortage in the 
event of emergency has been provided by a commercial 
firm who have undertaken to maintain in this country a 
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reserve of cod-liver oil of medicinal quality which, with — 


the normal commercial stocks, should be adequate for 
requirements. 


Wheat Storage 


Mr. Vyvyan ApDams asked the Chancellor of the Duchy 
of Lancaster whether the Government were aware of a 
wheat-preserving process by which wheat could be pre- 
served in the form of cakes for an indefinite period without 
any deterioration in its food value; and, if so, whether 
use was being made of this process for the purpose of 
food storage.—Mr. W. S. Morrison replied : One process 
for the preservation of wheat in compressed form has been 
brought to the notice of the Food (Defence Plans) Depart- 
ment and has been fully investigated. The department is, 
however, advised that it does not satisfy the necessary 
conditions for long-term storage. 

Mr. ApAms: Is my right hon. friend aware that two 
years ago a cake was analysed and found after a period 
of 30 years to have undergone no deterioration ?—Mr. 
Morrison : I am not sure whether the process which my 
hon. friend has in mind is the same process as the one 
which we have examined, but if he will give me particulars 
of his process I shall be glad to look into the matter.— 
Mr. Adams said that the process to which he referred was 
the one invented by Lord Masham. 


Typhoid Outbreak at Nottingham: A Suggested 
Inquiry 


Mr. LIDDALL asked the Minister of Health what was the ' 


food found to be responsible for the recent outbreak of 
typhoid in the city of Nottingham.—Mr. Brernays, parlia- 
mentary secretary to the Ministry of Health, replied : 
I understand that several kinds of food may have been 
involved, but that it is not possible to identify any 
particular foodstuff as reponsible. 

Mr. LIDDALL asked the Minister of Health whether he 
was aware that the Nottingham corporation had refused 
to give any information to the injured parties with reference 
to the recent typhoid outbreak; and whether he would 
consider directing a public inquiry to be held in order that 
persons interested might have before them all relevant 
information on which to consider their position, and not 
be prevented from claiming compensation if such be due. 
—Mr. BERNAYS replied: The answer to the first part of 
the question is in the affirmative. As regards the last 
part, as the outbreak did not present any special features 
of public health interest and the measures taken by the 
local authority to deal with it were speedily effective, 
my right hon. friend does not consider that there are any 
grounds for holding a public local inquiry. 

Asked later whether the Minister of Health would 
publish the report of the findings of his own medical officer 
and of the medical officer of health for the city of Not- 
tingham, Mr. BERNAYS replied that the Minister saw no 
grounds for the issue of a report from his department on 
the matter. The question of the publication of the report 
of the medical officer of health was one for the considera- 
tion of the Nottingham city council. 


THURSDAY, MAY 1] 
Calling-up of Undergraduates 


Mr. ARTHUR HENDERSON asked the Minister of Labour 
whether, in view of the approach of the long vacation, he 
could give any indication as to when university under- 
graduates were to be called upon to undergo their military 
training.—Mr. ErRNrEst Brown replied: I am not yet in 
a position to make any statement on this subject beyond 
saying that owing to the necessary preliminary steps by 
way of registration and medical inspection it will not be 
possible to issue calling-up notices so as to require militia- 
men to attend for military training before the end of June 
at the earliest. 

Mr. HENDERSON: Is not the Minister aware that the 
long vacation commences about the middle of June and 
that there may be a serious efiect upon these under- 
graduates who make an effort to attend vacation courses ? 
—Mr. Brown: A number of complicated questions are 
involved in this matter and I am seeing the vice-chancellors 
of the universities and all members of Parliament repre- 
senting the universities on this subject. 
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Tuberculosis in Wales 


Captain ARTHUR Evans asked the Minister of Health 
whether he was now in a position to make any statement 
as regarded action to give effect to the recommendations 
of the recent committee of inquiry into the anti-tubercu- 
losis service in Wales and Monmouthshire.—Mr, ELLIOT 
replied: Yes, Sir. The report drew attention to the 
high incidence of tuberculosis in Wales and pointed out 
that the ratio of beds to cases is lower in Wales than in 
England. It is clearly desirable that all practicable steps 
should be taken to reduce infection arising from contact 
with active cases. The first step in this direction must be 
to reduce the long list of waiting cases which now exists, 
particularly in South Wales. I am accordingly arranging 
for the immediate construction in South Wales, under the 
emergency hospital arrangements, of a new hutted hospital 
of some 600 beds which wil] be made available in peace- 
time to the Welsh National Memorial Association on 
favourable terms. The provision on similar terms of some 
200 beds in hutments attached to an institution in North 
Wales is also proposed, and arrangements for Central 
Wales, possibly in the Shrewsbury area, are ‘under con- 
sideration. I hope that this new accommodation will be 
available for the treatment of tuberculosis within the 
present year. This would be without prejudice to the 
plans now under consideration by the Welsh National 
Memorial Association. 

In addition, I have, starting from this week, detailed 
three of my housing inspectors to undertake a careful 
survey of the rural counties of Wales and to discuss with 
the local authorities concerned the best methods of 
solving their housing problems. I am also in conference 
with the authorities concerned on other aspects of the 
committee’s recommendations. 

Mr. J. GRIFFITHS: Regarding what the Minister said 
about surveys of housing conditions in rural areas, is he 
not aware that what is needed is not another survey, but 
action ?—Mr. ELLIOT: I thoroughly agree, and that is 
why I have said that I am to discuss with the local 
authorities the best means of solving their housing 
problems, and action is very badly needed indeed. 


New Silicosis Regulations 

Mr. JAMES GRIFFITHS asked the Home Secretary when 
he proposed to issue the new regulations, under the various 
industries silicosis schemes, extending the period within 
which certification could take place to five years; and 
from what date the new regulation would operate.—Mr. 
PEAKE, under-secretary, Home Office, replied: My 
department is still in communication with the general 
council of the Trades Union Congress on the draft scheme, 
but my right hon. friend hopes to be in a position to make a 
decision very shortly. It is proposed that the scheme 
should come into force on the date on which it is made ; 
my right hon. friend is advised that he cannot make it 
apply retrospectively. 


Voluntary-aid Detachments 


Colonel PonsonBy asked the Secretary of State for 
War whether he could make any announcement with 
regard to conditions of service in the voluntary-aid detach- 
ments.—Sir V. WARRENDER, financial secretary to the 
War Office, replied : It has been decided on the basis of a 
revised establishment of women members of voluntary-aid 
detachments, provisionally fixed at 11,000, of which not 
more than 2000 would be immobile non-nursing members, 
and on the understanding that members will undertake 
to come up for service in a national emergency when called 
upon to do so under the authority of the Army Council, 
to authorise the following payments, in substitution of 
those at present approved: Annual payments to the 
Voluntary-aid Detachment Council of £2000 for central 
administration expenses, £5000 towards general expenses 
of the county controllers and voluntary-aid detachments 
in the country, £1 a head for members and £2 for officers 
for the provision of uniform. 

In addition to these payments women personnel of 
voluntary-aid detachments will receive payments for 
attendance at camp hospitals with the Territorial Army 
and for training in military hospitals, at the rate of £1 
for 8 days and £2 for 15 days in the case of officers, and 
10s. for 8 days and £1 for 15 days in the case of members. 
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Apart from these payments they will continue, as at 
present, to be given accommodation, rations or allowances, 
and free conveyance or travelling expenses to and from 
camp or hospital. 


MONDAY, MAY 15 
Disability Pensions 


Sir THomas CooK asked the Minister of Pensions how 
many men totally disabled by the great war had no dis- 
ability pension; and how many of these were at St. 
David’s Home.—Mr. H. RamssotHam, replied: I am 
glad to have this opportunity of correcting a misunder- 
standing which appears to have given rise to this question. 
There is no ex-Service man totally disabled as a result of 
his service in the great war whose claim to pension has 
been refused by my department. I may add that full 
opportunity has always been afforded to any ex-Service 
officer or man to put forward any claim he may consider 
he has against my department, and every claim is fully 
investigated. There are at present 15 disability pensioners 
in the home referred to who are under treatment at the 
expense of the Ministry. “| 


TUESDAY, MAY 16 | 
Dietaries in’ Scottish Prisons r 


Sir THomas Moore asked the Secretary of State for’ 
Scotland whether he could give details of the new dietaries’ 


introduced since 1937 in Scottish prisons; and whether 
further improvements in such dietaries were contemplated. 
—Mr. CoLvILLE replied: Improvements in dietaries 
introduced in 1937 included provision of meat for dinner 
twice weekly for certain classes of prisoners who had not 
previously received meat; addition of cheese for supper 
twice weekly for all classes of prisoners and issue of bread- 
crumb pudding for dinner for all prisoners twice instead 
of once weekly. The following improvements were made 
in dietaries in Scottish prisons at the beginning of April, 
1939: (1) substitution of whole milk for skimmed milk 
for all purposes ; (2) issues of cheese for supper made on 
four days per week instead of two days; (3) jam issued 
for supper on three days per week; (4) twelve-sixteenths 
oz. of sugar allowed for tea and cocoa instead of nine- 
sixteenth oz.; (5) currants, suet and sugar in breadcrumb 
pudding, which is served twice each week, doubled. The 
answer to the second part of the question is in the 
negative. 
Provision of Pit-head Baths 


Mr. JAMES GRIFFITHS asked the Secretary for Mines 
what progress was being made in the provision of pit-head 
baths ; and the extent of the building programme for this 
and the next year.—Mr. GEOFFREY LLOYD replied : 
During 1938 47 new pit-head bath installations and 
6 extensions accommodating nearly 56,000 persons were 
completed and at the end of that year pit-head baths had 
been provided, or were under construction, for 416,886 
persons at 334 collieries and the available money had been 
nearly exhausted. The building programmes for 1939 
and 1940 will be framed on the basis of the additional 
money available as the result of the Mining Industry 
(Welfare Fund) Act, 1939, and provisional arrangements 
have been made to place contracts in 1939 for 37 new 
bath installations accommodating 35,548 persons. The 
contracts to be placed in 1940 have not yet been settled 
but it is estimated that they will provide accommodation 
for 45,000 additional persons. 


TEMPORARY HOSPITALS FOR SCOTLAND, — The 
Department of Health for Scotland is considering the 
erection of five hutted hospitals for use in war-time. 
These will be additional to the emergency annexes to 
existing institutions that have already been arranged for 
and will be independent units. The hospitals will be 
planned to accommodate 600 beds each and to allow for 
possible expansion to double that number. The depart- 
ment’s representatives have discussed the location of the 
hospitals with the railway companies with a view to 
arranging direct railway access, and have also consulted 
representatives of the Association for the Preservation of 
Rural Scotland as to the best way of preserving existing 
amenities. 
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EDWARD WING TWINING 
M.R.C.P., F.F.R., D.M.R.E. 


Dr. Twining’s death on May 7, at the age of 52, 
within a few weeks of the death of his partner and 
close friend Dr. R. S. Paterson, is a grave loss to 
Manchester and to British radiology. The third 
and last volume of the ‘‘ Textbook of X Ray 
Diagnosis,” of which Twining was a joint editor, 
is in the press, and he was working on his presi- 
dential address to the section of radiology of the 
Royal Society of Medicine when he was struck 
down by an illness that proved fatal in a week. 
-= Twining’s 
early life was 
clouded by the 
sudden death 
of his father, 
a doctor at Sal- 
combe in 
Devonshire, 
whowas 
thrown from 
his horse when 
a boy threw a 
stone at it in 
an election 
fracas. By this 
tragic accident, 
when Edward 
was only seven, 
the family 
were deprived 
of their source 
of livelihood, 
and as in so 
many such 
cases Epsom 
College came 
to the rescue. A foundation scholarship to Epsom 
gave Twining his chance, and in due course he won a 
scholarship to University College Hospital. But here 
another blow awaited him, for while an undergraduate 
he contracted acute osteomyelitis of the femur. After 
a long illness and many operations he recovered, but 
with a permanent limp and a lowered resistance to 
the staphylococcus. For the rest of his life he was 
seldom to have more than two or three years without 
a recurrence of infection, and his final illness was 
from the same cause. A friend and fellow student 
who acted as his dresser in this first illness with its 
months of suffering never once heard him complain. 
The courage he then showed was characteristic. He 
was endowed by Nature with a physique that might 
have made him an athlete of international fame, but 
much of his great strength of mind and body had to 
be used in a long struggle against ill health and pain. 
A lesser man would have given up the struggle. 

After he qualified m 1913 Twining had some 
experience of general practice in Hampshire and then 
held the posts of resident medical officer at Queen 
Mary’s Hospital for Women and Children, house- 
surgeon to Mr. Wilfred Trotterrat University College 
Hospital, and obstetric assistant in the same hospital. 
When the war came he was rejected for general 
service on account of his lameness, but got to France 
with the British Red Cross as surgeon to an ambulance 
train. A year later he was given charge of the 
electrotherapeutic department at Netley, with the 
honorary rank of captain. His investigations on the 
treatment of injuries of the peripheral nerves were 
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published as a book in collaboration with H. S. 
Souttar. After the war he did similar work at Netley 
under the Ministry of Pensions until, determined to 
make radiology his life’s work, he resigned in order 
to work at St. Thomas’s Hospital for the new Cam- 
bridge diploma in radiology. It was after the 
examination for this diploma that A. E. Barclay, 
who had examined him, offered him a post in Man- 
chester. His work as junior radiological officer at 
the Manchester Royal Infirmary was so good that 
he was soon hon. radiologist to Ancoats Hospital 
and a partner with Dr. Barclay and Dr. Paterson. 
When Barclay left Manchester for Cambridge, 
Twining succeeded to a senior post at the infirmary 
and was elected to its honorary staff in 1928. He 
was also hon. radtologist to the combined Christie 
Hospital and Holt Radium Institute. He was presi- 
dent of the Faculty of Radiologists, in the formation 
of which he took a leading part. He was also 
lecturer in radiology to the University of Manchester. 

Twining’s monumental work on the radiology of 
the respiratory system, which occupied most of 
the first volume of his textbook, brought him a 
reputation in Europe and America as well as in this 
country. He also simplified and improved the tech- 
nique of tomography, and was one of the first to 
extend its application from diseases of the lung 
to cerebral diagnosis. In the radiological diagnosis of 
obscure lesions of the skull and the brain he was 
supreme, but his skill was no less outstanding in 
diseases of the alimentary and genito-urinary tracts. 
The secret of it lay in his immense industry, 
his critical intelligence, and his determination 
not to be beaten by any difficulty. He insisted on 
a high standard of technical achievement and would 
spare no pains to secure the best possible films. 
Having secured them, he could get more out of them 
than could others of like experience. 

Although his lameness shut him off from athletic 
amusement and made walking hard and often painful 
it did not prevent him from enjoying life. He was 
always, writes a surgical colleague, creating something. 
When others were playing golf or tennis he would be 
in his garden or his workshop, both of which gave 
him constant delight. On holidays his sketch-book 
was always with him and the water-colours he brought 
back with him were things of rare beauty, though 
with characteristic modesty he required some per- 
suasion to bring them out at all. He was to be 
found entertaining children, either in his garden, or 
showing them the bones of their hands on the 
fluorescent screen. He loved a quiet evening spent 
with friends and was that rare combination of good 
talker and good listener. Because he was so wise 
and so free from self-seeking his opinion was often 
sought on difficult questions of policy outside his 
own department. 

Dr. Twining leaves his widow with two daughters. 


MEREDITH ROUNTREE WHITLA 
L.R.C.P.I, 


THE death of Dr. Whitla of Monaghan took place 
on April 19 after a trying illness which he bore with 
great courage. He was 80 years of age, but though 
troubled for some years by intractable rheumatism, 
he was unusually active in mind and body and did 
not let his disability prevent him carrying on practice 
until a few months before his death. 

A son of Mr. Robert Whitla of Monaghan, he began 
his career as a pharmaceutical chemist in his native 
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town. Later he studied medicine at the old Queen’s 
College, Belfast, and qualified in 1898, starting 
. practice in Monaghan shortly afterwards. For many 
years he acted as assistant surgeon and registrar to 
the old County Infirmary where he worked with 
James Campbell Hall, his life-long friend. Whitla 
was a member of council of the Pharmaceutical 
Society of Ireland; he held the office of justice of 
peace in former days and was for many years a 
town councillor. Among his varied interests the chief 
was freemasonry and he held high office including 
that of first principal of the District Grand Royal 
Arch Chapter of Armagh. He was a brother of the 
late Sir William Whitla of Belfast. The two were 
much attached, and on Sir William’s death in 1933 
Meredith prepared a beautiful work ‘‘ In Memoriam,” 
which was printed for private circulation. Whitla 
possessed the qualities of skill, kindliness, and good 
humour to an unusual degree, and it was remarkable 
how he adapted himself to the changing phases of 
medicine and kept pace with recent advances. His 
notes on cases were models of clinical accuracy, and 
written in a fine clear style they reflected the clear- 
thinking honest nature of the man. 

In 1887 Dr, Whitla married May Elizabeth Connor, 
daughter of the late Dr. Shewbridge Connor of 
Carlow, who survives him. 


ARTHUR WELLESLEY SANDFORD 
M.D. R.U.1, 


Mr, Arthur Sandford, the Cork ophthalmic surgeon, 
died at St. Albans on May 12. His father was rector 
of Clonmel, co. Tipperary, and he was born there in 
1858. He was educated at first privately and then 
at the old Queen’s College, Cork, where he was an 
exhibitioner and took first-class honours in his final 
in 1882. In those days specialism was in its infancy 
and in Ireland there were few ophthalmic or aural 
Surgeons outside Dublin. Sandford was therefore 
something of a pioneer when he started as an eye, 
ear, and throat surgeon in Cork, and his practice 
soon extended beyond the limits of his province. 
In 1897 he organised the building of the Cork Eye, 
Ear, and Throat Hospital, to which he was a visiting 
surgeon until his retirement. Sandford possessed the 
strong but gentle hands of the born surgeon (and the 
born fisherman) and he combined with technical 
skill a gift for making friends which was invaluable 
to a consultant. He held the chair of ophthalmology 
at University College, Cork, and had been president 
of the Irish Ophthalmological Society, vice-president 
of the Ophthalmological Society of Great Britain, 
and co-editor of the Journal of Laryngology, Rhinology 
and Otology. 

During the war Sandford acted as consultant 
ophthalmologist for the southern district of Ireland. 
In the last twenty years failing health made him 
gradually give up active work. In 1902 he married 
Mary, widow of Lord Carbery, and he leaves two sons. 


HARRY GORDON SMITH 
M.B. CAMB., D.P.H. $ 


Dr. Gordon Smith, who died at Knightwick Sana- 
torium, Worcestershire, on May 6, was born at 
Willesden in 1876, his father being an architect, 
Percival Gordon Smith, F.R.I.B.A. He was educated 
at Berkhamsted School and Trinitv College, Cam- 
bridge, proceeding to St. Bartholomew’s where he 
took his M.B. in 1902. After qualification he was a 
resident at the West London Hospital and the London 
Fever Hospital, and did clinical assistantships at the 
Royal Eye Hospital and the Evelina. In 1908 he 
was appointed medical superintendent of the King 


-Darenth, London and Lancaster before 


Edward VII Memorial Sanatorium at Knightwick 
and started what was to prove his life’s work. 

Gordon Smith was one of the most able clinicians 
on chest cases in the Midlands, and his services as 
chief tuberculosis officer for Worcestershire, as well 
as his work at Knightwick, will be long remembered 
by medical men in the county and by the host of 
grateful patients who passed through his hands. 
Though his manner was unassuming, his courtesy 
and understanding combined with a wholly imper- 
turbable temper gave him a natural dignity. In his 
work he was always to the fore where progress could 
be made, but he never promised anything that he 
was not sure he could achieve. His judgment was 
sound, and the opinions expressed in his reports 
written a quarter of a century ago could not be 
bettered today. Although his chief interest was in 
his work, he was a keen shot and fisherman and 
played golf and cricket. 

In 1903 Gordon Smith married Eileen Newbury 
of Milton Ernest, in Bedfordshire. They had three 
daughters and one son, who is now a student at 
Bart’s. 

ARTHUR ROSS BOYD , 
M.B. R.U.I. f 


Dr. Boyd, who died at his home, Holywell House, 
Antrim, on April 18 at the age of 57, was resident 
medical superintendent of the county mental hospital, 
having succeeded Dr. Walter Smyth when he died 7 
yearsago. Before that Boyd was deputy medical super- 
intendent of the Powick (Worcestershire) mental 
hospital. A native of Ballymena, he studied medicine 
at the Queen’s College, Belfast. As a student he was 
handicapped by ill health, but his undergraduate 
career was marked by exceptional brilliance and he 
gained several scholarships including the gold medal 
for diseases of women and children and the Malcolm 
exhibition. He graduated in 1908 with first-class 
honours, and after spending a year as house-physician 
and house-surgeon at the Royal Victoria Hospital, 
Belfast, he entered the mental-hospital service. He 
showed great aptitude for his chosen work, and 
served successfully in hospitals at Gloucester, 
being 
appointed to higher rank. He effected great improve- 
ments at Antrim in his comparatively short period of 
office, a noteworthy achievement being the opening 
of the Bush House wing for the treatment of private 
female patients, which has proved a most valuable 
asset under his capable administration. 

Dr. Boyd was a keen sportsman, being chiefly 
interested in cricket, badminton and lawn tennis. He 
was a man of charming personality and many friends. 
He is survived by his wife and three young daughters. 


GEORGE HERBERT ROSE HOLDEN 
M.D. CAMB. 


Dr. George Holden, who died at Reading on 
May 5, was the son of Dr. G. H. Holden of Worcester, 
and he was born at Presteigne, Radnor, in 1864. 
He was educated at Sherborne and Caius College, 
Cambridge, and did his clinical work at St. 
Bartholomew’s. Hospital, qualifying in 1889. After 
house-appointments at Bart’s and at Birmingham 
General Hospital he went into practice at Reading. 
There he was medical examiner to the Commercial 
Union and other insurance companies and medical 
officer of the Church Army Home and St. Mary’s 
Home, He took a keen interest in the proceedings 
of the Oxford and Reading branch of the British 
Medical Association and the Reading Pathological 
Society, later becoming president of both. He was 
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a life member and examiner of the St. John Ambulance 
Association and was made a knight of grace of the 
Order for his work as president of the Reading centre. 
During the war he served as captain in the 
R.A.M.C. (T.F.) at the Third Southern General 
Hospital and Reading War Hospital, being mentioned 


in dispatches for his services, and after the war- 


he took charge of the electrotherapeutic department 
at the Royal Berkshire Hospital. He was a member 
of the town council since 1927, and took a leading 
part in the task of transferring the city hospitals from 
the guardians to the borough council. He was 
mayor of the borough in 1934. | 

Mrs. Holden, who before her marriage was Frances 
Mary Cole, only survived Dr. Holden by one day. 
They leave three sons, of whom the youngest, Dr. 
C. E. Holden, is now in practice in Reading. 


Dr. WaLiam Masson GABRIEL, who died on 
March 28 in his 80th year, was the son of the Rev. 
Edward Gabriel of Kendal and qualified at Edinburgh 
in 1887. 
athlete, and assisted in forming the Edinburgh 
Harriers in 1885, of which he was the first captain 
and afterwards president. He held the four-mile 
amateur record for Scotland in 1886. For some 
twenty-five years he was in general practice at 


As a medical student he was a prominent. - 


Keighley, Yorkshire, and for most of that time 
medical officer to the infirmary. In 1914 he received 
the Territorial Decoration for 21 years’ service ; 
prevented by an attack of pneumonia from going 
overseas, he became D.A.D.M.S. in the Lincolnshire 
region with the rank of brevet colonel. After the 
war, following his old love of the sea, he served for 
several years as ship’s surgeon with the P. and O. 
line, retiring about five years ago to Oulton Broad. 


Mr. R. J. F. Danrorp THomas.—Many practi- 
tioners of law and medicine in London will miss 


Mr. Francis Danford Thomas, the City coroner, 


who died on May 10 at the age of 65. He succeeded 
Dr. F. J. Waldo in 1932, after serving for thirty 
years as deputy coroner for the City of London, 
the Central London district, and the Tower of London. 
He was noted for his kindness and consideration to 
all those who gave evidence before him. Himself the 
son of a coroner, Dr. George Danford Thomas, senior 
coroner for the counties of London and Middlesex, 
he was educated at Harrow and Brasenose, and was 
called to the Bar by the Middle Temple in 1900. 
In 1929 he was president of the Coroners’ Society of 
England and Wales, and later he became its honorary 
secretary. He was a valued member of the council 
of the Medico-Legal Society. 


MEDICAL NEWS 


University of Cambridge 


On May 12 the degree of M.A. was conferred on Dr. 
O. M. Solandt, university lecturer in mammalian physio- 
logy. The following degrees were also conferred :— 


M.D.—D. P. King. 
M.B., B.Chir.—R. H. Winfield. 


Applications are invited for two Elmore studentships 
for research in medicine. The commencing salary will be 
£300 a year and the appointments will be for two years in 
the first instance. Further particulars will be found in 
our advertisement columns. 

University of Grenoble 

Sir StClair Thomson, F.R.C.P., and Mr. A. Tudor 
Edwards, F.R.C.S., represented the University of London 
at the 600th anniversary celebrations of this university. 


An honorary degree was conferred on Mr. Tudor Edwards. 
University of Manchester 

Mr. Harry Platt has been appointed professor of ortho- 
pædic surgery, and Mr. Geotfrey Jefferson professor of 
neurological surgery in the university. Prof. John Morley, 
who has held the chair of surgery since 1936, will continue 
as professor of surgery and director of the department of 
surgery. 

Mr. Platt, who studied medicine at Manchester, was awarded 
the gold medal when he took the final M.B. examination of 
London University in 1909. After holding resident posts at the 
Manchester Royal Infirmary and demonstrating anatomy at 
the University of Manchester he obtained his M.S. Lond. in 
1911 and the F.R.C:S. the following year. In 1913 he went as 
house-surgeon to the Royal National Orthopedic Hospital, 
London. Two years of postgraduate study in America followed 
which were spent in Boston and New York. During the war 
he held the rank of captain in the R.A.M.C. (T.) and attended 
the 2nd Western General Hospital, Manchester. Later he was 
appointed surgeon in charge of the Special Military Surgical 
Centre (Orthopedic Hospital), Manchester. In 1921 he graduated 
as M.D. Manc., again with a gold medal. After the war he 
continued his work at Manchester, where he is orthopedic 
surgeon to the Royal Infirmary and consulting orthopedic 
surgeon to Ancoats Hospital and to the Lancashire county 
council. He is also clinical lecturer in orthopaedic surgery in the 
university. In 1934-35 he was president of the British Ortho- 
puedic Association and he was elected hon. F.A.C.S. in 1935. 

Mr. JetYerson, who is also a student of Manchester medical 
school, graduated M.B. Lond. with honours in 1909 and was 
awarded the gold medal when he took his M.S. Lond. some four 
years later. After a period of surgical practice in British 
Columbia he returned to England during the war and served 
in France as a surgeon specialist to the British Expeditionary 
Force and iv Russia. After the war he was appointed surgeon 
to the Salford Royal Hospital and later became hon. neurological 
surgeon to the Manchester Royal Infirmary and hon. surgeon 
to the National Hospital Queen Square, London. He is 
lecturer in applicd anatomy in the University of Manchester. 
In 1923 he delivered a Hunterian lecture to the Royal College 
of Surgeons, to whose fellowship he was admitted in 1911. In 


1932 he was elected Saville orator. He is president of the 


British Association of Neurosurgeons. 

Dr. Walter Schlapp, lecturer in experimental physio- 
logy, has been appointed assistant director of the physio- 
logical laboratories, and Dr. A. A. Harper, lecturer in 
human physiology. 


Royal College of Surgeons of England 


A meeting of the council was held on June 11 with 
Mr. Hugh Lett, the president, in the chair, when Sir 
Arthur MacNalty and Mr. H. Muir Evans were admitted 
to the fellowship. Mr. Seymour Barling was elected 
a member of the court of examiners, and Prof. E. P. 
Stibbe and Prof. Samson Wright were appointed to 
examine for the primary examination for the fellowship 
to be held in India and Egypt in 1939-40. It was reported 
that a Mackenzie-Mackinnon fellowship had been awarded 
to Dr. G. W. Hayward (St. Bart’s) for research on the 
relationship between pulmonary congestion and dyspnea, 
and the Gilbert Blane medal for 1939 had been awarded 
to Surgeon Lieut.-Commander J. Mansel Reese. 

A diploma of fellowship was granted to Henry Meredith 
Martin of Trinity College, Dublin, and diplomas of 
membership to J. C. A. Innes (Lond. Hosp.), F. H. Patel 
(Edin.) and to the candidates mentioned in the report 
of the comitia of the Royal College of Physicians which 
appeared in our issue of May 6, p. 1073. Diplomas in 
tropical medicine and hygiene were granted to the candi- 
dates whose names were given on p. 1074 of the same issue. 


Royal College of Surgeons of Edinburgh 

At a meeting of the college held on May 15, with 
Mr. W. J. Stuart, the president, in the chair, the following 
were admitted to the fellowship :— 

Samuel Solomon Peikol!, M.D. Man., Robert Symon Garden, 
M.B. Aberd., Alfred Henry Randell Champion, M.B. Melb., 
Horatio Alexander Cowan, M.R.C.S., Curzon Watkin Furner, 
M.B. Sydney, Robert John Maybank Galloway, M.D. Toronto, 
Ronald Gowans, M.B. Glasg., Alfred Buckley Hamer, M.R.C.S., 
Sibdas Hazra. M.R.C.S., Edwin Henderson, M.B. Belf., Samuel 
Joseph Hotfman, M.B. Witwatersrand, Patrick Hogan, M.B. 
N.U.I., Frank Edwin Ingle, L.R.C.P.E., William Gillies McDavid, 
M.B. Edin., Charles Alfred McDermott, M.B. Sydney, John 
Pickering Middlebro’, M.B. Toronto, Ian Cameron Middleton, 
M.B. Edin., Isadore Norwich, M.B. Witwatersrand, John 
O’Brien, M.B. Sydney, Bhalchandra Nilkanth Purandare, M.D. 
Bombay. Brian Reeves, M.R.C.S., Hugh Tait Richmond, M.B. 
Glasg., Charles Scott Russell, M.B. Edin., Stephen Reid Naisby 
Smith, M.B. Aberd., Simon Sutton, M.B. Manc., George Charles 
Victor Thomson, M.B. Melb., and Basil Laun Wilson, M.B. N.Z. 


The following candidates received the higher dental 
diploma :— 


G. E. M. Hallett, Erie Schofield, A. E. Thompson, H. C. 
Kiley, and A. T. C. Bowden. 
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Royal Army Medical Corps 


The following candidates have been selected for short 
service commissions in the Royal Army Medical Corps :— 
H. Jacobs, M.B. N.Z. (Otago) ; T a Wheatley, M.B. Lond. 


r Hosp.) ; . Birm.; J. P. X. Fox, 
Lond. SOE S Coll. and Pet ay esi Hosp.) $ J. hi 
Ne SF 


.B. 
N ULL (Univ. Coll., Cork); W. 


b .R.Ġ.P.I.; 
W. B. Foster, M.B. Lond. Be. Bart.’s aa J. C.B. Nesfield, 


B.Chir. Camb. (St Mary e Hosp.); H. McCann, M.B.N P 
(Univ. PN Be peek ; D. J. Waterston, M.B. Edin ;, T. O. 
McKane, M.B. Lond. (St. Bart.’s Hosp.) ; W. A. Gordon, 
M.B. Edin. ; R. A. 


R. Topping, M.R.C.S. (Guy’s Hosp.); ©. B. 

Brown, M. B. Glas S. J. Nathan, L.M.S.S.A. oo Cross 

Hosp.) : F. D. Fi 2G. Steede, M.B. Dubl.; C. A. Hughes, 

no . (Univ. Coll. Hosp.); and F. B. Lake, M.R.C.S. (Guy’s 
OsPp.). 


Westminster Hospital, London 


On June 11 patients will be moved into the new 
Westminster Hospital. The hospital will be open for 
private inspection by governors and subscribers, who may 
be accompanied by friends, on June | and 2 at 2.30 P.M. 
Those who wish to accept this invitation should write to 
the secretary of the hospital, Broad Sanctuary, S.W.1, 
as soon as possible. 


People’s League of Health 


The People’s League of Health has organised a scheme 
of clinical research to determine the influence of diet on 
expectant and nursing mothers in relation to maternal 
mortality and morbidity. Systematic observation and 
records are being collected at the ten London hospitals 
which are codperating with the league in this research, 
and the results will be studied and published in due course. 


Metropolitan Hospital, London 


The section of the centenary extensions scheme of this 
hospital which is to be carried our first is an underground 
first-aid and casualty station. It is proposed that the 
station shall have an area of about 20,000 sq. ft. 


The Glasgow University Club, London 


This club will dine at the Trocadero Restaurant, London, 
W.1, on Friday, June 2, at 7.30 p.m. Prof. G. H. Edington, 
F.R.C.S., will be in the chair. Any Glasgow University 
men who, though not members of the club, wish to attend 
are asked to write to the hon. secretaries, 62, Harley 
House, N.W.1. i 


Le Play Society 


This society (1, Gordon Square, London, W.C.1) has 
planned the following holiday courses of field studies of 
archæology, history, geography, geology, botany, and 
sociology: (1) Whitsuntide in Yorkshire, visits being 
made from headquarters at Harrogate to York, Ripon, 
Fountains Abbey, Rievaulx Abbey, Helmsley Castle, 
Byland, and Bolton Abbey; (2) Denmark (July 29- 
Aug. 23), which is to be studied from Copenhagen, Odense, 
and Aarhus; (3) French Alps (Aug. 1-20), for studying 
art from Bourg d’Oisans; (4) Switzerland (July 29- 
Aug. 19), with headquarters at Disentis, where Romansh 
is still spoken ; (5) a Scottish camp in Arran (Aug. 1-16) ; 
(6) the Cotswolds (Aug. 9-23), to include a training course 
in local survey, working from Cranham; and (7) New 
York (Aug. 30-Sept. 19) for the World’s Fair. 


Tuberculosis in Wales 


At a meeting of the council of the King Edward VII 
Welsh National Memorial recently a scheme was adopted 
which will involve a capital expenditure of £465,000 in the 
next eight years and provide an additional 391 beds for 
tuberculosis in Wales. The scheme includes proposals for 
a new hospital in West Wales, probably at Swansea, a 
new research laboratory at Cardiff, additions and exten- 
sions at other sanatoriums, village settlements, and 
improved clinic facilities. Efforts will also be made to cope 
with the long waiting-lists and to arrange for the domiciliary 
examination of patients and contacts and for aftercare. 
The sum of £1800 has been earmarked to improve nurses’ 
accommodation, to increase their salaries by £10 a year, 
to limit their hours to ninety-six per fortnight, and to 
give them a month’s holiday every year. 

Reference is made in our Parliamentary columns to the 
Government’s proposals for emergency hutted hospitals 
which in peace-time will be made available to the asso- 
ciation on favourable terms. 


Medical Officer’s Jubilee 


Dr. C. E. M. Jones, senior assistant medical officer at 
the Lord Mayor Treloar Cripples’ Hospital, was enter- 
tained at dinner on May 6 by the honorary medical board 
and past and present resident medical officers, to celebrate 
his 20 years of service at the hospital. Sir Henry 
Gauvain, who was in the chair, presented Dr. Jones on 
behalf of his colleagues with an inscribed gold cigarette case. 


Royal Sanitary Institute 

A meeting of the institute will be held at Newport, 
Mon., on Friday, June 2, at 5 p.m. The first of the 
subjects will be introduced when Dr. Gwyn Rocyn Jones, 


bacteriologist to the Monmouthshire county council, will 


speak on codrdination between local authorities and the 
Ministry of Agriculture in the administration of the 
Agricultural Act, 1937 (Part IV). There will also be a 
discussion on the réle of the health department in air-raid 
precautions organisation. 


Congress of Medical Hydrology 


The sixteenth International Congress of Medical Hydro- 
logy, Climatology and Geology will take place in Strasbourg 
from Oct. 8 to 11, under the presidency of Prof. Danjon, 
dean of the faculty of sciences, Prof. Sartory, dean of the 
faculty of chemistry, and Prof. Forster, dean of the faculty 
of medicine of the university. Subjects for discussion will 
include the hydromineral treatment of skin diseases, and 
the development of French spa equipment in the last 
20 years. Further particulars may be had from Prof. 
Vaucher, Institut d’Hydrologie, 1, place de l'Hôpital, 
Strasbourg. 


Royal Society of Medicine 


The house and library of the society will be closed for 
the Whitsun holiday from May 27 to 29 inclusive. 


Plymouth City General Hospital 


On May 3 the Duchess of Kent inaugurated an extensive 
reconstruction scheme at this hospital when she laid the 
foundation stone of the new maternity unit. The scheme, 
which is to cost £225,000, demands the demolition of about 
two-thirds of the existing buildings, many of which are 
nearly a hundred years old. Three hundred new general 
beds are to be provided in units of 30 beds each in three 
radiating wings. Each unit comprises an 18-bed ward, 
four single-bed wards, and two 4-bed wards. Twin 
operating-theatres are being provided on the ground 
floor of the centre block. The maternity unit which is 
now under construction consists of a two-storied building 
with 20 single-bed wards and four 4-bed wards. A new 
administrative block, a central kitchen, stores, and a recep- 
tion and outpatient department are included in the scheme. 
The total bed accommodation of the reconstructed hospital 
will be 573. 


Medicine and Industry in the Tropics 


The Mosquito Day luncheon established by Sir Ronald 
Ross was formerly held on Aug. 20, the anniversary of his 
discovery in, 1897, but this was a somewhat inconvenient 
date, and after the amalgamation of the Ross Institute 
with the London School of Hygiene and Tropical Medicine 
in 1933 it was thought fitting to link the name of Manson 
with that of Ross and to commemorate them jointly at a 
Manson-Ross luncheon held at the school on Mosquito Day, 
Sir Ronald Ross’s birthday, May 13. This year about 130 
people were present, with Mr. Neville Chamberlain in the 
chair. Mr. A. Chester Beatty paid tribute to Manson 
and Ross and to the London School of Hygiene and 
Tropical Medicine and the Ross Institute for the part 
they have played in the industrial and agricultural 
development of the British Empire. He regretted, how- 
ever, that “ when some of the heads of the agricultural 
and mining companies are approached on the subject of 
the work of these institutions and are asked for contri- 
butions, they look upon the matter as if they were asked 
to contribute to a charity.” Later he quoted figures com- 
paring the total production value of the various industries 
affected by research in tropical medicine and the contri- 
butions they made to medical research institutions. 
A most important factor for companies operating in 
unhealthy countries was, he said, the increased turnover 
in skilled labour due to illness, which had resulted in 
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great loss of capital. Therefore he emphasised that these 
institutions, should be looked upon as “research labora- 
tories for enterprises operating in unhealthy countries 
subject to malaria and other tropical diseases.” Whereas 
expenditure on metallurgical experiments had been large, 
that on research into the health problems of the places 
where the companies were operating, said Mr. Beatty, 
had constantly been inadequate. He mentioned how, 
after several companies in the copper belt of Northern 
Rhodesia had implemented the recommendations of Sir 
Malcolm Watson, the number of cases of malaria decreased 
from 90 per 1000 in 1929 to 15 per 1000 in 1938. The 
death-rate in the copper belt, 6°4 per 1000, was now less 
than half that in Kensington (where admittedly there 
were older people living). One rubber estate in Malaya 
had an acreage of 1632 in 1911, 2650 in 1923, and 6801 
in 1932. In 1911 the death-rate was 232 per 1000, in 
1923 it was 3, in 1932 it was 1°1, and in 1938 it was down 
to 0°08. In 1911 the European staff were unhealthy and 
were unable to have their families with them. In 1923 
there was almost no sickness and the staff had their 
families. Mr. Beatty added that the school was doing not 
less important work for the temperate regions, being 
perhaps the greatest research and teaching school of 
hygiene in the world.—Sir Robert Annan said that the 
mining industry values the institute and realises that to 
do so is sound policy and good business, Mr. Neville 
Chamberlain said that there are extensive tropical areas 
still to be exploited for which the support of the school 
is necessary. He considered it a sound investment and 
urged mining and industrial enterprises to use it: his 
presence was, he remarked, an indication of the importance 
that the Government attaches to the school. 


Appointments 


OLIFF, F. STOREY, M.D. Lond., M.R.C.P., hon. physician to the 
Royal Lancaster Infirmary 

COLEMAN, MARE, M.S. Lond. 
to the Hertford County Hospital. 

Evans, REES, M.D.Lond., D.P.H., assistant medical officer of 
health for Shoreditch. 

HARRIS, J. R. G., M.B. Camb., D.A., hon. assistant anesthetist 

to the London Hospital. 

HUNT, T. A., M.B. Sheff., assistant medical officer of health for 


ury. 
Kemp, F. H., M.B. Birm., M.R.C.P., D.M.R., assistant radio- 
logist to the Radcliffe Infirmary, Oxford. 
McFADZEAN, JAMES, M.B. Glasg., F.R.C.S., hon. surgeon to the 
Royal Lancaster Infirmary. ; 
Ross, A. I., M.B. Edin., D.P.H., assistant medical officer of 
health for Bristol. 
TEGNER, W. S., B.M. Oxfd, M.R.C.P., hon. assistant physician to 
the department of physica] medicine of the London Hospital. 
Watson, A. J., M.B. Lond., F.R.C.S., visiting fracture and 
erune e surgeon to the Coventry and Warwickshire 
ospital. 
WOODBRIDGE, O. H. M., M.R.C.S., L.D.S., hon. dental surgeon 
to the Prince of Wales’s General Hospital, London. 


Charterhouse Rheumatism Clinic, London.—The following have 
been appointed temporary clinica] assistants :— 
DALLY, J. Harrs, M.D. Camb., M.R.O.P. ; 
WILLIAMS, H. AUSTIN, M.D. Camb. ; 
SavaGeE, OSWALD, M.R.C.P 


F.R.C.S., hon. assistant surgeon 


e 
ae 


DAINTY, R. G., M.R.C.S. ; and : 
WALEER, Dora, M.B. St. And. 
V : 
Aacamcies 


For further information refer to the advertisement columns 


: Antrim County Mental Hosp.—Res. med. supt., £900. 
Barrow-in-Furness County Borough, é:c.—Obstetric officer, £1000. 
Birmingham, Canwell Hall Babies’ Hosp.—Res. M.O., at rate of 


Birmingham General Hosp.—Res. surg. registrar, £100. 

Blackburn County Borough.—Asst. M.O.H., £600. 

Bolton Royal Infirmary.—H.P., at rate of £200. Also three 
H.S.’s, each at rate of £150. 

Boston General Hosp.—Res. M.O., at rate of £150. 

Brighton, Royal Alexandra Hosp. for Sick Children..—H.S., 8150. 

Brighton, Royal Sussex County Hosp.—H.P. and cas. H.S., 
at rate of £150 and £120 respectively. 

Brighton, Sussex Maternity and Women’s Hosp.—Res. H.S., 8130. 

Bristol University.—Part-time medical officers. 

British Postgraduate Medical School, Ducane Road, W.12.—First 
asst. in dept. of surgery, £300. 

Cambridge, Addenbrooke’s Hosp.—Res. anesthetist and emer- 
gency Officer, at rate of £130. f 

Cambridge University. —Two Elmore medical research student- 
ships, each £300. 


Cardiff Royal Infirmary.—Radium registrar, £400. 
pa ace Beacon and Wallington District Hosp.—Three 
on. M.O.’s. 

Central London Throat, Nose and Ear Hosp., Gray’s Inn Road, 
W.C.1.—Registrar, £150. 

Chelsea Hosp. for Women, Arthur Street, S.W.3.—Jun. H.S. 
(Male), £100. Also medical officer for convalescent home, 

t. Leonards-on-Sea. 

Derby, Derbyshire Royal Infirmary.—H.S. for cas. dept., £150. 

Derbyshire County Council.—Locum res. asst. M.O. for Walton 
Sanatorium, £350. 

Doneaster Royal Infirmary.—H.S. to ear, nose and throat dept. 
and res. anesthetist, at rate of £150. 

Dorset County.—Asst. county M.O., £500. 

Dreadnought Hosp., Greenwich, S.E.10.—H.P. and H.S., each at 
rate of £110. 

Elizabeth Garrett Anderson Hosp., Euston Road, N.W.1.—Hon, 
asst. obstetrician. 

Evelina Hosp. for Sick Children, Southwark, S.E.1.—H.P., 
at rate of £120. 

Gordon Hosp. for Diseases of the Rectum and Colon, Vauxhall 
Bridge Road, S.W.1.—Res. surg. O., at rate of £150. : 

Guildford, Warren Road Hosp.—Asst. M.O., £350. 

Guy’s Hosp., S.E.1.—Medical officer for dept. of V.D., £350. 

Halifax General Hosp.—Jun. res. M.O., £250. 

Halifax Royal Infirmary.—First H.S., at rate of £200. 

Hertford County Hosp.—Hon. consulting hysio-therapeutist to 
dept. of physical medicine. Also H.S., at rate of £200. ; 

Hosp. for we Children, Great Ormond Street, W.C.1.—-Two H.P.’s, 
an. ; 


Hull, Beverley Road Institution.— Asst. M.O., £350. 

Hull Royal Infirmary.—Second H.P., at rate of £150. 

Iraq, Bosrah Port Directorate—Asst: port health officer, 
70 dinars a month. ees 

King’s College Hosp., Denmark Hill, S.E.5.—Asst. physician to 
children’s dept. 

Leeds Jewish Hosp., Leopold Street.—Res. M.O., £200 married, 
£150 single. 

Liverpool, Smithdown Road Hosp.—Res. surg. O., £350. 

London, Corporation of the City of.—Surgeon to the City of 
London Police Force and two asst. port M.O.H.’s, each 


‘ £600. 

London Chest Hosp., Victoria Park, E.2.—H.P. and H.S., at 
rate of £160 and £100 respectively. 

Macclesfield, West Park Hosp.—Res. M.O., £350. 

Maidstone, Kent County Ophthalmic and Aural Hosp.—H.8. to 
ophth. dept. and H.S. to ear, nose and throat dept., each 
at rate of £200. 

Manchester, Ancoats Hosp.—Asst. M.O. for V.D. clinics, 
1 guinea per attendance. ; 

Manchester, Crumpsall Hosp.—Res. asst. obstetrical officer, at 
rate of £250. 

pe aneneeet Aarh PORD a OUTER: res. M.O. to special 

epts., at rate o ‘ 

Manchester Hosp. for Consumplion and Diseases of the Throat 
and Chest.—Asst. M.O. for Crossley Sanatorium, £200. 
Manchester Royal Children’s Hosp., Pendlebury.—Res. M.O., at 

rate of £150. : , 
Mancnener and Salford Hosp. for Skin Diseases.—Two asst. 


.0.’8, £150. 
Manone er University. —Pilkington fellowship in cancer research, 


Middlesex County Council.—Various appointments, £650 per 
annum to 3 guineas per week. ; 

Newcastle-upon-Tyne, Hosp. for Sick Children.—Hon. physician. 
Hon. surgeon. o hon. asst. physicians. Also two hon. 

N port County B h.— Asst. M.O.H., £600 

ewpo ounty Borough.—Asst. M.O.H., ‘ 

Northampton, St. Andrew's Hosp.—First asst. M.O., £625. 

Nottingham General Hosp.—Res. ansesthetist and H.S., each 
at rate of £150. 

Oxford University—Research student in dept. of clinical 


medicine, £300. | et 

Plymouth, Prince of Wales’s Hosp., Greenbank Road.—Res. 
surg. O., at rate of £225. Also H.S., at rate of £120. 

Portsmouth, Saint Mary’s Hosp.—Jun. asst. res. M.O., £250. 

Portsmouth Royal Hosp.—Sen. H.S., at rate of £175. 

Princess Beatrice Hosp., Earl’s Court, S.W.5.—Res. surg. O., 
at rate of £200. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
H.S. and cas. O., each at rate of £125. | 

Princess Louise Kensington Hosp. for Children, St. Quintin 
Avenue, Ww’ .10.—Hon. asst. physician. 

Prison Service (England and Wales).—M.O. (class IT.), £525. 

Queen Mary’s Hosp. for the East End, Stratford, E.15.—Radio- 
logist, £350. Outpatient officer, at rate of £150. H.P. and 
two H.S.’s, each at rate of £120. Obstet. H.S., at rate of 
£110-£130. Also registrar to ear, nose and throat dept., 


50 guineas. 
Reading, Battle Hosp.—Res. asst. M.O., £300. , 
Royal Eye Hosp., St. George’s Circus, S.E.1.—Refractionist to 
R 1 Fre Hoan. raye Í a Road, W.C.1.—Res. cas. O, at 
oyal Free Hosp., Gray’s Inn j .C.1.— : . 0. 
rate of £150. Inpatient obstetric assistant. Also third 


Royal London Ophthalmic Hosp., City Road, E.C.1.—First asst. 
15 


a "9 0. 
Royal Naval Medical Service.—M.0.’s. . 
St. Bartholomew’s Hosp., E.C.1.—Sen. demonstrator of physio- 


logy. 

St. Bartholomew’s Hosp. Medical College, E.C.1.—Lecturer in 
public health. Also lecturer on forensic medicine. 

St. Mark’s Hosp. for Cancer, Fistula, œc., City Road, E.C.1.— 
Clin. asst. for outpatient’s dept. 

St. Mary’s Hosp., W.2.—Hon. medical officer for electro- 
therapeutic dept. 

Saint Pancras Dispensary, 39, Oakley Square, N.W.1.—Hon. 


physician. 
Salford Royal Hosp.—Two H.S.’s, each at rate of £125. 
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Salvation Army, Mothers’ Hosp., Lower Clapton Road, E.5.— 

un. res. M.O., at rate of £80. 

Samaritan Free Hosp. for Women, Marylebone Road, N.W.1.— 
Pathologist, at rate of £250. 

Sheffield Royal Infirmary.—Two surgical first assts., each £300. 

Sheficld University.—Professor of bacteriology, £1000. Also 
asst. lecturer in pharmacology, £350. 

South London Hosp. for Women and Children, Clapham Common, 
S.W.4.—H.S. and H.P., at rate of £100. 

Ronan cee Borough—Sen. asst. school M.O. and asst. 

Southampton Free Eye Hosp.—H.8., at rate of £150. 

Stoke-on-Trent, North Staffordshire Royal Infirmary.—Hon. asst. 
surgeon. 

Stourbridge, Corbett Hosp.—H.P. and H.S., at rate of £125 and 
£100 respectively. ; 

University of London, King’s College, W.C.2.—Lecturer in 
physiology, £350. 

Walsall General Hosp.—H.S., at rate of £150. 

Wembley Borough.—Deputy M.O.H., £700. 

West Bromwich, Hallam Hosp.—H.P., at rate of £200. 

West End Hosp. for Nervous Diseases, Gloucester Gate, Regent’s 
Park, N.W.1.—Hon. asst. surgeon. Hon. psychotherapists. 
Also hon. clin. assts. 

West London Hosp., Hammersmith, W.6.—Res. cas. O. and 
res. aneesthetist, each at rate of £100. , 

Westminster Hosp., Broad Sanctuary, S.W.1.—Hon. anæsthetic 
repr and registrar. Also chief obstetric asst. and registrar, 

250. 

Wolverhampton Royal Hosp.—Two H.S.’s and H.P., each at 
rate of £100. 

Woolwich and District War Memorial Hosp., Shooters Hill, 
S.F£.18.—Surg. reg., £100. 

York County Hosp.—Res. anesthetist and second H.S., £150. 


Medical Diary 


May 20 to May 27 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
MONDAY. 
Odontology. 8 P.M. (Royal College of Surgeons, Lincoln’s 
Inn Fields, W.C.2), annual general meeting. Mr. S. Wilson 
Charles: Influence of Bone Growth on the Developmental 


Movement of the Teeth. Sir Frank Colyer: museum 
demonstration. 
TUESDAY. 
Pathology. 8.15 P.M., visit to the Metropolitan Police 
Laboratory, Hendon. ; 
Medicine. 8.30 P.M., annual general meeting. Dr. 


Laurence Martin: Autonomic Imbalance and Border-line 
States of Thyrotoxicosis. Dr. Ronald Bodley Scott: 
Leucopenic Myelosis. 

WEDNESDAY. : 

Comparative Medicine. 5 P.M., annual general meeting. 
Dr. A. S. Griffith: Infections of Wild Animals with 
Tubercle Bacili and other Acid-fast Bacili. Dr. A. Q. 
Wells and Mr. S. J. Edwards will also speak. 

THURSDAY. 

Urology. 10 A.M., annual general meeting. Mr. B. W. 
Windeyer, Mr. Stanford Cade, Dr. G. E. Vilvandré, Mr. 
Walter Galbraith, and Dr. Struthers Fulton : Radiotherapy 
in Urology. 2.30 P.M., demonstration of cases illustrating 
end-results of radiotherapy. Operations at hospitals. 


FRIDAY. 

Urology. 10 A.M., Mr. E. W. Riches, Mr. Victor Dix, 
Mr. Hannilton Bailey, and Mr. W. E. Underwood : Late 
Results of Conservative Treatment of Hydronephrosis. 2.30 
P.M., operations at hospitals. 

Disease in Children. 4.15 P.M., cases. 5 P.M., annual 
general inecting. Dr. M. Bryan (for Dr. Helen Mackay): 
(1) % Meningococcal Septicemia. Dr. Beryl Barsby: 
(2) Congenital Syphilis Associated with Tuberculosis. 

Epidemiology and State Medicine. 8:15 P.M., annual 
general mecting. Dr. 1. H. Maclean and Dr. ©. E. Bevan: 
Cerebrospinal Meningitis in Cyprus. 

ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
TUESDAY.—2.30 P.M. (11, Chandos Street, W.1), Dr. P. K. 
McCowan, Dr. J. M. C. Speer, Dr. T. P. Rees, Dr. J. T. 
* Curran, and Dr. N. H. M. Burke: Recreational Therapy— 
its Use in Mental Disorders and Mental Defect. 
Pathological, Bacteriological, and Biochemical Subcommittec. 
Monbay.—8 P.M. (Central Pathological Laboratory, Denmark 
Hill, 8.12.5), Dr. Joshua Carse : Cytological Changes in the 
Blood following Cardiazol and other Convulsions. 


MEDICO-LEGAL SOCIETY. 


THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Dr. L. A. 
Weatherly : Insanity Defence in Murder Trials—a Debat- 
able Practice of Procedure. 


BRITISH PSYCHOLOGICAL SOCIETY. 
Medical Section. 
WEDNESDAY.—8.30 P.M. (1, 
E. Guttmann and Dr. W. Mayer-Gross : 
Experience of Illness. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1. 


TUESDAY and THURSDAY.—5 P.M., Prof. J. A. Ryle: Visceral 
Neuroses. (Last Croonian lecture.) 


Wimpole Street, W.1), Dr. 
The Subjective 
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ROYAL SOCIETY OF ARTS, John Street, Adelphi, W.C.2. 
MONDAY.—8 P.M., Prof. E. C. Dodds: Modern Chemistry, 
Modern Medicine, and Modern Food. (Last Cantor lecture.) 


INSTITUTE OF PSYCHO-ANALYSIS, 96, Gloucester Place, 


TUESDAY.—Dr. Ernest Jones : Evolution and Revolution. 


TAVISTOCK CLINIC, Malet Place, W.C.1. 
MONDAY.—6 P.M., Dr. Emanuel Miller: Mental Dynamics— 
the Unconscious. 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw: Gastro-intestinal 
Syndromes. 4.30 P.M., Dr. H. Crichton-Miller: Toxic 
Neurasthenia. 


THURSDAY.—6 P.M., Dr. Grace Calver : Methods of Diagnosis 
and Therapy (II). ; 


Bitte eee MEDICAL SCHOOL, Ducane 
oad, W.12. 
R. O. Wingfield: Pulmonary 


MONDAY.—4.30 P.M., Dr. 
Tuberculosis. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. D. M. Stone: Bacteriological Diag- 
nosis of Venereal Disease, (I) Syphilis. 3 P.M., clinical and 
pathological conference (surgical). 4.30 P.M., Prof. A. A. 
Miles: The Isolation of Bacterial Antigens. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Mr. L. Carnac Rivett : Malignant 
Uterine Neoplasms. 

FRIDAY.—2 P.M., clinical and 
(obstetrics and gyneecology). 
Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics and 
opora ions: obstetrical and gynæcological clinics and 

operations. 


ST. MARY’S HOSPITAL, W.2. 
TUESDAY.—5 P.M. (institute of pathology and research), Prof. 
E. D. Adrian: The Instability of the Brain. 


ST. GEORGE’S HOSPITAL, S.W.1. 
THURSDAY.—5 P.M., Dr. Desmond Curran: 
demonstration. 


HOSPITAL FOR SIOK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. Donald Paterson : The Leukæmias. 
3 P.M., Mr. A. Simpson-Smith : Diagnosis and Treatment 
of Peritonitis in Children. 

Outpatient clinics daily at 10 a.m. and ward visits at 2 PM. 


MAIDA VALE HOSPITAL FOR NERVOUS DISEASES, W.9. 
TRURO DAT ES P.M., Dr. Wilfred Harris : clinical demonstra- 
ion. 


LYNDI SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


MonDAaYy.—5 P.M. Dr. G. B. Dowling: Occupational 
Dermatitis. 

TUESDAY.—5 P.M., Dr. A. C. Roxburgh: Syphilis. 

THURSDAY.—5 P.M., Dr. A. D. Porter: Endocrine Dysfunc- 
tion and the Skin. 

FRIDAY.—5 P.M., Dr. A. M. H. Gray: Sclerodermia and 
Allied Conditions. 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
Monpay to SaTurDAY.—ST. JOHN’S HOSPITAL, 5, Lisle 
Street, W.C.2, afternoon course in dermatology (open to 
non-members).— BROMPTON HOSPITAL, S.W.3, Tues. and 
Fri.. 5.15 P.M., M.R.C.P. course in chest diseases. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley Road, 
S.W.12), Mr. V. Z. Cope: demonstration of surgical cases. 
MANCHESTER ROYAL INFIRMARY. 
FRIDAY.—4.15 P.M., Dr. J. F. Wilkinson: demonstration of 
medical cases. 
HONYMAN-GILLESPIE LECTURE, EDINBURGH. 
THURSDAY.—4.30 P.M. (Royal Infirmary), Mr. J. M. Graham: 
Surgical Aspects of the Treatment of Toxic Goitre. 


pathological conference 


psychiatric 


Births, Marriages and Deaths 


MARRIAGES 


SAVAGE—BATTERSHILL.—On May 12, 
Lady of the Assumption, 


at the Church of Our 
London, Surgeon Lieut.- 


Commander Stephen Julian Savage, R.N., to 
Elizabeth Battershill. | as oe 
DEATHS . 
CARLING.—On May 10, at  Barton-on-Sea, Alan Carli 
B.M. Oxfd, D.P.H., aged 33. maa 


CoLYER.—On May 11, Stanley Colyer, M.D. Lond., M.R.C.P., of 


Mayfield, Sussex, aged 65. 
FIsHER.—On May 10, at Ringwood, William Fellowes Fisher, 
M.B. Durb., late of Ramsey, Hunts. 
GIDEON.—On May 13, at St. Nicholas Hospital, Plumstead, 
G. V. M. Gideon, M.R.C.S., of Woolwich. 
REVELL.—On May 15, Hugh Stanley Revell, M.R.C.S., West 
S To 0; Mig i t St. Alb Arth 
ANDFORD.—On May 12, a i ans, thur Welles] 
Sandford, M.D. R.U.Z., aged 81. ey 
SARRA.—On May 13, ot Reading, Edwin Roland Sarra, M.R.C.S. 
SEACOME.—On May 13, at Royal County Hospital, Guildford, 
Arthur Frederic Seacome, L.R.C.P.E., D.P.H. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notice 
Births, Marriages, and Deaths. 4 so 
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LONDON’S OVERGROWTH 


THE building of modern London is one of the great 
tragedies of English social history. The fact of its 
growth is of secondary importance when compared 
with its manner. One has only to visit the Scandi- 
navian capitals to realise that a great city may be as 

leasant to live in as a country 
ndon is such that those who can afford to do so leave 
-it every week-end. London is ugly, uncodrdinated 
and inefficient, and each day the jerry-builder extends 
its tentacles further into rural England, as a monu- 
ment to the virtues of private enterprise. Dr. S. Vere 
Pearson’s ‘‘ London’s Overgrowth and the Causes of 
Swollen Towns ” (London: C. W. Daniel Co., 1939, 
pp. 192, 8s. 6d.) deals with population, industry, 
transport, open spaces, housing, and the pollution of 
the Thames, and it is necessarily gloomy reading. Dr. 
Pearson is a disciple of Henry George, and he finds 
the cause of London’s overgrowth in rent, more 
particularly ground rent, and in land values. At 
great expense, public enterprise acquires land and 
builds a road through an undeveloped area. At once 
the values of adjacent properties rise, and ‘‘ develop- 
ment ”’ by private individuals for profit begins. He 
maintains that land belongs to the community and 
that occupiers should pay a rent to the community 
depending on the desirability of the land. So public 
developments which increase land values would 
increase the rent available for the use of the com- 
munity as a whole. The rent should be collected and 
expended, he thinks, by a committee of users, thus 
avoiding the evils of bureaucracy, and he maintains 
that this scheme would do much to rid the country 
of income-tax, poverty, wars and crime; but he does 
not explain why such a committee should be more 
public-spirited or socially enlightened than a local 
or central government authority. There is indeed a 
strong case for the nationalisation of land, which is 
what Dr. Pearson’s scheme amounts to, though he 
would probably object to the term. But that it 
would automatically solve the problem of the mal- 
development of cities, or that some simpler solution 
is not available, is open to doubt. The orderly Dutch 
have contrived to keep Holland beautiful by a simple 
expedient. Each town has a beauty committee of its 
‘leading architects and no house may be built which 
does not meet with their approval. As a result, new 
Amsterdam is as lovely as the old, and it ends abruptly 
in delightful country. No doubt a few Dutch bank 
balances are the smaller, but as a price for community 
happiness and beauty this seems worth while. In 
the meantime, London is undergoing a revolution as 
socially important and disastrous as the industrial 
revolution, and we still await a Lord Shaftesbury to 
clean up the mess. 


DIPHTHERIA IMMUNISATION 


Dr. James Roberts, the medical officer of health 
for Hamilton, Ontario, sends us further details of 
diphtheria immunisation in that city (see Lancet, 
Feb. 25, p. 490). In 1921 Dr. Roberts heard an 
account given by Dr. Park of immunisation in New 
York City; on returning to Canada he secured the 
cooperation of the Hamilton board of health and 
school health service and began immunisation in 
January, 1922, some 500 pre-school children and 
1000 school-children being immunised in the first 
year. This was the first large-scale attempt in Canada 
to prevent diphtheria by immunisation, and it has 
been strikingly successful. In 1922 there were 747 
cases in the city and 32 deaths. These figures had 
fallen to 121 and 3 by 1926, and to 11 and 1 by 1927; 
since 1934 there have been no cases at all. (A chart 
showing the morbidity- and mortality-rates since 1905 
was given by J. G. Fitzgerald and others in The Lancet 
of Feb. 12, 1938, p. 394.) Dr. Roberts does not tell 
us the proportion of children now immunised but it 
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must be very high, for of the total population of 
155,000 about 40,000 are said to attend schools and 
colleges, and in the last ten years 21,378 pre-school 
children and 14,413 school-children have been 
immunised—a total of 35,791. Infants are immunised 
from the age of six months up. 


DEVELOPMENT IN SCHOOL LIFE 


EDUCATION and medicine, the gchool and the clinic, 
the teacher and the doctor: here are concepts, 
institutions, individuals, which, though functioning 
alongside of each other have, until comparatively 
recently, operated in separate compartments. Educa- 
tion has been concerned, in the main, with the 
teaching of subjects and medicine with the treatment 
of defect and disease. What matters primarily for 
the child and adolescent, however, is the contribution 
to the process of growth made by education and 
medicine working together with a common under- 
standing and interpretation of the biological process 
of development from birth up to, say, 18 years. 

Mr. Coade reminds us?! that wholeness, as the 
hallmark of manhood, cannot come without wholeness 
in childhood and adolescence. Biological develop- 
ment is concerned equally with body, mind, and 
spirit, and neither teacher nor doctor is sufficiently 
trained in its significance, especially during the 
period of public-school life, which has received less 
attention from the biological standpoint than the 
younger ages. The team collected by Mr. Coade 
have produced a book which starts off with the 
material, discusses the makers (parent and teacher), 
passes on to the making, and ends with a chapter on 
vocational guidance. In the opening chapter on 
physical education Mr. P. A. Smithells observes that 
the ultimate test of any system is whether it fits the ` 
body for life, and that much has yet to be learnt of 
the connexion ‘‘ between the physical and psycho- 
logical behaviour of man, between moving and 
living.” Disturbance of physical well-being may be 
reflected in behaviour, personal and social. In 
planning the time-table of a physical education pro- 
gramme Mr. Smithells emphasises the need for rest as 
well as for activity. Prof. V. H. Mottram endorses 
this view; he is a believer in the midday rest, 
customary at some of the large public schools, for 
which far too little provision is made in elementary 
schools, even for young children. As to diet, Prof. 
Mottram judges, from considerable experience, that 
very few schools reach a high standard in the supply 
of protective foods. He makes interesting suggestions 
about open-air dormitories in boarding-schools, advo- 
cating the use of venetian shutters rather than of 
large glass windows. Dr. Oswald Schwarz, formerly 
professor of psychology at Vienna, contributes a long 
and weighty chapter on personality in normal and 
abnormal children. Prof. Cyril Burt deals with 
delinquent tendencies in adolescent boys. The need 
is not so much for a new and special care for the 
adolescent boy as such, but for a continuance of his 
moral, social, and intellectual training when he leaves 
school for a more independent life. Mr. A. S. Neill 
writes with racy common sense on parents and Dr. 
Graham Howe in a more obscure and whimsical 
manner on teachers, : 

A collection of lectures ? to a conference of public- 
school masters edited by Mr. E. D. Laborde, Ph.D., 
has comparatively little bearing on medicine, but 
includes striking chapters on religious education and 
one notable contribution by the director of physical 
education at Mill Hill School. He applies the term 
to every branch of education in which movement 


1. Manhood in the Making. Edited by T. F. Coade, M.A., 
headmaster of Bryanston School. London: Peter Davies. 
1939. Pp. 347. 10s. 6d. 

2. Problems in Modern Education. 
Ph.D., assistant master at Harrow School. 
Cambridge University Press. 1939. Pp.165. 


Edited by E. D. Laborde, 
London: 
Ss. 6d. 
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plays a part: and to the re-education of those below 
normal, and observes that the head of the depart- 
ment should hold rank with the other members of 
the staff, and have a good knowledge of academic 
subjects and a sympathetic understanding of the 
problems of his colleagues. There is much to be 
fitted into a school term and the goodwill of those 
who have hitherto claimed the boy’s working hours 
is essential if time is to be found for continuous 
graduated physical training. 


PSYCHOLOGY AND PHYSIOLOGY 


THE basic principle underlying a collection of 
essays and papers prepared for various audiences, 
not all of them medical, by Dr. Dru Drury is that 
physiology and the anatomy of the nervous system 
are closely linked with psychology. We welcome 
this attitude because writers of psychological books 


too often make it appear that the mental processes: 


act in a world of their own. This failure to show the 
relation between psychological medicine and the 
other medical sciences may well be one of the reasons 
why a knowledge of psychology is so slow in reachin 
the bulk of medical practitioners’ Emphasis on suc 
connecting links as can be found is therefore all to 
the good. Dr. Dru Drury is obviously a man of wide 
experience who has found time to study a great variety 
of subjects, and he is able to produce quotations and 
examples to illustrate his meaning from every field. 
This facility has the effect of leading him, at times, 
from his main theme, but it helps to make the book 
pleasant to read, and suggests that he must be an 
entertaining lecturer. 


TUBERCULOSIS IN DOGS AND CATS 


SYSTEMATIC studies recently carried out in 
Stockholm on tuberculosis in dogs and cats are 
recorded in Acta Tuberculosea Scandinavica (1939, 
13, 103 and 125). Prof. Hjarre of the pathological 
institute of the Veterinary School has found a remark- 
able and uniform rise in the incidence of tuberculosis 
in these animals between 1908 and 1937. In the first 
ten years, tuberculosis was found in 1-8 per cent. of 
the 434 dogs examined post mortem, and in none 
of the 46 cats thus examined. In the next decade 
2-1 per cent. of the 1270 dogs and 2 per cent. of the 
147 cats examined were found to be tuberculous ; 
in the third decade, the corresponding percentages 
were 5-4 and 4:8 for dogs and cats respectively. The 
canine breeds in which tuberculosis was found most 
frequently were fox terriers, several short-nosed 
breeds, and Irish setters. Tuberculosis was most 
prevalent in young dogs, and while there was no 
sex difference among one-year-old dogs, after the 
age of 2 years only about 27 per cent. were bitches. 
A similar comparative liability of male cats to contract 
tuberculosis was observed. Typing of the bacilli 
found in 74 dogs showed the human type to be 
present in 70 per cent. and the bovine type in 30 
per cent.; the human type was found in only 1 
of 7 infected cats. The infection had evidently been 
contracted through the respiratory tract in 59 per 
cent. of the dogs, by the alimentary tract in 37 per 
cent., and by the skin in 4 per cent.; in cats the 
corresponding figures were 40, 50, and 10. Dr. ©. W. 
Herlitz of the Karolinska Institut gives an account 
of a study of canine and feline tuberculosis in relation 
to tuberculosis in man. His own investigations and 
the findings of a circular letter addressed to Swedish 
veterinary surgeons throughout the country have 
led him to conclude that between 20 and 30 per cent. 
of the dogs and cats found to be tuberculous had 
been in intimate contact with cases of human 
tuberculosis. It does not transpire from this study 
to what extent these domestic pets infected or were 
infected by the tuberculous human beings with whom 


1. Psyche and the Fhyelologista. By Edward Guy Dru Drury 
M.D. Lond., D.P.H., lecturer on physiology and hygiene at 
Rhodes University College, Grahamstown, South Africa. 
London: H. K. Lewis and Oo. 1938. Pp. 98. 5s. 
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they associated, but Dr. Herlitz is satisfied that those 
with open tuberculosis are a serious danger to their 
human contacts. 

In Bucharest, of 1000 dogs examined post mortem 
at the laboratory of the Faculty of Veterinary 
Medicine, tuberculous lesions were found in about 
2 per cent. (Mihailesu, M., Lupu, A., and Tomescu, V., 
summarised in Vet. J. April, 1939, p. 155). This 
figure only applies, however, to dogs which lived in 
contact with man, for of 6000 vagabond dogs 
‘examined the number found to be tuberculous was 
negligible, and it may also be significant that the 
tubercle bacilli found in the infected dogs were of 
the human type. Primary foci were found in equal 
proportions in the lung and intestine, and very 
rarely in the throat and skin. The risks of infection 
from dogs with pulmonary lesions must be small, 
for elimination of bacilli from the lungs is only 
possible in the cavernous type of tuberculosis, which 
is rare in the dog. In Bucharest there is no evidence 
that the incidence of canine tuberclé is increasing, at 
any rate in the last four years. 


REDISCOVERY OF JENNER PoRTRAIT.—We are 
informed by Messrs. E. P. Goldschmidt and Oo. 
that the earliest known portrait of Edward Jenner, 
which was rediscovered a short time ago at a country 
sale and was described and illustrated in THE LANCET, 
April 22, p. 966, has now been sold to a private 
collector in America. 


INTRASPINAL PERCAINE.—On April 8 (p. 824) we 
published a report of a meeting of the North of 
England Obstetrical and Gynzecological Society at 
which Dr. H. Burton of Salford described the tech- 
nique of spinal analgesia in labour. According to the 
report he injected “‘9 minims of a heavy 10°5 per 
cent. solution of Percaine.” The strength of the 
solution prepared by Messrs. Ciba and used by Dr. 
Burton is, we are informed, 0°5 per cent. not 10°5. 
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INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 


MAY 6, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0;. 
scarlet fever, 1665; diphtheria, 784; enteric fever, 24 
(32 “ expected ”); pneumonia (primary or influenzal), 
773 ; puerperal pyrexia, 176 ; cerebrospinal fever, 32 ; 
acute poliomyelitis, 3; acute polio-encephalitis, 2 ; 
encephalitis lethargica, 2 ; continued fever, 1 (Poplar) ; 
dysentery, 32; ophthalmia neonatorum, 80. No 
case of cholera, plague, or typhus fever was notified 
during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on May 12 was 3162, which included: Scarlet 
fever, 649; diphtheria, 622 (carriers, 28); measles, 9; 
whooping-cough, 1066; puerperal fever, 22 mothers (plus 12 
babies); encephalitis lethargica, 302; poliomyelitis, 2. At 
St. Margaret’s Hospital there were 22 babies (plus 10 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 3 (0) from measles, 1 (0) from scarlet fever, 
13 (1) from whooping-cough, 25 (1) from diphtheria, 
37 (3) from diarrhoea and enteritis under two years, 
and 50 (6) from influenza, The figures in paren- 
theses are those for London itself. 


Luton reported the only death from typhoid. Fatal cuses of 
diphtheria were ‘scattered over 20 great towns, Manchester 
reporting 3, Croydon and Exeter each 3. At Bristol 5 deaths 
were attributed to influenza, 3 each at Birmingham, Rhondda, ` 
and Swansea. Hull and Birmingham each reported 6 deaths 
from diarrhea, Liverpool and Manchester each 4. 


The number of stillbirths notified during the week 
was 269 (corresponding to a rate of 40 per 1000 
total births), including 53 in London. 
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BACTERIAL INFECTION DURING 
INTRACRANIAL OPERATIONS * 


By Hues Carys, D.M. Oxfd, B.S. Adelaide, ~ 
F.R.C.S. 


NUFFIELD PROFESSOR OF SURGERY IN THE UNIVERSITY OF 
OXFORD ; CONSULTING SURGEON TO THE LONDON HOSPITAL 


(From the Radcliffe Infirmary, Oxford) 


AFTER major intracranial operations a not incon- 
siderable number of patients die from bacterial 
infection. The bacteria gain a foothold in a variety 
of ways and from various sources. Much is already 
known about operative infection from the work of 
bacteriologists and surgeons; but there does not 
exist, so far as I am aware, a comprehensive survey 
of the dangers of infection during an intracranial 
operation. The importance of the subject may be 
judged from the mortality figures of operations for 
intracranial tumours and allied conditions in my 
clinic from 1927 to 1938 (table I). Table II gives 
an analysis of the figures of one year in greater detail. 
In this particular year, it will be seen, 25 per cent. 
of the operative fatalities were due to operative 


- infection. 


SCALP INFECTION 


Sealp infection after an intracranial operation is not 
necessarily serious ; but, when a brain tumour must 
be removed in stages at short intervals, the slightest 
unhealthiness of the wound, when it comes to be 
reopened at the second operation, may give rise to 
fatal meningitis. In my experience operative infection 
of the previously healthy and surgically cleaned scalp 
only occurs when the blood-supply of the wound 
edges is impaired; as in infections'in some other 
parts of the body, notably in the urinary bladder 
(Cairns 1925), accessory factors are in most cases 
of greater importance than the bacterial infection. 

Suture of the galea aponeurotica by interrupted 
stitches of fine silk, introduced many years ago by 
Cushing, did away with the need for tight skin 
stitches. The next step was a broadening of the 
pedicle of the skin flap, which came from recognition 
of the fact that it is not necessary in osteoplastic 
craniotomy to preserve the attachment of the bone 
flap to the overlying scalp. The old frontal flaps 
(fig. la) occasionally showed necrosis of the skin at 
the anteromedial angle, even in the hands of the most 
expert surgeons; the new type of frontal flap 
(fig. 1b), introduced. by Souttar (1928), gave more 
uniformly good skin healing. In this type of opera- 
tion the bone of the flap usually lives, since its 
blood-supply comes more from the temporal muscle 
and fascia, to whicl it is still attached, than from the 
overlying scalp. But even when deprived of all 
blood-supply the bone may still be replaced without 
in any way disturbing the healing of the wound. 


In July, 1933, I removed a right frontoparietal 
meningioma from a woman aged 59. As shown in 
fig. 2, there was an internal hyperostosis of the skull 
corresponding in extent to the surface of the intra- 


` cranial tumour, -and this hyperostosis contained 


nests of tumour cells. To have removed this hyper- 
ostosis without sacrificing the whole of the bone 
flap would have been difficult and would have resulted 


e An address delivered before the Manchester Surgical 
Society, Feb. 21, 1939. f 
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in a large bony defect. The bone flap was accord- 
ingly removed, was boiled for three minutes in the 
steriliser, and was then replaced in the wound, 
where, owing to its bevelled edges, it lay snugly 
without any sutures other than those of the over- 
lying galea. The wound healed in the normal manner 
by first intention and has never given trouble. Radio- 
grams taken five years after the operation show that 
the bone flap has united to the rest of the skull, and 
that the area of hyperostosis still appears as an area 
of increased density. 


The principle of the frontal flap of Souttar has been 
applied over other parts of the cerebral hemisphere. 
The skin pedicle is always wide, the scalp is reflected, 
and then the bone flap can be cut with as narrow a 
pedicle as the thickness of the skull requires (fig. 3). 
An incidental advantage of this method of craniotomy 
is that it minimises bleeding from the internal surface 
of the bone flap after operation and in consequence 
greatly reduces the risk of postoperative extradural 
hematoma ; in addition, collections of fluid accumulat- 
ing on the surface of the brain or dura after operation 
escape into the subaponeurotic space, whence they 
can be removed by aspirating needle during the first 
few days after operation. The skin flap quickly 
adheres once more to the underlying bone, and I 
have had but one case, a case of external hydro- 
cephalus of unknown origin in an adult, in which a 
bag of fluid collected between scalp and bone and 
required repeated aspiration during a period of six 
months before it finally subsided. Although this 
method of separating scalp from bone in osteoplastic 
craniotomy has proved satisfactory, it is necessary 
to add that it does introduce a slight risk of osteo- 
myelitis of the bone of the flap that was not present 
with the older method. 

In prolonged operations the scalp may become 
infected as a result of constriction of its blood-supply 
by the weight of hzmostatic clamps applied to the 
galea (fig. 4). This variety of infection occurs 
particularly in the middle line of the forehead, where 
the scalp is less vascular and the galea more fragile 
than elsewhere. The remedy is the simple one of 
removing the clamps; after the first hour of a cranial 
operation bleeding from the scalp is so slight that 
most, if not all, the hemostatic forceps can be 
removed, such scalp bleeding as still tends to occur 
being controlled by the pressure of gauze. 


Procaine mnecrosis.—Procaine-adrenaline solution 
is used in nearly all cranial operations in a number of 
clinics, not only in those cases operated on entirely 
under local anesthesia but also for its hemostatic 
effect in cases done under general-anesthesia. On 
rare occasions necrosis of the scalp has been reported 
after the use of procaine. I have not had such a 
case, though I have seen an area of skin necrosis 
following the use of procaine, without adrenaline, 
before lumbar puncture; but one of my friends 
tells me that he had four cases of scalp sloughing 
in one week from procaine which on analysis proved 
to be grossly hypertonic. Procaine solutions tend 
to be acid and to become more strongly acid when 
heated, but that acidity alone could be responsible 
for skin necrosis seems unlikely from the fact that 
insulin, also an acid solution, does not produce ill 
etfects. 

Thus, in scalp infections the important factor is 
impairment of blood-supply of the edges of the wound 
rather than the infective element, which is probably 
always present, even in the most sterile conditions. 
To this I will refer later. 

X 
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BONE INFECTION 


Osteomyelitis is a rare variety of postoperative 
infection. It may be primary, or secondary to 
scalp infection, or may arise from perforation of the 
frontal sinus during craniotomy. I have seen three 
cases after operation for intracranial tumour, and 
there was no hint of meningitis in any of them. 
Two recovered on removal of the bone flap, and the 
third died from the effects of an incompletely removed 
tumour. 

STREPTOCOCCAL DROPLET INFECTION 


A great deal has been written on streptococcal 
droplet infection in recent years. My own experiences 
occurred in 1934 and were reported to the Society 
of Neurological Surgeons in the following year. 

In September, 1934, a patient died, thirty-six hours 
after complete removal of an acoustic neurinoma, 
from streptococcal meningitis of a most fulminating 
character. One month later another patient, a 
child azel 7, died of streptococcal meningitis and 
ventriculitis six days after removal of a very large 
ependymoma from the lateral ventricle. At this 
time throat swabs of the various people concerned 
with the operations showed that a positive culture 
of hemolytic streptococci was present in my 
own throat. These streptococci were not typed 
against those of the fatal infections, but subsequent 
experiments (see below), undertaken with the 
help of Dr. Lowenthal, left little doubt that the 
throat infection was the source of the operative 
infection. It should be noted that I had had no 
symptoms of inflammation of the throat, and that on 
examination my throat was found slightly red but 
showed no other changes. After two weeks, with 
no treatment other than gargling with Dettol, the 
streptococci no longer appeared in cultures of my 
throat. 

Some years previously a similar outbreak of 
infection had been reported by Cushing (1931), and 
in his case the trouble had disappeared when a mask 
of sixteen layers of closely woven gauze had been 
substituted for one of eight layers. At the time when 
the outbreak occurred in my department a gauze 


a b 
Fic. 1—Frontal scalp flaps: (a) old type, (b) new type. 


mask of sixteen layers was in current use. Experi- 
ments of talking over a petri dish at the end of an 
operation showed that mouth bacteria, including 
hemolytic streptococci, could get through this mask 
and grow on the blood-agar. Further observations 
showed that gauze masks soaked in dettol, thin 
linen masks, and masks composed of a mixture of 
gauze and linen were no barrier against droplet 
infection. All these masks were worn for an hour 
or more before testing, in order to reproduce the 
condition that obtains in operations. 
Experiments were now undertaken with a mask 
of gauze and Cellophane. This mask, designed by 


[xay 27, 1939 


Blatt and Dale (1933) and modified by Debenham 
(1935), has now come into fairly general use. It 
consists of a thin layer of cellophane between two 
layers of gauze. It allows the air to escape at the 


Fig. 2—Operation sketch of a case of frontoparietal , 
meningioma with internal hyperostosis of the 
skull containing tumour cells. 


sides, but the droplets from the mouth are caught in 
the gauze. The masks are sterilised in an autoclave. 
All the experiments with this mask showed that it 
was impervious to bacteria, and that the air escapmg 


-at the sides was free from bacteria, presumably 


because the droplets were entangled in the gauze. 
This mask has since been used as a routine by all 
persons, except the patient, who enter the operating-, 
sterilising-, and dressing-rooms, while work or prepara- 
tion for work is in progress. And since that time 
there has. been no case of hemolytic streptococcal 
infection. 

Streptococcal infections of the throat in hospital 
workers appear to be becoming more common, and. 
since they may occur without any symptoms, there 
is clearly no other way of preventing the risk of 
infection than by wearing an efficient mask. 

The risk of droplet infection is probably greater 


‘in operations on the central nervous system than in 


other regions, partly owing to their greater duration 
and partly to the greater vulnerability of the brain 
and meninges. Yet the risk in other fields of surgery 
canfiot be negligible, as is shown by Paine (1935) 
in an important paper on droplet infection. A 
patient died of streptococcal peritonitis on the fourth 
day after panhysterectomy, and a similar strain of 
streptococcus was shown by agglutination absorption 
tests to be present in the throats of two of the people 
present at the operation. 


OTHER AIR-BORNE ACUTE INFECTIONS 


In addition to the streptococcal infections we have 
had four cases of acute or subacute meningitis due 
to organisms hitherto regarded as saprophytic. 
Dr. Panton isolated in three cases gram-negative 
bacilli of types that had been hitherto regarded as 
harmless to man and in the fourth case a Diplococcue 
mucosus which Cowan (1938) found to be capable 
of killing mice. Two of these patients died, and the 
other two recovered. The source of these infections 
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was never traced. Cough plates of the operating 
staff failed to yield similar organisms. An organism 
identical with the infecting organism in one case was 
found in the air of the operating-theatre, but, as the 
theatre was one which was used by many other 
surgeons, satisfactory conditions for investigation 
could not be obtained. , 


WATER-BORNE INFECTIONS 


In one case of hydrocephalus in a young child, 
the result of meningeal adhesions in the posterior 
fossa, the simple operation of cerebellar decom- 
Pression was followed by a fatal purulent meningitis 
due to a bacillus of the Sonne type. This organism 
agglutinated to full-titre Sonne serum and in all 
probability came from saline solution that was used 
for irrigating the field of operation. Inquiries 
suggested that the saline solution had been imperfectly 
sterilised, but the operating-theatre was one that 
was not under our control, and satisfactory investiga- 
tions could not be made, After that experience we 
have used only those saline and Ringer’s solutions 
that come from an unimpeachable source. 

During investigations set in train by these distressing 
incidents it has been discovered that bags of powder 
used for the hands and gloves may contain living 
organisms; this is not surprising, since moist heat 
cannot penetrate to the centre of a bag of powder, 
and prolonged: dry heat is therefore needed if powder 
bags continue to be used for the hands, 


AUTO-INFECTION | 


The type of case that is included under this heading 
is that of the patient who is operated on for some 
intracranial lesion, such as a tumour, while suffering 
from streptococcal infection of the throat, and then 
develops a streptococcal meningitis, I have not had 
such a case, and so far as I am aware there is no 
definite bacteriological proof that this type of auto- 
infection can occur. However, a colleague in another 
city tells me that he has had three cases of this nature, 
and it behoves us to be on our guard when contemplat- 


Fic. 3—Skin incisions for lateral osteoplastic craniotomy: 
(a) old types, (b) new types. 


ing intracranial operations on patients with obvious 
or suspicious foci of infection, or with unexplained 
pyrexia. The use of sulphonamide compounds is 
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Fic, 4—Constriction of scalp vessels in wound edge 
by clamps attached to galea aponeurotica. 


clearly indicated as a prophylactic in such of these 
cases as require operation urgently. 

Another variety of postoperative meningitis which 
may be discussed in this section is that due to 
intensification of pre-existing unrecognised meningeal 
infection. The following case is an example. 


CASE 1.—A child, aged 3, was admitted to the 
Radcliffe Infirmary on Oct. 15, 1938, with a diagnosis 
of cerebellar tumour. For four months before 
admission he had been having attacks of headache 
and vomiting of increasing severity and had become 
progressively unsteady in walking, irritable, and 
incontinent. 

Before the onset of the headache events had occurred 
the significance of which was not realised until after 
operation. The child had not been in perfect health 
since March, 1938, when he had the first of three 
prophylactic inoculations against diphtheria; after 
each of these inoculations he had a severe reaction, 
consisting of drowsiness, anorexia, and irritability, 
and it was a fortnight after the third reaction that the 
headache began. 

Examination showed slight enlargement of the 
head, papilleedema (3D in each eye), bilateral weak- 
ness of the external rectus muscle, generalised hypo- 
tonia, gross ataxia of the lower limbs, and diminished 
knee-jerks and ankle-jerks. The report of a lumbar 
puncture done before admission stated that the 
resting pressure was 300 mm., and that the fluid 
contained 0-1 per cent. of protein and no cells. 

Operation was undertaken on Oct. 27, 1938, on 
a diagnosis of cerebellar tumour. On exposure of the 
posterior fossa no tumour was found, but instead 
a greatly distended cisterna magna, the leptomeninx 
of which was thickened, in places flecked with white 
spots and lightly adherent both to the dura and 
to the cerebellar tonsils. Part of the arachnoid was 
removed for histological examination. 

Sections of the arachnoid showed numerous 
aggregations of polymorphonuclear leucocytes, small 
lymphocytes, and an occasional plasma cell throughout 
the thickened arachnoid. 

There was a stormy convalescence, followed soon 
by signs of meningitis and a steady increase of cells 
in the cerebrospinal fluid, up to 2000 per c.mm., 
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TABLE I—MAJOR OPERATIONS FOR INTRACRANIAL 
TUMOUR, 1927—38 


Case- |Operation, Deaths 


Year | Cases opa Deaths! mortality! mortality! from 
(per cent.) (per cent.)|infection 
~ LONDON oo i) oe 
1927 5 6 1 20:0 16-6 bas 
1928 29 40 8 27-6 20-0 2 
1929 37 46 8 21°6 17°4 1 
1930 44 50 10 22-7 20:0 è 
1931 53 63 12 22-6 19-0 2 
1932 97 112 14 14:4 12-5 ane 
1933 128 144 25 19-5 17:4 2 
1934 115 130 23 20-0 17:7 G 
1935 96 105 25 26:0 23°8 5 
1936 ' 120 138 12 10-0 8:7 3 
1937-38| 71 79 |° 9 12-7 11:4 1 
©1938 51 55 3 5'9 5°4 1> 
* Case 1 of this paper. 7 
mostly polymorphonuclear neutrophils. Cultures of 


the cerebrospinal fluid were at first sterile but 
eventually yielded on several occasions a pure growth 
of Staphylococcus albus. Numerous forms of drainage 
and the usual drugs were tried, but the child gradually 
sank and died on Dec. 5, 1938. 

Comment.—This was clearly a case of low-grade 
pyogenic meningitis following inoculations against 
diphtheria, which had been stirred up by operation. 
Had the true nature of the case been recognised 
before operation, it is probable that recovery with 
preservation of vision might have been obtained 
by repeated lumbar punctures, 


LOW-GRADE AIR-BORNE INFECTIONS 


There is a variety of low-grade operative infection 
which, though not followed by suppuration in the 
meninges, is nevertheless very serious in effects. 
It occurs particularly after removal of tumours from 
the posterior fossa, from the vermis and cerebello- 
pontine angle, when the cisterna magna and other 
large cisterns have been opened, It is slow in onset, 
and the preliminary manifestations consist usually 
of slight fever and pleocytosis of moderate degree 
in the cerebrospinal fluid, usually less than 500 cells 
per c.mm. With suitable methods organisms can 
usually be cultivated from the cerebrospinal fluid— 
Staph. albus, Micrococcus tetragenus, and other so-called 
saprophytic organisms, The result of this low-grade 
infection is not a pyogenic infiltration of the meninges 
but rather an adhesive meningitis, which accentuates 
the hydrocephalus that the operation was designed 
to relieve and may even be fatal. In the terminal 
stages the infecting bacteria are numerous in the 
fluid of the lateral ventricles, which is nevertheless 
still quite clear and watery and may contain only 
10-20 cells per c.mm. I described such a case in 
1935 (Cairns 1935). 


VULNERABILITY OF MENINGES TO INFECTION 


It has been stated that brain tissue has little 
resistance to infection (Cowan 1938), but in the light 
of my experience it is probably more correct to say 
that it is in the cerebrospinal pathways rather than 
in the brain that resistance is feeble. Practically 
all the cases of operative intracranial infection that 
I have encountered, as opposed to scalp and bone 
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infection, have been cases in which there was a wide 


opening of the ventricular or meningeal 


spaces, 


After removal of tumours from the cerebral hemisphere 
without opening the ventricle, meningitis develops 
with the utmost rarity, notwithstanding the fact 
that cocci can sometimes be seen in, and even 
cultivated from, material aspirated from the bed of 
a tumour a few days after operation. Contamination 
of the brain with organisms has frequently occurred 
during the course of operation for brain abscess, and 
no meningitis or other sign of intracranial infection 
has occurred. The following is an example, 


CASE 2.—A boy, aged 6, had right frontal abscess 
following a small infected wound of scalp twelve weeks 
before. At operation on Jan. 24, 1939, a frontal flap 
was made, part of the right frontal lobe was rese cted, 


and an encapsulated abscess was removed. 


During 


removal the abscess ruptured, with contamination 
of the exposed brain. Cultures of the pus of the 
abscess yielded a profuse growth of Staph. aureus. 

After operation there was no trace of meningitis. 
The lumbar cerebrospinal fluid contained 28 cells 
(Jan. 26) and $ cells (Feb. 1) per c.mm. and less cells 
on subsequent occasions. 


It might be argued that this patient already had a 
high resistance to Staph. aureus, and that this was the 
reason why infection did not become generalised. 
But the following case is a somewhat similar experi- 
ment, in which infection of the bone occurred, thus 
showing that the tissues of a patient infected with 
Staph. aureus are not necessarily immune, 


CASE 3.—A male aged 17. 


In this case operation 


was undertaken for left temporal abscess on Nov. 22, 
1938, after a four weeks’ illness of headache and 
vomiting. A left osteoplastic flap was made, and 


TABLE II—MAJOR OPERATIONS FOR INTRACRANIAL 
TUMOUR, 1936 


Metastatic .. 


Glioma sp. multiforme 
Medulloblastoma .. 


Cerebral and pontang astro- i 


cytoma .. 
Gliomatosis of meninges .. 


Ganglioneuroma .. 


Ependymoma 


Oligodendroglioma es 
Cerebellar astrocytoma .. 


Unclassified glioma 


Total 
Pituitary adenoma 
Meningioma se “is 


Acoustic neurinoma 
Blood-vessel tumours and 
malformations .. 4% 
Cholesteatoma sft TA 
Cysts of third ventricle .. 
Tuberculoma 6 Se 
Tumours of skull .. as 
Inflammation unspecified 


Unverified tumours a 
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the dura was not opened. About 10 c.cm. of pus 
were aspirated from the abscess, and the flap was 
replaced. The pus from the abscess yielded Staph. 
aureus. General recovery was excellent, but localised 
osteomyelitis developed in the flap, and the wound 
did not finally heal until sequestrectomy was done on 
Jan. 18, 1939. The highest cell count obtained in 
the cerebrospinal fiuid after operation was 39 per c.mm. 


Comment.—From these observations the presump- 
tion is that the brain has considerable resist- 
ance to infection. It is the cerebrospinal spaces 
that are vulnerable, and it seems that bacteria 
from the air cannot gain effective access to these 
through the narrow sulci of the cerebral hemispheres 
but only through the widely opened cisterns and 
ventricles. Even then the infecting organism must 
be able to gain direct access. Thus, in subfrontal 
exploration of the pituitary region the cisterna chias- 
maticus is always widely opened, but infection is 
practically unknown in this operation. This is 
probably due to the fact that the channel of exposure 
leading to the cisterna chiasmaticus, like the necks 
of Pasteur’s and Lister’s flasks, is narrow and 
tortuous; organisms dropping into the wound on 
minute particles of dust fall on to the outer surface 
of the dura covering the convex surface of the frontal 
lobe and not into the chiasmal region. 

On the score of minimising the risks of infection, 
as well as for other reasons, there is a clear indication 
to conserve the arachnoid cisterns as much as possible 


during operations. Thus, in exposure of the cerebellum. 


for removal of an acoustic neurinoma it is better 
not to open the cisterna magna but to limit dis- 
section of the arachnoid to the cerebellopontine cistern 
over the tumour, 


ATMOSPHERE OF OPERATING-THEATRE 


From the experiences reported above it is clear 
that the bacterial content of the atmosphere of the 
operating-theatre is of considerable importance. 
In 1936 during operations cultures were made on agar 
and blood-agar plates. The petri dishes measured 
9 cm, in diameter and were thus about the same size 
as the area of brain exposed ; they were placed on the 
instrument table alongside the field of operation. 
The operating-theatre had an inlet fan which pumped 
air through a filter of oil and through a wet screen 
of dettol, but unfiltered air also came in through the 
cracks in the door, which opened on a main corridor. 
The theatre floor was scrubbed out each morning 
before operation and was sprayed with dettol at 
intervals throughout the operation. The culture 
plates were incubated for forty-eight hours at 37° C. 

In twenty-seven operations which varied in length 
from 1} to 10 hours, the average time being about 
4 hours, the culture plates accumulated Staph. 
albus at the average rate of 23 colonies per hour, and 
of these 0-50 per cent. were hemolytic ; Staph. aureus 
accumulated at the average rate of 0:7 colonies per 
hour. The number of colonies appeared to depend 
on the number of people in the operating-theatre. 
In this group of twenty-seven cases two patients 
died of other causes, both soon after operation. Of 
the remainder all had first-intention wounds and 
no trace of sepsis, except two. One of these developed 
osteomyelitis, due to Staph. albus in a bone flap, after a 
ten hour operation for removal of a large meningioma 
of the falx; the infection began in the bone, and 
there was no trace of infection of the meninges ; 
the bone flap had to be sacrificed before the wound 
finally healed. The other patient, from whom a 
frontal astrocytoma was removed, had a first-intention 
wound and no trace of meningeal infection, but 


fluid accumulating beneath the galea aponeurotica 
in the first forty-eight hours after operation showed 
in films an excess of leucocytes, together with gram- 
positive cocci and gram-negative bacilli, and in 


cultures yielded a growth of Staph. albus. This 
patient made a satisfactory recovery. 
Of the twenty-seven operations there were 


some six cases in which there was gross exposure 
of the meningeal spaces, but in none of these 
was there any trace of infection. In this operating- 
theatre, as in others examined, plates left exposed 
over a weekend, when the door of the theatre 
was locked, showed few or no bacterial flora in the 
air, in one case no colonies, in another 28 colonies of 
Staph, albus in forty-four hours and none of Staph. 
aureus, 

Subsequent experiences in another theatre, which 
differs from the first in not opening off a main corridor, 
in being furnished with filtered air under a positive 
pressure, and in having much less traffic, the bacterial 
counts have been lower (10 colonies of Staph. albus 
per hour and none of Staph. aureus). Furthermore, 
there have been no cases of sepsis in some eighty 
major intracranial operations, with the two exceptions 
mentioned in this paper (cases 1 and 3), neither of 
which was an infection from without. 

Both these theatres are probably above the average 
for sterility in this country. In other theatres, where 
conditions are not under control, and where septic 
operations may follow closely upon sterile operations, 
the chances of infection are probably consider- 
ably greater, The work of Colebrook at Queen 
Charlotte’s (White 1936) on transmission of hemolytic 
streptococci by dust leaves little doubt about the 
possible consequences of mixing cases of streptococcal 
infections with other cases. These workers found 
that hemolytic streptococci could survive in dust for 
ten weeks and longer. 

Hart (1937, 1938), who has made a careful study 
of the bacteriology of operating-rooms, has found 
that the number of bacteria in the. atmosphere 
varies directly with the number of people present, and 
he has concluded that the bacteria arise from the 
noses and throats of the people in the theatre, 
notwithstanding efficient masking. An alternative 
possibility exists that the bacteria are present 
beforehand in particles of dust, and that the presence 
of the people stirs up the dust, There are evidently 
considerable local variations in the flora of operating- 
theatres: for example, Hart at Duke University, 
North Carolina, found as many as 78 colonies of 
Staph. aureus per hour on a plate of blood-agar, 
and most of his infected cases of thoracoplasty were 
due to this organism (Hart and Gardner 1937), 
whereas in London the highest figure we obtained for 
Staph, aureus was 3-6 colonies per hour, and most of 
the intracranial infections were from other organisms, 


PREVENTIVE MEASURES 


From these observations it is clear that in intra- 
cranial operations there are many risks of infection 
to be added to those that result from imperfect 
sterilisation of ligatures and instruments, from 
careless skin preparation, and from contact of the 
operating team with unsterile objects. For the 
neurosurgeon the ritual of an intracranial operation 


is incomplete without much preparatory work. With 


the aid of his bacteriological colleagues he must 
satisfy himself of the efficacy of the steam steriliser 
(Rishworth 1938), of the methods of preparing 
ligatures, of the purity of the water-supply, and 
the sterility of his lotions. He must insist on the 
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use of an efficient mask by all who enter the 
operating-rooms or sterilising-rooms while operations 
or preparations for operation are in progress. 

The most difficult problem is that of excluding air- 
borne infection. ‘‘ The septic energy of the air,” as 
Lister called it, was at one time regarded as the most 
potent factor in wound infection, but it came to assume 
a secondary importance for various reasons, not the 
least of these being the development of abdominal 
operations and the manifest power of the peritoneum 
to render innocuous the bacteria of the atmosphere. 
In recent years the development of surgery in other 
fields and the increase of streptococcal throat infections 
have shown once more the importance of air-borne 
infection. 

The operating-theatre for intracranial surgery 
should be one that is reserved for non-septic cases ; 
it should be suitably shielded from main corridors 
and supplied with filtered air under positive pressure. 
Movement stirs up dust, even in the cleanest operating- 
theatre, and should be at least reduced by providing 
a separate entrance and gallery for onlookers, Even 
with these precautions the air of the theatre still 
contains a considerable number of bacteria when 
there are people moving about in it, and several 
methods have recently been introduced to render 
the air of the operation field sterile. Hart (1937) 
has attached an ultraviolet light to the operating- 
theatre spot-light and finds that with certain wave- 
lengths and intensities it sterilises the atmosphere 
about the field of operation.t Pulvertaft, Lemon, and 
Walker (1939) have recently advocated the use of 
certain antiseptic solutions in extremely fine 
suspensions by means of an electrically operated 
spray; this method is simple to apply and should 
have wide applications if its early promise is fulfilled. 
Electrostatic precipitation of dust is a method 
employed in some French operating-theatres of 
recent design. Sterilisation by heat is used in some 
bacteriological laboratories by means of a simple 
form of apparatus devised by Junker. This consists 
of a narrow upright metal tube about 2 metres high, 
open at the top and provided with a bunsen burner 
at its lower end, It stands near one side of the 
room, and the air passing through it becomes sterilised. 
Walbum and Reymann (1937) found that by this 
process bacterial counts were reduced to 6-7 per cent. 
of their original number, 

The advantage to the patient of raising the 
bactericidal property of his blood and spinal fluid 
by the use of sulphonamide compounds before any 
operation involving particular risks of infection is. 
one that should not be overlooked. 

The preventive measures to be taken during 
operation include, in addition to the usual gentle 
handling of tissues, measures to conserve the blood- 
supply of the scalp, protection of the bone and 
surface of the brain by means of sheet gutta-percha 
or sterile wool, and conservation where possible of the 
arachnoid membrane, Of equal importance is the 
elimination of unnecessary movement. The intra- 
cranial operation is clearly not an occasion for display. 


It is possible that drainage of cerebrospinal fluid 
might diminish the risks of low-grade infections, 
especially in cases of hydrocephalus. We have 
evidence that the insertion of a drain may be followed 
by streptococcal infection of a cerebrospinal space 
previously not so infected, and this suggests a 


+ Dreyer and Campbell-Renton (1936) have made careful 
studies of the action of ultraviolet light on different bacteria and 
have shown that the relative bactericidal effect in the spectral 
lines varics according to the microbe exposed. 
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preference for intermittent drainage by repeated 
puncture of the tumour bed or ventricle. 

The results of major operations for intracranial 
tumour in my department are seen in table I. The 
great improvement that has taken place in the last 
three years is due to a number of causes, of which 
one is the greatly lowered incidence of infections. 
In this series operative infection was greatest in 
1934-36, at a time when surgical procedures had 
become more radical and deaths from other causes 
had been considerably reduced. Doubtless many cases 
in earlier years were infected at operation but died of 
other causes before the infection had time to develop. 

To what extent the mortality and morbidity of 
operations in other fields is influenced by operative 
infections is a subject on which a critical inquiry 
in this country would be of great interest. 


SUMMARY 


In a 12-year series of major operations for intra- 
cranial tumour and allied conditions the incidence of 
bacterial infection has been studied. There were 
968 operations on 846 patients, and the deaths from 
infection numbered 23. The fatal cases included 
infections from Staphylococcus albus and aureus, 
streptococcus, Diplococcus mucosus, Micrococcus tetra- 
genus, a bacillus of the Sonne type, and gram- 
negative bacilli hitherto regarded as harmless to man. 
Until special measures were taken the incidence of 
intracranial infection increased as the operative 
mortality from other causes diminished. 

In spite of what have hitherto been regarded as 
adequate precautions to ensure sterility, infection of 
the wound may come from the air of the operating- 
theatre, from the throat of the surgeon and his staff 
by droplet infection, or from the patient himself, 

The brain itself is shown to offer considerable 
resistance to bacterial infection. Most fatal intra- 
cranial infections are due to inoculation of the infecting 
organism into the larger subarachnoid spaces, or into 
the ventricles. Mild infections of the basal cisterns 
without gross pyogenic reaction can be fatal by 
producing adhesive meningitis. 

The measures for prevention of intracranial infec- 
tion include systematic checking of the efficiency of 
sterilising and operative technique, methods to diminish 
the bacterial content of the operating-theatre, 
adequate masking of the people in the operating- 
theatre, administration of sulphonamides before opera- 
tion in certain cases, conservation of the blood- 
supply of the scalp in all cases, and so far as possible 
of the arachnoid membrane in operations involving 
the basal cisterns. 


To many bacteriological friends, and in particular 
Dr. P. N. Panton, Prof. S. P. Bedson, F.R.S., Prof. 
A. D. Gardner, Mr. R. L. Volum, D.Phil., Dr. W. H. 
McMenemey, and Dr. H. Lowenthal, I am indebted 
for assistance and advice. 
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A SIMPLE METHOD FOR MEASURING 
CLOT-RETRACTION 


By R. G. MACFARLANE, M.D. Lond.* 


ASSISTANT IN CLINICAL PATHOLOGY, AND SIR HALLEY STEWART 
RESEAROH FELLOW, THE BRITISH POSTGRADUATE MEDIOAL 
SCHOOL, LONDON 


THE retraction of newly formed blood-clots is 
often observed but seldom measured, yet for many 
years it has been remarked that certain pathological 
states may be accompanied by obvious alterations 
in its efficiency. As long ago as 1822 Duncan recorded 
that the clotted blood from a patient with hæmor- 
rhagic purpura did not exude its serum. In 1896 
Hayem drew attention to the association between 
thrombopenia and reduced retraction that is now a 
familiar clinical and experimental finding. He 
observed; however, that retraction might be reduced 
without a diminution of platelets in pneumonia. 
Cases of ‘‘thrombo-asthenia”’ (athrombopenic purpura 
hemorrhagica) described by Glantzmann (1918), 
jaundice by Carr and Foote (1934), bronchitis by 
Paviot and Chevallier (1930), and the rabbits 
implanted with new growth by van Allen (1927) 
also showed a reduction in clot-retraction with a 
normal platelet count. 

Since these observations appear to be of clinical 
and academic interest, it is curious that, for the 
most part, they rely on some arbitrary standard and 
not on actual measurement. It is true that methods 
of measurement have been devised by several workers, 
including van Allen (1927), Fonio (1926), and 
Tocantins (1935), but these are not sufficiently exact 
or are too complicated to be widely used. The method 
to be described here should be found useful, since it 
is simple and seems to give results that are consistent 
enough for ordinary purposes, 


METHOD 


The apparatus required consists only of a graduated 
centrifuge tube with the scale marked in 0'1 c.cm. 
divisions, a glass rod, and a cork to fit the mouth 
of the tube, bored to receive the rod as an easy sliding 
fit. The rod is about 4 in. longer than the tube and 
has a small ‘ button” expansion formed about 
4 in. from one end. 

Retraction is measured as follows. Rather more 
than 5 c.cm. of blood is obtained by venepuncture. 
The centrifuge tube is filled from the syringe up to 
the 5 c.cm. mark. The glass rod is put into the tube, 
so that the expansion is immersed in the blood, and 
the cork is fitted, the projecting end of the rod passing 
through the hole bored to receive it. The tube is 
then placed in a water-bath at 37° C. and examined 
from time to time for coagulation of the contained 
blood. An hour after firm clotting it is removed from 
the bath. If retraction has taken place, the clot 
will be seen to have shrunk away from the walls of 
the tube and to be attached to the rod only. By sliding 
the rod upwards through the cork, the clot, supported 
on the expansion, can be raised clear of the expressed 
fluid, so that the volume of the latter may be measured 
directly on the graduated scale (fig. 1). 

Retraction is expressed in terms of this volume, as 
a percentage of the original volume of blood. Thus, 
if 5 c.cm. of blood, after clotting, express 3 c.cm, 


3x 100 


of fluid, the retraction is E =60 per cent. 


In measuring retraction in this way it is necessary 
to ensure that the graduated tubes are perfectly 
clean and are unscratched inside ; otherwise the'clot 


s Assisted by an expenses grant from the Medical Research 
Council. 


may stick to the glass and prevent retraction. Clots 
that have stuck may be freed by carefully passing a 
fine stiff wire round the inside of the tube, keeping 
it in contact with the glass. The tube should then 
be incubated for a further period of an hour, 


RESULTS 


With the method described the following experi- 
ments were carried out :— 


(1) Time required for completion of normal clot- 
retraction.—Blood was taken from ten normal donors 
and estimations of retraction made in each case, The 
first readings were made 50 min. after coagulation, 
The clots were replaced carefully and further readings 
taken at 10 min. intervals for 40 min. A final set of 
readings were made twenty-four hours later. In the 
first 10 min. period, ending 60 min. after clotting, 
five tubes showed an increase of 0°1 c.cm. in the 
volume of serum, equivalent to 2 per cent. retraction. 
During the next three periods no further increase 
took place in any tube. Twenty-four hours later it 
was found that in two tubes there was an increase 


Fic. 1—Diagram showing glass rod, cork, and graduated 
centrifuge tube, and method of removing clot to measure 
serum expressed. 


of 0-1 c.em. compared with the last reading taken 
the previous day. Retraction was therefore practically 
complete 60 min. after clotting, and for ordinary 
purposes it appears that the occasional slight increase 
during the next twenty-four hours can be neglected. 
An hour is thus the optima] time for a single reading 
to be taken, since any delay in retraction will be 
revealed, 

(2) Error of the method.—Blood was obtained from 
a patient requiring venesection and was immediately 
measured by pipette into twenty-five retraction tubes. 
These were incubated together, and 60 min. after 
coagulation retraction in each was measured, Readings 
ranged from 46 to 54 per cent., though nineteen 
observations lay between 50 and 52 per cent. The 
mean was 50:03 per cent., the standard deviation 
1:76, and the coefficient of variation 3°52 per cent. 
Taking the limits as M-+3o, it will be seen that in 
any one sample of blood separate estimations of 
retraction are unlikely to differ from the mean by 
more than 5-2 per cent. 

(3) Normal limits of retraction.—Blood was obtained 
from fifty normal donors (twenty-seven males and 
twenty-three females) ranging from 16 to 48 years 
of age. Retraction was measured in each. case, a 
single reading being taken an hour after clotting. 
The results obtained are shown in the form of a 
histogram in fig. 2. They range from 48 to 64 per 
cent, The mean is 54:72 per cent., the standard 
deviation 3-6, and the coeflicient of variation 6-58 
per cent. Taking the limits as M+36, the normal 
range is 43-9-65°5 per cent, 

Other experiments were made to determine the 
effect of various factors on retraction. I hope to 
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publish details elsewhere ; therefore only the following 
conclusions relevant to the present communication 
will be given now, 


(4) Effect of temperature. —A rise in temperature 
causes an increase both in the rate and maximal 
extent of retrac- 
tion, until about 
47° C. is reached. 
Above this point 
retraction is 
inhibited. 

(5) Effect of 
platelets. — Below 
a variable figure 
in the neighbour- 
hood of 100,000 
per c.mm, a re- 
duction in the 
number of plate- 
lets is accom- 
panied by a 
reduction in 
retraction. 


. (6) Effect of varying cell volume.—The question of 
the effect of varying cell volume on retraction is 
clearly important in view of the common occurrence 
of anæmia in pathological states. Briefly, my findings 
in this connexion were as follows :— 


(a) Plasma clots retract more rapidly than whole 
blood and to about 90 per cent. of their original 
volume. Therefore normal clot-retraction will always 
be brought to a standstill by the volume of cells 
contained in the clot, if this exceeds 10-15 per cent. 
of the original volume of blood. It follows that a 
reduction in cell volume is followed by an increase 
in retraction. 

(6) The relationship between the increase in normal 
retraction and the decrease in packed cell volume is 
approximately linear, with a ratio of 0°7-0'8. The 
escape of some of the cells into the serum partially 
accounts for this ratio being less than one. 

(c) This relationship does not apply when, in 
abnormal cases, retraction is deficient. In such 
cases retraction may be brought to a standstill not 
by the volume of the cells contained in the clot but 
by an inherent inability of the fibrin to contract 
to the extent normally attained. Under 
these conditions it is clear that a reduction 
in cell volume cannot increase the extent Z 
of retraction. . 0 

Thus, whereas it is possible to correct 
by a simple calculation for the effect of 
anemia if retractibility is normal, no such 
correction can be applied if it is deficient. 
Hence the application of a torrection to 
pathological cases will produce a distortion, 
since deficient retraction will be revealed 
in. angemic cases more often than in those 
with a normal cell volume, For example, 
a case with 50 per cent. retraction and 
45 per cent. cell volume would be con- 
sidered normal but would be obviously 
abnormal if the same retraction figure was 
obtained when the cell volume was 25 per 
cent. 
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Fig. 2—Histogram showing fre- 
quency distribution of retraction 
readings from 50 normal persons, 
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Figs. 34 and B give a graphic repre- 
sentation of these points and show the 
relationship between packed cell volume 
and retraction in two experiments made 
with normally and abnormally retracting 
blood-clot. 

(7) Clot-retraction in pathological condi- 
tions.—Clot-retraction was measured in 
the way described in 250 pathological 
cases, Most of these were not selected, 


ae 
0 


on (A) normal, and (B) deficient clot-retraction. 
the white columns represents the volume of serum expressed, 
the height of the shaded columns above the base line the 
volume of clot after retraction, and the height of the black 
columns the volume of packed cells. 


being obtained during the collection of blood for 
routine pathological examination, The investi- 
gation was carried out not with the idea of 
obtaining conclusive evidence on the association of 
an alteration in retraction with any particular 
condition but merely to gain an indication that such 
alterations exist. No correction for anemia was 
applied, for the reasons already given, but hematocrit 
and sedimentation-rate readings were obtained in 
every case. Only an abnormal reduction in retraction 
was observed. High readings were obtained in 
anemia, but none of them exceeded the calculated 
normal figures by a significant amount. The results 


TABLE I—cCLOT-RETRACTION IN PATHOLOGICAL CONN ITIONS 


No. with Retraction 
Condition Cases | abnormal percentage if 
retraction abnormal 
Bronchitis.. T 12 3 32, 34, 3S 
Hypertension and 
nephritis so 12 2 22,28 
Jaundice .. Pe 16 10 0, 0, 20, 26, 26, 30, 
34, 34, 36, 40 
Lymphadenoma .. 4 1 36 
Myelomatosis 2 2 0,0 
Pneumonia (lobar) 12 6 22,24, 32, 36, 38, 38 
Pyogenic infection 20 4 26, 38, 38, 40 
Thrombopenic ; 
purpura.. T 7 7 Nil in all 


are not easy to analyse, since they are not always 
clear-cut. Table I shows. the conditions in which 
retraction was definitely reduced in some cases. 

In a further series of conditions the retraction 
readings fell within normal limits (table II). The 
remaining cases represent a miscellaneous series of 
conditions, and in these the alterations were too 
indefinite to justify inclusion. 

The conditions that appear to be most often 
associated with a failure of retraction are jaundice, 
lobar pneumonia, and thrombopenia. Of the 10 
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cases of jaundice with deficient retraction 4 were 
definitely due to obstruction, 3 were said to be 
catarrhal, 1 was associated with cirrhosis of the liver, 
and 2 were unspecified. The loss of retraction appar- 


TABLE II 
Condition Cases - Condition Cases 
Athrombopenic pur- Diabetes ee oe 5 
pura $e oe 4 
Rheumatism and 
Hemophilia... 4 arthritis .. s% 11 
Telangiectasia yi 4 Bronchopneumonia. . 4 
Scurvy R ia 3 Thyrotoxicosis ii 5 
Pernicious anemia .. 7 Tuberculosis..  .. 9 
Other anæmias .. 9 Peptic ulcer.. .. | 27 


New growth.. os 27 


ently did not depend on the depth of the jaundice, 


since the highest van den Bergh figures were obtained 


in groups in which retraction was normal. Two of 
the 16 patients had haemorrhagic tendencies with 
prolonged prothrombin times, and both bled badly 
after operation. In one, retraction was normal, and 
in the other it was deficient. In the cases of pneumonia, 
6 were investigated during the height of the disease, 
and 6 shortly after the resolution. In the first group 
5 gave low retraction readings and 1 was normal, 
In the second, 5 were normal and the 1 giving a low 
reading had an empyema, Though only 2 cases have 
been observed, the failure of retraction in myelomatosis 
is of interest, since a similar finding had been recorded 
by Stewart and Weber (1938). In all the foregoing 
cases platelet counts were not made, but stained 
films were examined in each case, and the presence 
of abundant platelets was confirmed. 

The tases of thrombopenic purpura consisted of 4 
cases of idiopathic purpura hemorrhagica, 2 of acute 
leukemia, and 1 of aplastic anemia, The platelet 
counts varied from 28,000 to 70,000 per o.mm, AS 
regards the other hsmorrhagic states it is interesting 
to note that the 4 cases of athrombopenic purpura 
hemorrhagica had normal clot-retraction, This 
condition is presumably that described by Glantzmann 
(1918) as “‘thromboasthenia ” and by von Willebrand 
(1931) and others as ‘“‘ pseudo-hemophilia.” It is 
strongly hereditary, may be passed directly from an 
affected person to the children, and affects males and 
females, There is a hemorrhagic tendency resembling 
the more familiar thrombopenic purpura, but the 
platelet count is normal. In all the cases recorded 
here the bleeding-time was greatly prolonged, varying 
from 30 min. to over 2 hours, with normal platelet 
counts. 

No significant correlation could be found between 
the erythrocyte sedimentation-rate and retraction 
in 100 cases in which the factor of ansmia was 
eliminated. 


SUMMARY 
method for measuring clot-retraction is 


(1) A 
described. 

(2) The error of the method and the normal limits 
of retraction have been estimated. 

(3) The effects of such factors as variation in 
temperature, number of platelets, and red cell volume 
have been discussed. 

(4) In a series of 250 pathological cases it was 
found that retraction might be reduced in jaundice, 
lobar pneumonia, myelomatosis, and other conditions, 
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apart from those with an obvious reduction in the 
platelets. 

(5) In the hemorrhagic states, retraction was 
normal in hemophilia, telangiectasis, and athrombo- 
penic purpura hemorrhagica. Only in thrombopenio 
purpura was it reduced. 
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COMPOUND FRACTURES OF THE 
SHAFTS OF LONG BONES 


By HENRY Poston, M.Ch. Belf., F.R.C.S.E. 


HON. ORTHOPAEDIC SURGEON TO ALTRINOHAM GENERAL 
HOSPITAL AND TO OLDHAM ROYAL INFIRMARY 


THESE remarks are based on the treatment, 
personally conducted, of 173 consecutive cases of 
compound fracture in which there was no interference 
with the vitality of the limb by reason of gross 
injury to its nerve- and blood-supply, and in which 
the limb was apparently viable and amputation 
was not clearly inevitable. I have omitted 3 cases of 
circular-saw injury to the upper extremity, resulting 
in almost complete amputation. 


AVOIDANCE OF SHOCK 


It is generally accepted nowadays that a compound 
fracture is a surgical emergency of the greatest 
urgency. The earlier treatment is undertaken the 
greater the chance of eliminating sepsis, and treatment 
should be carried out within six hours of the accident. 
There is, fortunately, seldom much cause for delay, 
for patients with compound fractures of the long 
bones, unless there is a concurrent injury elsewhere, 
seldom suffer from severe shock. In a patient 
suffering from a compound fracture who is evidently 
shocked or blanched, it is imperative to look 
elsewhere for further injury—abdominal, thoracic, 
or cephalic. 

Certain mistakes in the management of these injuries 
can, however, produce profound shock. The applica- 
tion of a tourniquet is a very common feature of the 
first-aid treatment of compound fractures. Especially 
in fractures of the tibia, where the nutrient artery 
is large, the hemorrhage can be smart, but in most 
cases it can be controlled by pressure. Main arteries 
may sometimes be involved thus I have seen the 
anterior and also the posterior tibial artery cut 
cleanly across and bleeding actively, but on the 
whole this type of complication is rare. It therefore 
seems best to instruct those responsible for the first-aid 
treatment of these injuries to refrain from applying 
a tourniquet for hemorrhage, but to try to control 
bleeding by pressure bandaging with alternate 
layers of wool between the turns of the bandage. 
Apart from the grave shock manifested on the 
removal of the pourunuet, there is no doubt that 

x . 
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most “road tourniquets’’ act as a sort of Bier’s 
bandage and cause the patient to lose more blood 
than if he had been left alone. . In the case of the 
upper extremity the use of rubber-tube tourniquets 
should be avoided, for they may gravely interfere 
with the nerve-supply of the arm. Another shock- 
producing factor is the so-called preparation of the 
patient. All interference with the limb in the wards 
by shaving, or washing the skin with antiseptics 
should be avoided, for this procedure is extremely 
painful and may be almost intolerable to the patient, 
and is usually, at best, incomplete. It is advisable to 
postpone any form of skin preparation until the 
patient has been brought into the operating-theatre 
and anesthetised. 


While these patients as a rule show little initial 
shock, there is no doubt that factors such as those 
mentioned will produce profound shock, I have also 
discarded spinal anesthesia in treating compound 
fractures of the lower extremity owing to the fall 
in blood-pressure produced. 


GENERAL TECHNIQUE 


Under general anesthesia the part is shaved and 
the skin cleaned. There is no necessity to apply any 
strong chemical grease-solvent preparation. It is 
better to avoid coloured antiseptics and finish the 
preparation with spirit or Harrington’s solution, for 
in this way the colour of the skin can be accurately 
observed. The usual prophylactic treatment is given. 
Tetanus antitoxin, gas-gangrene antitoxin polyvalent, 
and antistreptococcus serum polyvalent are adminis- 
tered. In addition a residual vaccine? is used, three 
minims containing 15 million Streptococcus hemolyticus 
and 15 million Staphylococcus aureus being given 
immediately and repeated on the third day after 
operation. 


Successful treatment depends on early excision of 
the skin wound and of contaminated tissues in the 
wound, the evacuation of blood-clot, complete 
hemostasis, and the accurate approximation of the 
fractured bone-ends so that no dead-space for a serous 
collection persists. The urgent need of early operative 
treatment in these conditions cannot be too strongly 
urged, nor can the importance of complete exploration, 
It is futile to excise and suture a small wound without 
investigating the conditions in the fractured area; 
this is only sealing an infected wound. 


The treatment of the skin wound is of the utmost 
importance. Where the skin edges can easily be 
brought together and sutured this will give the 
patient an excellent start. If easy approximation 
cannot be secured, and if the skin edges are blanched 
after suture, then attempts to secure primary suture 
should be abandoned. A skin wound with blanched 
edges will surely give way and gape, and a troublesome 
ulcerated area will thus be formed. It is inadvisable 
to attempt to secure union by undercutting the skin 
edges, or by means of incisions parallel to the wound. 
Primary suture of the wound, then, depends mainly 
on the extent of the original compound-fracture 
wound. Where the wound is small primary suture 
will usually be possible, but it will be impossible 
where there is much damage to, or destruction of, 
the skin, especially in the transverse axis of the limb. 
The nutrition of the skin should be closely observed. 
Crushed, parchment-like skin invariably dies and gives 
rise to chronic ulceration which seriously prolongs 
convalescence. This devitalised skin should, therefore, 
be excised at the time of operation. 


1. Jenkins, O. E., Brit. med. J. 1922, 1, 596. 
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Discretion should be used in the treatment of other 
skin injuries in the region of a compound fracture, 
but if there is doubt as to the viability of the skin 
it should be excised as economically as possible. One 
cannot efficiently carry out the toilet of a compound 
fracture through a button-hole incision, and after 
the wound edges have been pared and overhanging, 
ragged and bruised skin edges have been conserva- 
tively removed, the wound should be enlarged freely 
in the long axis of the limb. The outward and visible 
wound is usually deceptive as to the damage of soft 
tissue and periosteum underneath. There is usually 
fairly extensive injury of muscle and a surprising 


degree of stripping of periosteum, which is often 


visibly contaminated with foreign material. The 
bruised and torn muscle edges should be carefully 
excised and the continuity of the muscle restored 
with a few points of catgut suture. The excision 
of the injured periosteum does not seem to have 
any inhibiting effect on the rate or extent of 
bone union, 

In fractures with displacement there is always a 
space between the new line of the bone and the soft 
tissues ; this is filled with blood and disappears with 
accurate reduction of the fracture, where this is 
possible, The obliteration of this space is important 
because of its tendency to drain through the wound 
with the formation of a sinus, which may at first be 
aseptic, but where there is a danger of secondary 
infection. Advantage should be taken of the exposure 
of the bone ends to obliterate this dead-space. The 
hemostasis should be meticulous to avoid further 
hematoma formation. 

The bone ends should be carefully dried and 
approximated as in the deliberate open reduction of 
a fracture, after being swabbed with some antiseptic. 
This accurate apposition of the bone ends ensures a 
“dry ” wound, the soft tissues falling naturally over 
the line of the bone with no resultant dead-space, 
such as is inevitable if poor alignment or angulation 
is allowed to persist. 

The transverse type of fracture usually dovetails 
accurately and the stability of the bone is good. Where 
the fracture is oblique or comminuted, and where 
the stability of the limb is not good, one is often 
faced with the necessity of introducing some form 
of internal fixation material. Teaching and tradition 
are strongly against such a procedure, but my own 
observations suggest that its dangers in the case of 
recent compound fractures subjected to immediate 
operation have been exaggerated. In this series 38 
cases have had internal fixation—wire, silkworm gut, 
and kangaroo tendon having been employed. In no 
case was any sepsis caused by the foreign material. 
Bad alignment ensued in one compound fracture 
of the tibia, with marked loss of soft tissue and skin 
on the anterior and medial aspects of the bone. This 
was due to removal of the wire too early, the lower 
fragment sagging posteriorly immediately the wire 
was removed. Where foreign material is introduced 
superficially, as in a wired tibia, there is always a 
tendency for the overlying skin to become ulcerated, 
even after it has healed for some time, The removal 
of the fixation material in this case is usually a simple 
matter, and healing automatically follows. 


The wound should be made as dry as possible, All 
tiny chips or fragments of bone should be removed, 
and anything in the nature of “ bone meal’’ cleared 
out. Any fragment of bone of considerable size should 
be retained, for in its original site it may facilitate 
restoration and maintenance of alignment when 
reduction is effected. 
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With regard to the antiseptic treatment of the 
wound, I have used a 1 per cent. mercurochrome 
solution for swabbing the injured soft tissues and the 
bone ends. There is no special virtue in swilling the 
wound out with ether—in fact my impression is that 
ether has a deleterious effect on new-bone formation, 
and that where it has been employed union has been 
slow. Probably in cases treated early no form of 
wound antiseptic is necessary, but one should certainly 
give the patient the benefit of the doubt. 

External fixation has, in this series, been carried 
out by immobilisation of the limb in plaster-of-paris. 
Any method of treatment that requires constant 
adjustment and supervision of apparatus is obviously 
unsuited for this type of injury, and the one method 
which does not demand such constant adjustment and 
supervision is plaster-of-paris fixation. If, as is 
sometimes the case after reduction, the fixation of 
the bone fragments seems a little precarious, the 
incorporation of a suitably padded sterile metal 
gutter-splint during the application of the plaster 
will give the required stability. A properly applied 
plaster cast eliminates the necessity for interference 
with the part, facilitates nursing, and permits the 


patient to move in comfort and safety. Where there. 


has been primary suture of the skin wound the plaster 
may be intact, but where an extensive open area is 
present it is advisable to have some form of inspection 
window cut. The drawback to the rigid Winnett Orr 
technique is that where an extensive granulating 
area is present the stench becomes intolerable to the 
patient and those around him, so that it is an advan- 
tage to have an inspection window through which 
the wound can be occasionally inspected, cleansed 
and dressed. While the patient is at rest there is 
no danger of “ window cedema,” but this condition 
is common in the ambulatory patient. Where possible 
patients are allowed to walk early, but this line of 
treatment is not always possible, especially where 
there has been extensive damage to the skin and soft 
parts, necessitating comparatively bulky dressings, 
and in bilateral cases. In the former group it is 
advisable to allow a period of rest—say 4-5 weeks— 
for swelling of the limb to subside, for the raw area 
to heal and the fracture to become “‘ sticky,” before 
applying a new close-fitting plaster case and 
encouraging the patient to begin walking. 

No doubt many of the methods adopted in this 
series of cases will arouse criticism, but the results 
are, I think, sufficiently satisfactory to justify them. 
In the earlier cases there were some errors in treat- 
ment, such as allowing active weight-bearing too 
soon with resultant deformity requiring operative 
correction, but there have been no cases of gross 
bone infection after a compound fracture treated on 
these lines. 


SUMMARY 


In compound fractures of the long bones hemor- 
rhage and shock may be increased by the imperfect 
application of tourniquets as a first-aid measure. 
Shock may be produced by preparing the skin of the 
part before the patient is anzsthetised. 

In 173 consecutive cases personally conducted the 
fracture site was completely explored after con- 
servative excision of the skin and wounded tissues 
had been carried out by enlarging the wound in the 
long axis of the limb. Open reduction of the fractures 
was thus facilitated. ° 

In 38 cases internal fixation-materials—wire, 
silkworm gut and kangaroo tendon—were used 
without producing sepsis. In all cases external 
fixation was maintained with plaster-of-paris. 


CLIMATE AS A FACTOR IN EPIDEMIC 
MENINGITIS IN KORDOFAN 


By N. L. Corxr1, M.D. Lpool 


SENIOR MEDIOAL INSPECTOR, SUDAN MEDIOAL SERVIOE 


In the Northern Sudan, where an annual dry season 
alternates with a wet season, epidemics of meningo- 
coccal meningitis invariably start early in the dry 
season and finish at the onset of the rains. It has 
been popularly supposed that the actual rainfall 
stops them, and in the past, among other counter- 
measures, an increased use of watering carts has 
been adopted in Khartoum epidemics, the presumption 
no doubt being that infection might be dust-borne. 
Riding and Corkill (1932) showed that on a monthly 
graph, in a Khartoum epidemic, incidence rose as 
humidity dropped and dropped as humidity rose, 
The association was graphically exact, and rain was 
assumed to be the cause. 

The relationship later seemed to me to be capable 
of explanation by the appearance in the previously 
parched country of vernal greenery, particularly 
young grass, implying the advent of the “ anti- 
infective” vitamin A to the public milk-supply. 
Large epidemics occurred in the years 1934, 1935, 
and 1936 in Kordofan, the Nuba mountains area of 
which was under my administration, and opportunities 
were presented for testing this hypothesis and 
collecting data relating climatic factors to such 
epidemics. Figures were plotted fortnightly, meteoro- 
logical data being taken from the daily observations 
of the local unit of the department of agriculture in 
Kadugli. They are considered sufficiently representa- 
tive of the area as a whole. 


RAINFALL 


The wet season of 1934 closed with 100 mm. of 
rain in the fortnight ending Nov. 3. In the fortnight 
ending Nov. 17 the first two cases of a new 
epidemic were reported; there had already been an 
epidemic in the preceding dry season. The epidemic 
started to drop in the fortnight ending April 6 and 
closed in the fortnight ending May 18. Rain fell 
first in the first week of May; hence the falling of 
rain is shown not to have initiated the closure of the 
epidemic. Similarly, in the following dry season, the 
climatic accident of a heavy rain shower in February 
being disregarded, the epidemic was practically 
terminated before the first rain of the wet season. 

In 1935, at the end of April, the country was burnt, 
barren, brown, and dry. Light rain fell in the first 
week of May, by the 7th telegrams had come in from 
representative parts of the area reporting vernal 
greenery, and by the 14th stock animals were reported 
to be grazing on such greenery, now two inches and 
more tall. Even if an appreciable advent of vitamin A 
to the milk-supply is assumed to have been associated 
with the earliest possible green grazing it cannot have 
initiated the closure of the epidemic, for this com- 
menced over a month earlier. Clearly, rain qua rain 
did not close the epidemic. 

HUMIDITY 

In the 1932 Khartoum epidemic the monthly 
graph referred to above showed that the epidemic 
started with the humidity at 20 per cent. and began 
to fall as the humidity rose to 37 per cent. In the 
Nuba Mountains in 1934 the epidemic commenced 
as the humidity fell from 61 to 40 per cent. and 
started to close at 28 per cent., actually finishing as 
the humidity rose from 40 to 65 per cent. In the 
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following season it started as the humidity fell from 
27 to 25 per cent. (having averaged 60 per cent. 
for the preceding fortnight), started to close as 
humidity rose from 28 to 35 per cent., and closed 
with the humidity at 46 per cent. The milder 
epidemic of 1935-36 was associated with a higher 
_ average general humidity throughout the dry season, 
there being two intra-epidemic minor peaks of 
humidity and one extremely unusual shower of rain 
in the middle of the dry season. The association is 
clear and constant; but, since the epidemics begin 
to close before humidity actually rises, the relationship 
is not directly causal but incidental, and therefore 
the causal factor must be sought in something 
associated with but preceding the rise of humidity 
at the end of an epidemic. The only phenomenon 
offering itself in this respect is cloudiness, and, 
although no records were taken, it was a matter of 
experience that clouds appeared well before the rise 
in humidity. 

Here it is desirable to quote the observations of 
Lieut.-Colonel G. K. Maurice, senior medical inspector, 
Darfur, on the epidemics in that province in 1935 
and 1936. He wrote that, when the disease appeared 
in the province in April, 1935, the humid south alone 
was untouched. The epidemic ended latest in the 
dry northern part of the central district. Of the 1936 
epidemic he wrote that, although there were no clouds 
in Darfur when the epidemic ended or for long after, 
its closure synchronised with the advent of increased 
humidity, as shown, in the absence of records, by the 
increased greenness of the trees. ‘“ Everything points 
to humidity somehow playing an important part in 
closing or preventing an epidemic of C.S.M. In 1936 
it ended first and abruptly in the humid south.” 

Here, again, the association with humidity, though 
unmeasured, is indisputable. A factor or factors 
associated with both cloudiness and humidity must 
therefore be sought, and the questions of temperature 
and sunlight examined. 

TEMPERATURE AND SUNLIGHT 


The figure shows that extremes either of heat or 
cold had no apparent effect on opening or closing an 
epidemic. Such extremes, however, accentuated the 
rise of the epidemic, and milder temperatures 
decreased the abruptness of the rise. This phenomenon 
is well shown, apart from other phases of the graph, 
by the climatic accident in February, 1936, when 
there was a fall of 72 mm. of rain in the middle of 
the dry season and at the height of the epidemic. 
Humidity rose, maximal and minimal temperatures 
fell, the pace of the epidemic slowed down, and there 
was a drop in the fatality-rate. This last, however, 
was anomalous; for, viewing the graph curves 
broadly and discounting fatality-rates in series of 
under 20 cases and for the two fortnights ending 
Jan. 11 (in which it is known that there was a 
delay in reporting deaths from a remote major focus), 
it is seen that, as a general proposition, when cases 
increase abruptly the fatality-rate falls, and when 
they decrease abruptly the fatality-rate rises. This 
is not invalidated by lag due to patients dying, 
because the average death-time for the epidemic was 
between 3 and 4 days, and the graph time-unit is a 
fortnight. 

Clouds reduce actinic, especially the ultraviolet, 


irradiation. Humidity also much reduces the ultra- 
violet rays. This reduction, it is suggested, is the 


important climatic factor in the epidemiology. 
DISCUSSION 


I suggest that susceptibility to meningitis is a 
deficiency condition and is accentuated by exposure 
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to ultraviolet rays. In the laboratory Mouriquand, 
Rollet, and Courbiéres (1935) found that in rats on a 
diet deficient in vitamin A exposure to ultraviolet 
irradiation caused eye lesions tending to pass into 
keratomalacia and healing more slowly than superficial 
eye burns in control rats on normal diet. Frank (1937) 
found that A-deficient rats showed their deficiency 
sooner if exposed to light than if kept in poorly 
lighted rooms. 

Xerophthalmia, keratomalacia, and hemeralopia 
are fairly common among tribal Sudanese ; phryno- 
derma, a non-specific spastic paraplegia, pellagra, 
and scurvy are diagnosed from time to time; and 
their diet (with non-relevant exceptions), notably in 
the Nuba area, is characterised by richness in carbo- 
hydrate, low protein content, and an apparent 
absence of vitamins A, B,, and C for 4-6 months a 
year, a state of affairs mainly due to seasonal 
desiccation. 

If my thesis is correct, it should be found that 
meningitis epidemics in northern latitudes occur when 
the bright sunlight of spring accentuates the vitamin 
deficiency which has been experienced in the cold 
sunless vegetation-destroying winter. Such is precisely 


the case, and in Scandinavia, it may be noted, 


is also the scurvy season. Schiøtz (1935) has indeed 
pointed out that in Norway the peaks of meningitis 
and keratomalacia occur together at this time, 
suggesting activation of a vitamin-A deficiency by 
ultraviolet rays as a factor common to both conditions. 

It has been pointed out above that, apart from 
anomalies, as the epidemic rises or accentuates its 
rise, fatality-rate decreases, and that it increases as 
the epidemic closes or lessens its degree of increase, 
and that such phenomena are related to the suscep 
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tibility-accentuating factors of extremes of tempera- 
ture and ultraviolet rays. The explanation may be 
that, in persons on the verge of being clinically 
affected, increased intensity of these factors will 
precipitate them into active disease, but as their 
resistance is stronger than that of persons who would 
ordinarily get the disease, they dilute the fatality-rate. 
Conversely, milder temperature and irradiation effects 
mean that only the persons of very low nutritional 
status are affected, the fatality-rate being thus 
concentrated. 

If this hypothesis is correct, a law emerges to the 
effect that, when in an epidemic incidence rises but 
fatality drops, a factor is at work increasing suscep- 
tibility ; and, when incidence decreases but fatality 
rises, a factor is at work decreasing susceptibility, 
and a background of malnutrition to the epidemic 
may be suspected. This can apply only if death-time 
is well within the graph time-unit. That this law may 
be valid was shown by me in 1935 (Corkill 1936). 
A community given prophylactic vitamin A had 
fewer cases but a higher death-rate than a comparable 
community not so treated, suggesting that a factor 
—i.e., vitamin A—decreasing susceptibility was 
involved. | 

CONCLUSIONS 


It is concluded that susceptibility to meningococcal 
meningitis is a deficiency state, and that climate is 
an important factor in epidemics in that ultraviolet 
irradiation activates mass susceptibility and causes 
epidemics, and extremes of temperature accentuate 
this susceptibility. Clouds and humidity are beneficial 
in that they reduce ultraviolet radiation; the 
association of rainfall is incidental. 

An important point is that in an epidemic, before 
populations are turned out wholesale from their 
villages to obviate the very important factor of over- 
crowding, it should be secured that their temporary 
shelters give adequate protection from bright sunlight 
and cold winds; otherwise the weighty factor of 
exposure is thrown into a scale-pan already heavily 
dipped by the factors of malnutrition and, presumably, 
a heavy carrier-rate. This has been a matter of 
experience in the Nuba mountains and, it is under- 
stood, in Darfur. 

SUMMARY . 


(1) Popular opinion in the Northern Sudan associates 
epidemics of meningitis with the dry season and 
their closure with the onset of the rains; but rain 
is merely an incidental factor. 

(2) Since humidity and clouds are associated with 
the closure of epidemics, and temperature extremes 
increase susceptibility to the disease but decrease 
the fatality-rate, and sunlight is associated with the 
disease, it is suggested that clouds and humidity close 
epidemics by decreasing solar irradiation. Suscep- 
tibility to meningococcal meningitis may be regarded 
as a deficiency state, being activated by seasonal 
advent of heavy ultraviolet irradiation. Laboratory 
evidence of activation of deficiency states by ultra- 
violet irradiation is given, and the tribal populations 
involved are shown necessarily to be deficient in 
protein and vitamins A, B,, and C. Classical deficiency 
diseases occur among them. - 

(3) A similar argument applied to northern latitudes 
explains the local epidemiology of epidemic meningitis. 

(4) A new law relating graph phenomena in an 
epidemic to a malnutritional background is tenta- 
tively formulated. 

(5) It is concluded that quarantine measures 
disregarding the factor of exposure may be very 
harmful | 


I am indebted to Dr. E. D. Pridie, director of the 
Sudan Medical Service, for permission to publish ; 
to Lieut.-Colonel G. K. Maurice, formerly senior 
medical inspector in Darfur, for permission to use his 
observations on a coincident epidemic in that province; 
and to Dr. F. L. Wheaton, SMS. for the reference 
to the observations of Dr. Schiøtz. 
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EFFECT OF FOLLICULAR HORMONE 
ON MENOPAUSAL FLUSHES 


By Bryan C. MuRtess, M.B. Camb., F.R.C.S.E. 
M.C.0.G. 


REGISTRAR AND PATHOLOGIST AT THE HOSPITAL FOR 
WOMEN, SOHO SQUARE, LONDON 


ALTHOUGH the efficacy of ovarian follicular hormone 
in menopausal disorders is generally recognised, much 
remains to be learnt about the dosage. This paper 
reports the use of comparatively small doses in 51 
cases where the menopause had been induced with 
radium. The indication for treatment was the 
symptom generally called “‘flushings” or “hot 
sweats,’ and since this is the best-defined, as well © 
as the commonest, of all the many menopausal 
complaints, it was used as an index of therapeutic 
action. 

Whatever part other endocrine or nervous influences 
may play in causing these flushes, they certainly 
follow the withdrawal of the ovarian influence, and 
administration of ovarian hormone is rational, In 
judging its effect, however, one must remember that 
the patients are apt to be in a highly suggestible state, 
Thus in 100 cases at the normal menopause Pratt 
and Thomas (1937) found that the general condition 
benefited as much from lactose tablets and injections 
of sterile oil as from preparations containing ovarian 
hormones. In the present inquiry I have tried to 
eliminate the psychological factor by asking the 
women to take written notes of the number, severity 
and duration of the “flushes,” and by substituting 
dummy tablets of lactose in every fifth patient treated. 

‘In the majority of cases hormone therapy was 
started 8-12 weeks after radium was used, and, 
although “flushes ” have developed in this interval, 
it is my experience that as a rule a considerably 
longer time elapses before the mental changes become 
apparent. 

In women over 40 the interval between the radium 
treatment and the onset of ‘‘hot flushes” varies 
considerably, but the average time is probably four 
to eight weeks. In surgical castrates and younger 
women the onset is much quicker. Werner (1935) 
found an immediate onset in 44 out of 53 castrates ; 
though he also said that some women might have a 
period of delayed onset varying from six months 
to six years. In all my cases “‘ flushes ” had developed 
to various degrees by the eighth week after radium 
treatment. 

DOSAGE AND RESULTS 


Most authorities, including Kaufmann, have 
expressed the belief that large doses of hormones 
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are necessary to produce relief in castrates; but 
Bishop (1938) reports that 0-6 mg. of cstrone daily 
by mouth controlled the ‘“ flushings’’ of a surgical 
castrate aged 20. . 7 

When the castration is brought about by radium, 
the cessation of the ovarian secretion is less sudden, 
and patients of more mature age are probably less 
affected by the loss of this secretion. In this investiga- 
tion all the patients were over 40, most of them 
being about 45. Compared with the normal standards, 
very small doses of hormone have been given—so 
small, in fact, that noticeable results were hardly to 


be expected. But satisfactory results were obtained 


in nearly every case, although few were completely 
relieved. A gradual readjustment of the endocrine 
balance was aimed at, instead of mere postponement 
of the severe symptoms by massive doses of hormone. 
Although injection is usually more efficient the 
hormone was given by mouth. Apart from expense, 
this is the most practical method for practitioners 
who deal with large numbers of these patients 
and find it difficult to give frequent hypodermic 
injections. 

The 51 women were treated over periods varying 
up to six months. In most cases treatment began 
between the eighth and twelfth weeks after the 
radium, The preparation of follicular hormone used 
was Gyneestryl (Roussel) of which each tablet contains 


EFFECTS OF FOLLICULAR HORMONE ON VASOMOTOR 
FLUSHES AFTER ARTIFICIAL MENOPAUSE 


N umber of flushes 


in 24 hours. Hienoa, 
A aily 
Case Severity | Duration dose in 
Before After tablets 
treatment | cstradiol 
1 3 0 — — 4 
2 About 24 8 Less Shorter 8 
3 4 2 Less Same 6 
4 7 2 Less Shorter 6 
5 3 0 — — 4 
6 14 8 Less Shorter 8 
7 4 1 Less Same 6 
8 4 3 a week Same Same 6 
9 6 0 — — 6 
10 2 0 — S A 6 
11 8 8 Less Shorter 8 
12 7 5 Less Shorter 8 
13 4 3 Less Shorter 4 
14 4 2 Same Same 6 
15 3 1 a week — — 6 
16 15 4 Less Shorter 6 
17 8 a Less Same 6 
18 6 3 Less Shorter 8 
19 8 3 Less Same 6 
20 4 1 Less Shorter 4 
21 4 0 — — 6 
22 2 0 — — 4 
23 4 1 a week Less Same 4 
24 10 4 Less Shorter 6 - 
25 1 1 Same Same 6 
26 2 0 — — 4 
27 3 1* — — 8 
28 12 12 Less Shorter 8 
29 6 2 Less Shorter 6 
30 5 0 — — 6 
31 2 1* — — 6 
32 2 2 Less Shorter 8 
33 4 0 — — 6 
34 4 2 Less Shorter 6 
35 6 2 Less Same 6 
36 5 3 Less Shorter 4 
37 5 4 Less Shorter 4 
38 About 30 12 Less Shorter 8 
39 7 1* Less Shorter 6 
40 6 4 Same Same 8 
41 10 3 Less Shorter 8 
42 5 1 Less Shorter 4 
43 12 4 Less Same 8 
44 3 0 — — 4 
45 12 4 Less Same 6 
46 2 0 — — 4 
47 5 2 Less Same 4 
48 4 4 Less Same 8 
49 8 4 Less Shorter 6 
50 4 1 Same ame 6 
51 8 4 Less Shorter 8 


* Sometimes nil. 


[may 27, 1939 
0:025 mg. of wstradiol. The largest daily dose given 
was 8 tablets (0:2 mg. of cstradiol). 

The procedure, in an average case, was as follows. 
The patient was given 4 tablets daily, and the dose 
was increased to 6 or 8 tablets, according to the 


result at the end of fourteen days. After four weeks 


at the increased dose, if the “ flushes ” were su fliciently 
controlled to cause the patient. no discomfort, the 
tablets were reduced to 6 or 4, and finally to 2. Any 
improvement noted was as a rule maintained and 
it proved unnecessary to revert to a larger dose. 
The accompanying table shows the number of 
“ flushes °? in twenty-four hours at the beginning of 
treatment and the lowest number this could be 
reduced to with the above dosage of hormone. ‘The 
effect on the severity and duration of the ‘‘ flushes,” 
as noted by the patient, is also recorded. 

One in every five cases treated was given dummy 
tablets of lactose, presented in a similar packing. 
In these patients, although some said that the severity 
and duration of the ‘‘ flushes”? were lessened, there 
was no reduction of the number in twenty-four hours, 


DISCUSSION 


The results indicate that cwstradiol reduces the 
number, severity and duration of “hot flushes” 
after a radium menopause. In 11 cases, as shown by 
the table, a complete cure . resulted, the average 
period of treatment being about four weeks ; but 


` these were mostly patients with a small number of 


“ flushes ” daily, before treatment started. In only 
5 cases did treatment fail to reduce the number of 
“ flushes,” and in 4 of these their severity lessened. 
In assessing results one had to rely on the patients’ 
statements, and the emotional instability of women 
at the menopause reduces the value of such evidence. 
But the use of dummy tablets and the written notes 
help to eliminate this source of error. 

Since administration of follicular hormone over 
long periods is expensive, a knowledge of the efficacy 
of small doses by mouth may be of use to practitioners. 
Throughout this investigation, therefore, the doses 
were kept extremely low, although no doubt they. 
could in many cases have been increased with 
advantage, and complementary injections might have 
given even better results, The cost averaged 3s. 6d. 
per week per patient. 


SUMMARY 


(1) Follicular hormone (cstradiol) was administered 
to 51 women suffering from “hot flushes ” after an 
artificial menopause induced by radium, 

(2) The hormone was given only by mouth and the 
dosage purposely kept very low so as to estimate 
the effect of the limited quantities likely to be available 
for such cases in general practice. l 

(3) In nearly all cases the number and severity of 
the ‘flushes’? were reduced, and most of the less 
severe cases were cured. 

(4) After the tablets had been gradually withdrawn 
there was seldom any recurrence of symptoms within 
the next six months, 


My thanks are due to the honorary staff of the 
Hospital for Women, Soho, for permission to treat 
cases from their outpatient department in the 
endocrine clinic, and to Dr. F. L. McLaughlin of 
Roussel Laboratories Ltd. for liberal supplies of 
gyneestryl. 
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ACQUIRED TOLERANCE OF 
PNEUMOCOCCUS TO M. & B. 693 


By R. W. Ross, M.R.C.S. 


RESEAROH STUDENT IN THE INSTITUTE OF PATHOLOGY 
AT ST. MARY’S HOSPITAL, PADDINGTON 


THAT pneumococci can rapidly acquire tolerance 
or fastness to M. & B. 693 in laboratory animals 
has been shown by Maclean, Rogers, and Fleming 
(1939). No direct evidence, however, has been recorded 
that organisms which have invaded the human body 
have acquired tolerance to the sulphanilamide group 
of drugs administered therapeutically, although 
Cokkinis and McElligott (1938), in their report of 
the treatment of gonorrhea with sulphanilamide, 
say that, if cases are treated early before immunity 
can develop or with initially insufficient doses, 
relapses, if they take place, are very resistant to 
further treatment with sulphanilamide. The experi- 
ments recorded in this article show that, in a case 
of pneumococcal meningitis, the pneumococcus 
isolated post mortem, after intensive treatment of 
the patient with M. & B. 693, was much more resistant 
to the drug. than was the pneumococcus isolated 
early in the infection. 


CULTURES AND EXPERIMENTS 


The cultures used were sent by Dr. T. C. Backhouse, ° 


of the public health laboratory, Rabaul, New Guinea, 
to Prof. A. Fleming. They were obtained from a 
fulminating case of pneumococcal meningitis in a 
native. One culture was isolated during the first 


TABLE I—OLINICAL DETAILS OF THE CASE OF PNEUMOCOCCAL 
MENINGITIS FROM WHICH BLOOD-OULTURES WERE 


OBTAINED 
4 
| —| Concentra- 
a tion o 
Son M & B. 693 
Date of ie 
in Olinical Condition | Blood- | aca 
oa history of C.S.F. | culture 2M | C.S.F. [Blood 
AZ|- 
i Mg. per 
= 100 c.cm 
22nd | Admitted with — Not 2 a 
pains in chest done 
and stift neck 
23rd | Well-marked Opalescent | Hea 10-5) None 
meningeal (Pressure + + |growt de- 
Signs. Patient | Numerous tected 
unconscious polymorphs 
Temp. 102° F. | Culture + +* 
24th No great Opalescent | Heavy 6 
change Pressure + | growth 
Temp. 99°8° F. | Culture + + 16 
25th | Slight improve- Clearer Nega- 32 
ment early Culture + tive 
followed by fits 
26th Fits con- Very turbid Not zs 33 
tinued until Culture + ft done 
death, 3 A.M. 
| Total .. 28-5 
* Strain 1 derived from this. 
t Strain 2 » n 29 


twenty-four hours of treatment with M. & B. 693; 
the other was obtained post mortem after three 
more days of intensive treatment. The clinical 
details, kindly supplied by Dr. Backhouse, are 
shown in table I. 

Dr. Backhouse gave M. & B. 693 partly intra- 
muscularly and partly by nasal catheter. Proom’s 


method of estimating the drug was used, and Dr. 
Backhouse remarked that the concentration of 
M. & B. 693 seemed fantastically high, and he attri- 
buted that to the fading of his standards. The 
cultures took three weeks in transit but grew pro- 
fusely when they arrived in England, and each showed 
the type-specific capsular swelling with serum type 1. 
The sensitivity of these two strains was tested 
in vitro by the method described by Maclean, Rogers, 
and Fleming (1939): serial dilutions of pneumococcus 
culture were implanted into (1) equal volumes of 
M. & B. 693 1/10,000 and human ‘defibrinated blood, 
and (2) equal volumes of normal saline and defibrin- 
ated blood ; these mixtures were then placed in slide 
cells and incubated for twenty-four hours. These 
experiments were repeated many times with results 
such as are illustrated in the accompanying figure, 
which shows that strain 1 is much more sensitive to 
M. & B. 693 than in strain 2. Table II is a typical 
protocol of such an experiment and shows that the 
culture of pneumococcus derived from the patient 
just after the start of treatment was sensitive to 
1/20,000 M. & B. 693— although not nearly as sensitive 
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Sensitivity to M. & B. 693 of strains of pneumococcus 
from a fatal case of pneumococcal meningitis: (A) 
strain 1 from blood-culture made soon after start of 
treatment with M. & B. 693, showing sensitivity to the 
drug (compare especially 1/80 dilutions); (B) strain 2 
from blood-culture made post mortem, showing tolerance 
to the drug. The numerals refer to dilutions of a 
twenty-four hours’ broth culture. 
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as many pneumococci have been shown to be by 
Maclean, Rogers, and Fleming (1939)—but the culture 
taken after treatment and death was insensitive to 
this concentration of the drug. The number of 
pneumococci in each culture was practically the same. 


TABLE LI—SENSITIVITY OF TWO STRAINS OF PNEUMOCOCOUS 
To M. & B. 693 


Culture 1 Culture 2 
Sur- Survivors Sur- | Survivors 

Implant |vivors in in Implant |vivors in in 

saline |M. & B.693 saline |M. & B. 693 
= 430 6 0 0 
860 7 5 5 
1760 11 5 6 
3440 44 12 36 
6880 268 31, 33 
13,700 | œ 102 | 238 


| : 


The growth of strain 2 showed no signs of “‘ rough- 
ness,” but, because McIntosh and Whitby (1939) 
have pointed out a correlation between roughness 
and tolerance to M. & B. 693, the virulence of the 
two strains was compared. Mice were injected intra- 
peritoneally with increasing doses of pneumococci in 
saline. 
shows that, although neither strain was very virulent 
to mice, their virulence was approximately equal. 


SUMMARY 

In a fatal case of pneumococcal meningitis treated 
with M. & B. 693 the culture of pneumococcus 
obtained shortly after the start of treatment was 
sensitive to M. & B. 693, whereas the culture obtained 
post mortem was insensitive. No great difference in 
virulence between the two strains was found, and the 
insensitive strain showed no indication of roughness 
and gave the Neufeld reaction with the appropriate 

e serum, 7 

Although the organism first isolated was sensitive 
to M. & B. 693 and formidable concentrations of that 
drug were present in the body, a cure was not 
effected. It seems likely that the immunity of the 


TABLE IITI—cOMPARISON OF VIRULENCE OF TWO 
STRAINS OF PNEUMOCOOOI 


Culture 1 Culture 2 
Infecting Infecting 

dose . Result dose Result 
2,240,000 Death in 5,600,000 Death in 
48 hours 36 hours 
224,000 Death in 560,000 -Death in 
54 hours 60 hours 
22,400 Survived 56,000 Death in 
84 hours 
2240 Survived 5600 Survived 


patient was insufficient to deal with the pneumococci 
even when they had been exposed to a concentration 
of M. & B. 693 which originally affected them, and 
that after some three days’ exposure to the drug the 
pneumococci had acquired a fastness to the chemical 
with the result that it no longer had any effect. If 
this is so, it emphasises the desirability of increasing 
the immunity at the same time that M. & B. 693 is 
administered, so that if possible the infecting cocci 
can be destroyed before they have had time to 
acquire a tolerance to the drug. 


The results are given in table III, which , 


My thanks are due to Dr. Backhouse, who provided 
the clinical details and cultures, and to Prof. Fleming 
for his generous advice and criticism. 
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Clinical and Laboratory Notes 


AGRANULOCYTOSIS FOLLOWING 
ADMINISTRATION OF M. & B. 693 
By M. E. SUTHERLAND, M.B. Lond., D.C.H. 


RESIDENT MEDICAL OFFICER AT QUEEN OHARLOTTE’S 
MATERNITY HOSPITAL ISOLATION BLOCK, LONDON 


M. & B. 693 is being tested in Queen Charlotte’s 
Hospital Isolation Block on behalf of the Therapeutic 
Trials Committee of the Medical Research Council. 
A full report will be published later, but in the mean- 
time it seems advisable to call attention to the fact 
that agranulocytosis may occasionally arise in patients 
treated with the drug, just as it may with sulphanil- 
amide, One case has already been reported from 
this hospital by Johnston (1938), and a second is 
described here. 

CASE-RECORD 


The patient was a primipara, aged 37, who developed 
fever twenty-four hours after a manual removal of 
the placenta and was admitted on the second day of 
the puerperium as a typical case of a heavy local 
infection with hemolytic streptococci. The blood- 
culture was sterile. Her main complaint was severe 
headache. During her first eight days in hospital 
she was given 32 g. of M. & B. 693 by mouth, the 
drug being stopped when her temperature had been 
normal for forty-eight hours. Twenty-four hours 
later her temperature rose sharply to 104° F. and 
M. & B. 693 was recommenced. When the patient 
had had 40 g. in all the leucocyte-count was 14,700. 
Three days later, when 52 g. had been given, it was 
7000. In view of this sudden fall the drug was 
stopped immediately, but in spite of givi Pent- 
nucleotide and Campolon the count fell until it reached 
1500 with no polymorphs. A transfusion of two pints 
of defibrinated blood was then given by the drip 
method. Two days later a leucocytosis was pro- 
voked in another donor by the mtramuscular injec- 
tion of 2 c.cm. veterinary nuclein; a pint of blood 
was then taken, defibrinated, and given by the drip 
method. On this day the patient’s white-cell count 
showed a rise and a few polymorphs appeared. During 
the period of agranulocytosis the patient’s general 
condition became grave with high fever and pulse- 
rate. Three blood-cultures at this time gave a 
growth of Streptococcus hemolyticus group A, on one 
occasion no less than 5000 colonies growing from 
1 c.cm. Two days after the second transfusion the 
white-cell count reached 4700 with 72 per cent. 
polymorphs. Thereafter it rose steadily until the 
patient developed a leucocytosis of 29,000. The 
blood-culture became negative but localised strepto- 
coccal abscesses appeared on her back. These were 
opened and have now recovered. The patient never 
had tonsillitis or hemolytic streptococci in the throat. 


A striking feature of this case was the severe head- 
ache of which the patient complained on admission and 
which persisted until her recovery from the agranulo- 
cytosis. A similar symptom had been noted by 
Johnston. Another point was the slowness of response 
to the drug. It was six days before the temperature 
came down and remained normal (see figure), whereas 
two or three days is the usual time. 

So far two other cases of agranulocytosis following 


` 


THE LANCET] 


FEBRUARY MARCH 
3 5 7 9 It B IS 


17 19 2! 23 25 27 | 


LEUCOCYTES 


Polymorphs % 20030 72 
treatment with M. & B. 693 have been reported in this 
country and one in America. Melton and Beck (1939) 
mention another case, All the reported cases had had 
large doses before the condition was discovered and 
the drug stopped. Thus Coxon and Forbes (1938) 
gave 64 g. in seventeen days when treating a case of 
typhoid; Barnett and his colleagues (1939) gave 
80:9 g. in seventeen days; Johnston (1938) used 
54 g. in eleven days; and my case received 52 g. in 
twelve and a half days. 

It seems that quantities over 50 g. may be dan- 
gerous to patients who are already suffering from a 
disease which causes some destruction of blood- 
corpuscles. Lloyd, Erskine and Johnson (1938) 
report that patients treated for gonorrhoea have been 
given quantities up to 50-52 g. without obvious ill 
effects, but they have noted a slight but definite 
depression of the white count with polymorphonuclear 
leucopenia and lymphocytosis in a small proportion 
of cases, Tzanck et al. (1939) report a fatal case of 
agranulocytosis in a patient who showed an intolerance 
to other drugs and who had only been given moderate 
doses of M. & B. 693. 


CONCLUSIONS 


Agranulocytosis may arise after or 
during treatment with M. & B. 693. 
The white-cell count falls for two to 
three days after the drug has been 
discontinued. 

A case of puerperal streptococcal 
infection showed an atypical response 
to the drug similar to that seen in 
cases of agranulocytosis during sulph- 
anilamide therapy. 

Though agranulocytosis may be sus- 
pected as the cause of a sudden 
deterioration in a patient’s condition 
during treatment, it cannot be definitely 
diagnosed without a white-cell count. 
Frequent blood-examinations should 
therefore be made on all cases where 
M. & B. 693 is continued for more 
than a week and large doses are given. 


I wish to express my thanks to Dr. 
Leonard Colebrook for his advice and 
assistance in preparing this paper, to 
Dr. E. D. Hoare for doing the blood- 
counts, and to the honorary staff of 
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Fia. 1—Without support, showing 
dropping of right eye. 
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Queen Charlotte’s Maternity Hospital for permission 
to report this case. 
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AN AID TO PROSTHETIC RESTORATIONS 
OF THE MAXILLA AFTER EXCISION 


By D. Greer WALKER, M.Dent.Sc., M.B. Dubl. 


ASSISTANT DENTAL SURGEON TO THE ROYAL DENTAL HOSPITAL ; 
` DENTAL REGISTRAR TO THE MIDDLESEX HOSPITAL 


WHEN the maxilla is partially or completely removed 
its restoration is often difficult, and similar difficulties 
may arise as the result of a palatal antrostomy. 
The collaboration of the dental surgeon in these 
cases is often of great value. The appliances that he 
may construct are of two classes—those inserted 
shortly after the operation, and those inserted at a 
much later date when healing is complete. 


The appliances for immediate use are solely for 
the purpose of covering the communication that has 
been established with the oral cavity by the partial 
removal of the palate ; these, worn only at mealtimes, 
enable the patients to eat with less discomfort, and 
are quite easy to make. The appliances of the second 
class present more difficulty in that they are required 
not only to assist eating but to replace the lost tissue 
and improve the appearance of the patient. If the 
case is one in which the lost tissue is solely palatal 
an appliance can easily be devised to make good this 
defect ; but.if there is also loss of bone of the outer 
and infra-orbital wall of the antrum, a more compli- 
cated problem arises. The restoration must not only 
cover the palate but must also support the cheek 
and eye from which the natural support has been 
removed. If the palatal opening allows the insertion 
of an appliance large enough to support these struc- 
tures the restoration is comparatively simple. There 
are cases, however, in which the opening is too small, 
and since there is an obvious objection to further 


Fia, 2—With support, showing 
position of eye corrected. 
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operative measures at this stage the solution must 
be conservative. Some time ago a case of this type 
came under my care, 

On Sept. 14, 1937, Mr. Lawrence Abel removed the 
right maxilla for a giant-cell tumour, the diagnosis 
having been confirmed by pathological examination. 
The patient made an uneventful recovery. On March 1, 
1938, there was a further operation to increase the 
size of the aperture into the mouth, in the hope that 
it would be possible to insert an appliance to push 
up the eye, which had dropped down. The opening 
was made much larger, but it was found impossible to 
insert an appliance by this route. I therefore solved 
the problem in the following way. The palatal 
opening was first covered with a vulcanite obturator 
which was replaced after a few months by dentures, 
the patient being edentulous except for one upper 
left incisor. The mouth could now be regarded as 
satisfactory, and the collapse of the cheek had been 
improved as far as possible. The double vision had 
yet to be corrected, and this was definitely urgent. 
The patient had never required glasses, but I thought 
that normal vision might be restored by some support 
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to the eye, and this support could most easily be 
attached to the framework of spectacles. Experiments 
on these lines at the Royal Dental Hospital were 
entirely successful, and I decided to transfer the 
patient to the Middlesex Hospital for the advice of 
Mr. Maurice Whiting, who was of the opinion that 
this support should have no harmful effect on the 
eye. Messrs. Curry and Paxton fitted the patient 
with plain glasses with an inconspicuous flesh- 
coloured support attached. The support was made 
of cellulose plastic and moulded to fit the concavity 
below the eye; it was then attached to the lower 
rim of the spectacle frame. The patient has now 
had these glasses for over six months; he has 
experienced, no discomfort and the double vision is 
completely eliminated during the time that he wears 
them, This he does, however, only when he feels 
they are most needed, for it was feared that a long 
continuous pressure might have some harmful effect 
on the eye. Fig. 1 shows the eye without the support, 


and it can be seen that it drops considerably. Fig. 2 


shows the position of the eye well corrected by the 
glasses. 
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AT a meeting of this section held on May 17 Mr. 
C. H. S. FRANKAU, the president, read a paper on 


Surgery in Old Age 


Age, he said, is not merely a question of years but 
depends on degenerative processes associated with a 
diminished blood-supply. The saying that a man is 
as old as his arteries would be more accurate if it 
embraced the condition of the heart muscle. The 
influence of senile changes on prognosis and treatment 
could be considered under various headings, 

Injury to the soft parts may be disproportionately 
serious in the aged, Severe bruises must therefore 
be treated with great caution: all pressure is to be 
avoided and after 24-48 hours, when capillary 
oozing has ceased, an electric pad applied inter- 
mittently is often of value; but fierce heat or cold— 
for example, an icebag—may precipitate skin gan- 
grene. Open wounds are more liable to infection and 
healing is slow. 

Fractwres.—In the speaker’s experience it is not 
true to say that fractures in old people unite but poorly 
or not at all—the exception being intracapsular 
fracture of the neck of the femur. Most cases of 
Colles’ fracture will with careful reduction and 
immobilisation give a good and useful joint. In 
fractures of the long bones union is usually delayed 
but is eventually complete: one of his patients 
celebrated his ninetieth birthday with a Steinmann 
pin through the os calcis and a comminuted fracture 
of the upper third of the tibia, which united firmly in 
ten weeks. A fractured patella is often considered 
unsuitable for treatment in old people, but “why 
condemn a man of, say, 70 to the life of a cripple 
when removal of his patella will give him, as a result 
of a speedy and safe operation, a useful limb?” He 
had seen good results during the late war from 
removal of the patella shattered by gunshot. How- 
ever another side of the picture was the unpre- 
dictable, and as far as he knew unexplained, 


phenomenon of ‘‘ disunion’’ occurring some weeks 
after apparent healing of a fracture. In plaster 
treatment. pressure sores over bony points (for 
example the styloid process in treatment of Colles’ 
fracture) must be carefully avoided by adequate 
padding. 

Massage, apart from being valueless, Mr. Frankau 
regards as dangerous to old people, owing to the 
liability to dermatitis which may lead to sub- 
cutaneous venous thrombosis, 


Acute abdominal conditions—He recognised two 
definite facts about acute appendicitis in old age. At 
one stage it may resemble intestinal obstruction of 
slow onset with an ‘‘ acute indigestion’? pain com- 
monly referable to the epigastrium, rarely to the 
right iliac fossa, and a persistent pyrexia ; physical 
signs are indefinite, the abdomen is distended, some- 
times there is visible peristalsis and tenderness is 
general, often being greatest in the hypogastric and 
umbilical regions. At operation there is little peri- 
toneal exudate, the intestines are sticky and red, 
and the infected appendix is rarely shut off by 
adhesions ; these patients despite their age and the 
long duration of symptoms tolerate operation well. 
The other type of case presents “an acute attack of 
indigestion ” followed by indefinite symptoms, 
inability to take food, constipation or diarrhea, and 
a persistent slight pyrexia; examination, indefinite 
at first, later reveals a hard tender mass—an appendix 
abscess—in the right iliac fossa. The abscess forma- 
tion is remarkably slow. As in all cases of appendix 
abscess, operation should be delayed until complete 
localisation is certain, and if the appendix is not 
found at once it should not be sought. 

Surgery is not advisable for short attacks of 
biliary colic provided they are controllable by morphia 
and atropine, and provided the gall-bladder is not 
persistently distended ; but if the attacks increase in 
frequency or severity, or if the gall-bladder becomes 
distended, operation is inevitable. Drainage of the 
gall-bladder is then preferable to removal except 
when it is literally “ hanging by a pedicle.” From 
one patient, a woman of 83, he six years ago removed 
a stone the size of a small lemon, draining the gall- 
bladder which was full of pus; the patient has since 
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remained well and survived the removal of a gan- 
grenous appendix at 88. In old people the liver may 
drop and on two occasions (five years ago in one 
patient, now aged 87 and well) what appeared to be 
an appendix abscess proved to be an empyema of the 
gall-bladder low down in the right iliac fossa. 


Carcinoma in old people usually progresses slowly 
with less tendency to disseminate. A small scirrhous 


carcinoma of the breast in a patient aged 75 who. 


refused treatment had, when she died of bronchitis 
at the age of 81, grown to the size of a hazel-nut 
(double the original size) and was about to ulcerate 
through the skin; another patient, aged 76, after a 
lateral anastomosis for carcinoma of the splenic 
flexure which. was producing intestinal obstruction, 
lived over six years with the growth untouched and 
without further symptoms referable to the abdomen. 
A woman of 87 with complete obstruction was treated 
by a cæcostomy, which subsequently closed, and an 
anastomosis of the lower part of the pelvic colon, and 
he went to a cocktail party given by her on her 
ninetieth birthday. For carcinoma of the breast in 
really old people local removal of the gland is 
generally adequate, and extensive radical operations 
are to be avoided; in the abdomen exclusion of a 
carcinoma of the colon by anastomosis is safer than 
excision, and for pyloric stenosis due to cancer of 
the stomach gastro-enterostomy is the most that 
should be done, gastrectomy being too severe. 

Urinary tract conditions.—When cystitis and pyelitis 
are associated with obstruction, the latter must 
obviously be dealt with first ; mandelic acid must be 
used cautiously if casts in the urine suggest renal 
degeneration. The risk of nausea and vomiting 
from sulphonamide drugs may be obviated by giving 
small doses of dilute hydrochloric acid after the 
drug. 

Hernia.—A change from a smaller- to a larger- 
sized pad, by distributing the pressure over a greater 
area often allows an ill-fitting truss to be worn with 
comfort, Elastic bands are more comfortable than 
steel springs, although if the latter are essential the 
Salmon Ody type is preferable ; a double truss should 
be fitted even though the hernia is unilateral. Some 
patients require a change of truss every two or three 
months. In an aged person a local mild operation 
is justifiable for an inguinal hernia which cannot be 
controlled by a truss, in order to reduce the size of 
the opening and allow a light appliance to be worn 
subsequently. Umbilical hernia in old people should 
be left alone. 

Management of an operation.—Operation, unless 
of a life-saving nature, should be ruled out in patients 
with impaired renal efficiency, chronic bronchitis, or 
a flabby heart muscle. Rest in bed for some days 
previously is desirable, when fluid and glucose should 
be given up to the limit of tolerance (the intravenous 
route is best avoided owing to the risk of pulmonary 
cedema). Old people are not very tolerant of glucose, 
and glycosuria easily develops, so that a small dose 
of insulin is often advisable. Iodine may irritate and 
alcohol is a safer skin preparation. The ideal anæs- 
thetic, in Mr. Frankau’s opinion, is Avertin, with 
gas and oxygen, which appears to be safe at any age 
and gives adequate relaxation ; if necessary a small 
amount of chloroform is probably a safer addition 
than ether. The uses of Evipan are limited, and 
spinal anesthesia is unsatisfactory in old people. 
Postoperative basal collapse may be inhibited by 
inhalation of CO, and oxygen at regular intervals 
for 24—48 hours after operation ; this applies especially 
to upper abdominal operations, but it is also valuable 
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for fracture cases suddenly put to bed, and should 
be used much more often. 

Despite every precaution however the patient 
often fades away after apparent success. 

Although discussion of a presidential address was 
not strictly in order, Mr. Frankau asked for points 
of disagreement. 


Mr, ZACHARY COPE said he thought a carcinoma of 
the stomach should be removed whatever the age of 
the patient. He had operated successfully on one 
patient aged 78 who died 2} years later, and two 
other patients on whom he had operated were aged 
76 and 74.—Mr, Q. GORDON-TAYLOR, in moving a 
vote of thanks, said he believed a successful operation 
for strangulated femoral hernia had been reported in 
the United States at the age of 107.—Sir ALFRED 
WEBB-JOHNSON, seconding, maintained that a large 
open growth or ulcer on the body of the stomach 
should be removed if there is the slightest possible 
chance of success, 


ACADEMY OF MEDICINE IN 
IRELAND 


ROYAL 


AT a meeting of the section of pathology held on 
May 5, with Dr. R. A. Q. O’Mrara, the president, 
in the chair, Prof. JoHN MCGRATH opened a 
discussion on 


Hemoglobin Estimations 


and the necessity for the adoption of a common 
standard. The estimation of hemoglobin in the 
blood, he said, is often more important in diagnosis 
and prognosis, though less accurate, than the 
enumeration of the erythrocytes: in combination 
with the latter (the proportion being expressed as the 
colour-index) the estimation is essential for the proper 
study of any form of anemia. There are many ways 
of estimating hemoglobin ; 
of determining the oxygen-combining power of the 
blood or the iron in the blood, and various colori- 
metric methods. The latter are almost invariably 
used clinically and in the usual hospital laboratory, 
a blood, coloured liquid, or glass standard being 
compared with a diluted solution of the blood to be 
examined ; the hemoglobin being usually trans- 
formed into one of its derivatives, commonly acid 
hematin. The amount or weight of hemoglobin 


cannot be determined directly, and consequently 


where the utmost precision is necessary the oxygen- 


combining power of the blood or its iron content is 


determined. The most important function and 
property of hemoglobin is its ability to combine with 
oxygen in the proportion of one molecule of oxygen 
to each atom of iron, and probably (as stated by 
Van Slyke) the best method of expressing the hemo- 
globin content would be in terms of oxygen-combining 
power. The hemoglobin per 100 c.cm. of blood may 


` be calculated on the assumption that 1 g. hemoglobin 


has an oxygen capacity of 1:34 c.cm,; this basis has 


proved difficult to determine exactly, but it is reason-' 


ably accurate and is generally accepted in practice. 
This method is, however, as yet unsuitable for 
clinical use, The iron content of the blood may 
be determined by one of several methods, notably 
those of Kennedy, Wong and Ostergood. The value 
of the hemoglobin content may then be found, since 
hemoglobin contains 0-0335 per cent. of iron. The 
latter figure, is, however, susceptible to the same 


degree of error as the oxygen-combining power. 


these comprise methods 
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The accuracy of these laboratory methods is amply 
sufficient to enable them to be used in the calibration 
of the colorimetric instruments which are used 
clinically. The simpler of these clinical methods 
have wide margins of error—up to + 20 per cent.— 
but the better methods carefully used should have an 
accuracy of about + 5 per cent. 


DIFFERING NORMAL STANDARDS 


Prof. McGrath pointed out that the various forms 
of apparatus used clinically employ different normal 
standards. The result is usually reported as a per- 
centage of the normal, and the clinician has become 
accustomed to seeing and understanding this form of 
report. Furthermore, such a form is essential for 
the computation of the colour-index. The normal 
amount of hemoglobin was formerly given as being 
about 14 g. per 100 c.cm. blood (Haldane), but this 
has been shown by various workers to be too low. 
It has been shown that in the adult, considered as 
being normal, the hemoglobin-content varies from 
about 13 g. to 17-5 g. and even more extreme figures 
have sometimes been recorded. Following on these 
findings various instruments have been widely sold 
which are calibrated according to different standards, 
The normal of 100 per cent. varies in these instruments 
from 13-8 g. to about 17 g. Hb per 100 c.cm. blood. 
Usually reports are furnished giving the percentage of 
hemoglobin based on these calibrations, and the 
actual amount of hemoglobin corresponding to 100 
per cent, is not stated. Published papers often 
contain figures which are of uncertain significance 
for the same reason: there is no foundation for the 
belief that the hæmoglobin figures in English publica- 
tions are invariably based on the Haldane standard. 
It is not unusual, in Dublin and elsewhere, to see 
reports on the same blood by different pathologists 
which are not comparable because different standards 
are used to express the result. To give an example: 
let us assume a person with a blood of 2,500,000 red 
cells per c.mm, and a hemoglobin content of 8:5 g. 
per 100 c.cm. blood. The pathologist with a hemo- 
globin standard of 14 g. per 100 c.cm. blood will 
express this as Hb 61 per cent., colour-index 1-2; while 
his colleague with a standard of 17 g. per 100 c.cm. 
blood will express it as Hb 50 per cent., colour-index 
1:0. Various workers, including Haden and Osgood, 
have suggested that, in order to eliminate this con- 
fusion, the amount of hemoglobin should be reported 
in grammes per 100 c.cm. blood. This method would 
be quite excellent and reasonable, but clinicians have 
become accustomed to the expression of hæmoglobin 
in percentages, and again the colour-index should 
certainly be given in every case. It is, therefore, 
desirable that a standard normal value for the hemo- 
globin content should be adopted and utilised in all 
reports, at any rate in this country. 


METHODS OF DETERMINING THE STANDARD 


One of two methods might be used to determine 
the standard. (a) The standard might be arbitrarily 
determined by a committee from the figures already 
published. The wide variation in the values found in 
“normal” adults must be regarded in the light of 
the number of erythrocytes present. The standard 
normal hæmoglobin should be taken as being the 
amount present in the blood of a normal adult with 
5,000,000 red cells per cmm. On this basis the 
variations of hæmoglobin in normal people becomes 
easier to understand. We see, for example, that if 
the normal adult with 5,000,000 red cells per c.mm. 
had (say) 14g. Hb per 100 c.cm. blood, then anormal 
' adult female with 4,500,000 red cells with exactly 
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similar cellular hemoglobin content would have 
12-6 g. Hb per 100 c.cm. blood, and a man with 
6,000,000 red cells would have 168 g. Hb per 
100 c.cm. The standard normal adopted should, 
however, bear a reasonably close relation to the 
actual normal, if a high colour-index is to have its 
proper significance. There is good reason for believing 
that the red corpuscles are normally saturated with 
hemoglobin: a colour-index above unity, therefore, 
should indicate increased average size of the cells, 


rather than supersaturation with hemoglobin ; the 


increased average “size” normally indicating 
increased average diameter. (b) The normal standard 
to be adopted might be determined as a result of 
investigation. Though such investigations have been 
made elsewhere, the correlation between height, 
weight, age, and the hemoglobin and cellular content 
of the blood in normal adults in this country has 
never been critically investigated, and might be 
a suitable subject for research. E 

The adoption of a common normal standard for 
hæmoglobin would not make it necessary to discard 
the apparatus now in use: these could be calibrated 


and the results transposed to standard by the use of 


a factor. 


NEW INVENTIONS 


APPLIANCE FOR CONTROLLING PROLAPSE 
i OF THE RECTUM 


FOR an advanced and inoperable case of prolapse 
of the rectum the appliance illustrated here has 
distinct advantages over the usual non-rigid sling 
and pad and was found to be very satisfactory in 
practice. 

The appliance consists of a narrow elastic or 
webbing belt, a strip of thin, flat, spring steel which 


is hooked at either end to take the belt, and a cone- 
shaped pad made up of layers of Sorbo rubber on a 
backing of firm leather. 

Two leather slings attach the pad to the spring 
and allow of sliding' adjustment backwards and for- 
wards, The rigidity and flatness of the spring hold 
the pad in position more firmly than does a non-rigid 
appliance and there is little tendency for the prolapse 
to escape past the side of the pad. In addition, the 
shaping of the steel spring holds it clear of the 
body and avoids the “cutting in” which is a 
source of discomfort when a non-rigid sling is tightly 
braced, : 

The appliance was made for me by Messrs. John 
Bell and Croyden, Wigmore Street, W.1. 


G. F. GRANT BATCHELOR, F.R.C.S. 
Surgeon to West London Hospital. 
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REVIEWS AND NOTICES OF BOOKS 


The Practice of Medicine 


(2nd ed.) By JONATHAN CAMPBELL MEAKINS, 
M.D., LL.D., professor of medicine and director 
of the department of medicine, McGill University ; 


physician-in-chief, Royal Victoria Hospital, 
Montreal. London: Henry Kimpton. 1938, 
Pp. 1413. 50s. 


Prof. Meakins is a modern physiologist-physician. 
As physiologist he believes that there is “a true basis 
for conclusions in all abnormal processes in living 
man, if we know enough properly to evaluate them,” 
As physician, he aims at being ‘‘a combination of a 


confessor, a judge, a counsellor and, above all, a. 


friend.” In his presentation of medicine, pathology 
is no longer just the pathology of the post-mortem 
table ; it is the pathology of the living, which means 
the disturbance of physiological processes produced 
by disease, traced through the days or months or 
years that disease may last. He is conspicuously 
interested in the mechanism and significance of signs 
and symptoms. 
book, whose second edition, duly brought up to date, 
we are glad to welcome; 500 illustrations, chosen 
to amplify descriptions of less common rather than 
of everyday conditions, are among its valuable 
features, 


Iodine and the Incidence of Goiter 


By J. F. McOLENDON, professor of physiological 
chemistry, University of Minnesota. London: 
Humphrey Milford, Oxford University Press. 
1939, Pp. 126. 228. 6d. 


Schilddriise, Jod und Kropf : Klinische und 
experimentelle Untersuchungen 


By M. SAEGESSER, Bern. Basel: Benno Schwabe 
and Co. 1939. Pp. 163. Swiss Frs.10. 


THESE two books present an interesting contrast 
in methods of attacking the same problem. Although 
the validity of the hypothesis relating iodine 
deficiency to the occurrence of endemic goitre must 
be regarded as settled in broad outline beyond all 
reasonable doubt, the precise rôle of iodine in other 
forms of thyroid disease is by no means so clear, and 
even in relation to simple goitre there still remain 
points to be explained. 

The book of Prof. McClendon will be universally 
welcomed; it carries with it the authority of a 
worker whose own contribution to the goitre problem 
is recognised all over the world, and it provides for 
the first time a concise but comprehensive summary 
of the great mass of analytical work which alone 
has provided a secure foundation for the accepted 
theory of the etiology of goitre. The cumulative 
evidence afforded by this summary can leave no doubt 
in the mind of the most sceptical reader as to the 
primary esxtiological importance of environmental 
iodine. It has not been sufficiently realised that the 
accurate determination of small amounts of iodine 
is a very difficult chemical operation, and many 
studies have been undertaken by workers little 
qualified for experiments of this nature. In a 
compilation as comprehensive as this the author 
is compelled to include figures that are open to grave 
doubt; such doubt appears to arise especially in 
connexion with the analysis of animal organs and 
body fluids, and the sections dealing with these 
subjects might well have been prefaced with the 


That is the keynote of this text-: 


illuminating results of the analysis of the same sample 
of blood in different laboratories which is referred to 
in the section on the determination of iodine. The 
discriminating reader will, however, be able to sift 
the wheat from the chaff, and will find this not only 
a valuable work of reference but instructive and 
suggestive reading. 

Dr. Saegesser’s monograph is mainly an account 
of his own researches into the relation of iodine not 
only to simple goitre and cretinism but to conditions 
of hyperthyroidism, The problems have been attacked 
by the experimental method, the main subject of 


study being the variations in iodine metabolism which 
_ are associated with pathological states of the thyroid. 


Particularly interesting are the results of iodine- 
feeding experiments which lead the author to conclude 
that the fundamental biochemical lesion both in 
hypo- and hyper-thyroidism is a disturbance in the 
total metabolism of iodine in the body—total 
metabolism including rate of excretion, mobilisation 
of iodine from extra-thyroidal tissues and equilibrium 
between iodine and active thyroid secretion. Dr. 
Saegesser’s arguments are not always easy to follow, 
but his experimental results are suggestive and 
are worthy of careful consideration. 


Dental Surgery and Pathology 


(7th ed.) By J. F. CoLYER, K.B.E., LL.D., 
F.R.C.S., L.D.S., consulting dental surgeon to 
Charing Cross Hospital and to the Royal Dental 
- Hospital, London; and EVELYN SPRAwSON, M.C., 
D.Sc., M.R.C.S., L.D.S., dental surgeon and lec- 
turer in dental surgery and pathology to the 
London Hospital. London: Longmans, Green 
and Co. 1938. Pp. 1067. 35s. 


THis book has been the mainstay of generations of 
students and has many merits. The teaching is 
simple, clear and forcible, the selection of matter is 
on the whole good and the illustrations are excellent. 
The chapters on dental caries still strike us as being 
disappointing and inadequate, The reference to the 
researches of Lady Mellanby is far too brief, and the 
Birmingham experiments on prolonged feeding of 
groups of children on various diets are not mentioned. 
Bunting’s work only gets a few lines. We appreciate 
the difficulty of preserving a balance in a book 
which purports to cover the whole field of dentistry, 
but the caries problem is so important that it would 
have been better to have given more space to it at 
the expense of some other subjects. Odontomes, for 
example, need not have been given so much promi- 
nence in a book of this kind; the over-ingenious 
classification is likely to perplex rather than aid the 
student, The section on radiology by Stanley Colyer 
is very good and the illustrations are really fine. 
That on parodontal disease is also good, but the work 
of Gottlieb has been omitted. The chapter on frac- 
tures of the jaws still seems to be written in terms of 
war injuries. Interdental wiring, now used by many 
dentists with great success, is not mentioned, while 
the obsolete Hammond splint still finds a place. 
The chapter on the remote effects of disease about the 
teeth, by Martin Rushton, is well set out, judicial in 
tone and summarises with much skill current opinion 
on dental sepsis and its sequelæ. This edition is 
bigger by 150 pages than its predecessor, issued seven 
years ago, and is in danger of getting too bulky 
for convenient handling, though the format is 
satisfactory and the print easy te read. 
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Modern Surgical Technique i 
By Max THOREK, M.D., professor of clinical surgery, 
Cook Graduate School of Medicine. London: J. B. 
Lippincott Co. 1938. Pp. 2045 (3 vols.). 
THIS treatise comes from the surgical clinic of an 

important hospital serving the needs of a large 

industrial city, and it sets out to give up-to-date and 
practical instruction in the operations of surgery. 

It succeeds to the extent that the classical operations 

—the ligature of arteries and the standard amputa- 

tions—are clearly described and well illustrated, and 

that a senior surgeon who has the experience to pick 
out what he needs from a great deal that is irrelevant, 
or even incorrect, will find much to interest him 
in the rest of its pages. 
cannot be recommended to any of the various classes 
of reader who would be likely to turn to a work of 
this size, The author describes in detail methods of 


minor importance and fails to offer the surgeon help. 


on the performance of difficult operations where 
practical guidance would be welcome. In various 
places the methods advocated have been practised 
in European clinics but are practised there no longer ; 
some of them have almost been forgotten in the 
clinics where they originated. The author has the 
services of first-class illustrators and with adequate 
revision the book could still be made to fill the place 
it ought to occupy. 


Refraction of the Eye 

(2nd ed.) By CHARLES GOULDEN, M.D. Camb., 

F.R.C.S., ophthalmic surgeon to the London 

Hospital and surgeon to the Royal London (Moor- 

fields) Ophthalmic Hospital. London: J. and A. 

Ohurchill. 1938. Pp. 271. 12s. 6d. 

To many practitioners and some ophthalmic 
surgeons whose interests lie in other directions the 
mathematical aspect of optics is irksome and difficult, 
but a thorough knowledge of principles is essential 
to a grasp of refraction and to the study of the 
eye as an optical apparatus. Mr. Goulden has 
succeeded in making his section on optics no less 
lucid and interesting than the more clinical parts 
of his book and has included all that an ophthalmo- 
logist need know about refraction. The book is 
mainly written around lectures given to students 
attending the D.O.M.S. course at Moorfields, and 
pays especial attention to methods of examination 
in common use. The whole work has been carefully 
revised, but there are no fundamental changes in 
this second edition apart from the account of 
Fincham’s researches on accommodation and the 
réle of the lens capsule. 


Yearbook of General Therapeutics 


Edited by BERNARD Fantvus, M.S., M.D., professor 
of therapeutics at the University of Illinois college 
of medicine; and AARON L. GOLDBERG, M.D., 
assistant in the medical dispensary at the university. 
Chicago: The Year Book Publishers; London: 
H. K. Lewis and Co. 1939. Pp. 544. 10s. 6d. 


THERE are 474 abstracts in this volume, which is 
bigger than any of its predecessors and covers the 
literature from about the middle of 1937 to September, 
1938. Sulphanilamide in its many aspects and uses of 
course bulks large, and there is evidence of an ominous 
wave of interest in blood-transfusion and the storage 
of blood. Protamine zinc insulin is fairly fully 
considered, and so is the shock treatment of psychoses. 
The book includes new and more precise information 
on the therapeutic use of sex hormones and certain 
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But in its present form it. 
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vitamins, a number of papers on benzedrine, and a 
host of recommendations and reports on less widely 
known new treatments, with a section on local and 
general anesthetics. The abstracts follow their 
usual principle of giving full details and of concerning 
themselves mainly with procedures applicable in 
general practice, 


Quarterly Journal of Medicine 
THE April issue contains the following papers :— 


BENIGN BRONCHO-PULMONARY INFLAMMATIONS ASSO- 
CIATED WITH TRANSIENT RADIOGRAPHIO SHADOWS. By 
Hugh Ramsay and J. G. Scadding (Tuberculosis Dis- 
pensary, Walthamstow, Essex, and British Postgraduate 
Medical School). Twenty-nine cases meriting the above 
description are analysed. Four were examples of 
unresolved classical pneumonia, the earlier acute symptoms 
of which were typical. Four had bronchitic symptoms, 
and shadows characteristic of lower-lobe atelectasis. 
The remaining twenty-one had basal shadows suggesting 
small areas of consolidation, disappearing within a few 
weeks, and not associated with the toxemia of classical 
pneumonia ; the symptoms were catarrhal, sometimes with 
pleuritic pain or bloodstained sputum. The lesions are 
thought to be areas of aspiration pneumonia; they are 
common and have been described by many previous 
writers ; their differentiation from tuberculous lesions is 
important. The authors recommend for them the name 
“ benign circumscribed pneumonia.” 

HEREDITARY ECTODERMAL DYSPLASIA OF ANHYDROTIC 
Tyre. By P. C. C. de Silva. Four cases are described, 
from Ceylon. Deficiency in number and development of 
teeth, hypotrichosis, and absence of sweating and of 
sweat glands are the principal and characteristic features. 
Cases already reported are reviewed. The condition is 
sex-linked and incompletely recessive. 

THE SEORETIN TEST OF PANCREATIO FUNCTION. By 
Henrik Lagerlöf (St. Erik’s Hospital, Stockholm). 
Chemically pure secretin is injected intravenously. 
Duodenal content is aspirated for an hour through a 
special double tube which avoids admixture with gastric 
content and saliva. Bicarbonate, diastase, trypsin, and 
lipase are estimated. In acute pancreatitis, enzyme 
secretion (especially that of diastase) is diminished, with 
little change in the volume of pancreatic juice or its 
bicarbonate content. In obstructive lesions, and in chronic 
pancreatitis and carcinoma, all the components of pan- 
creatic secretion are reduced in amount. The test throws 
light on the regulation of pancreatic function and is 
of differential diagnostic value—e.g., in disti ishi 
idiopathic steatorrhea from chronic pancreatitis. 

STERNAL PUNCTURE IN THE D1A4QGNosis oF DISEASES OF 
THE BLOOD-FORMING ORGANS. By Ronald Bodley Scott 
(St. Bartholomew’s Hospital). This is a detailed analysis 
of the findings in sternal-marrow films in 6 normal subjects 
and 250 cases of disease of the hemopoietic system. 
Sternal puncture is of greatest diagnostic value in obscure 
cases of “ liver-deficiency ” anemia, in subleuksemic and 
aleukemic leukosis and in myelomatosis. The author 
is among those who regard the megaloblasts dominating 
the marrow-picture in addisonian anemia as abnormal 
cells ; on this view the pathogenesis is not to be described 
simply as an arrest of maturation of normal cells due to 
lack of a nutritive principle, but rather as a hyperplasia 
of primitive dysplastic erythroblasts histologically 
analogous to leukopenic myelosis. 

THE AGGLUTINATION OF SUSPENSIONS OF VIRUS-LIKE 
PARTICLES PREPARED FROM EXUDATES IN ACUTE Ruxzv- 
MATIO Fever. By G. Hardy Eagles and W. H. Bradley 
(Lister Institute and Department of Medicine, Cam bridge). 
Agglutination was brought about by about 40 per cent. 
of sera from cases of rheumatic fever, rheumatoid arthritis, 
and miscellaneous arthropathies. It occurred with the 
same frequency in each group. It showed no correlation 
with the activity of the disease, the clinical evidence 
of streptococcal infection, the antistreptolysin titre, or 
the red-cell sedimentation-rate. It is believed to have 
some significance, since it does not occur with normal 
sera, but the nature of this is still obscure. 
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INFECTION AT OPERATION 


NOWHERE does the new student find medical 
tradition more formidable than in the operating- 
theatre. The rigorous discipline there enforced 
is. based on the idea of operative infection as a 
mortal rather than a venial sin. Hence it is dis- 
concerting to find that we have lately published 
not one but a succession of independent papers 
revealing gaps in the aseptic barrier, and proving 
that the amount of infection at operation is not 
negligible even today ; while our correspondence 
columns have contained serious criticisms of the 
sterility of dressings. The accumulated evidence 
is too weighty to neglect, and the recommenda- 
tions cannot be dismissed by talking about 
“ counsels of perfection.” In some large hos- 
pitals strict records are kept of the individual 
sepsis-rates of surgical firms, and if this wise 
practice were more widely followed the figures 
might well be surprising. In a small but detailed 
jnvestigation Mr. DrvENIsH and Prof. Muses ' 
found that roughly 1 in 4 of one surgeon’s cases 
became. infected, whereas a second surgeon’s 
figure was 1 in 41. In our present issue Prof. 
Carys shows that in a clinic for cranial surgery 
no less than a quarter of a year’s postoperative 
deaths were attributable to infection. An important 
distinction that emerges is that in CarRns’s series, 
involving protracted operations, many types of 
organisms, including a dysentery bacillus and 
bacteria of minimal virulence, were isolated, whereas 
in the series investigated by DEVENISH and MILES 
Staphylococcus aureus was almost the only one found. 
This distinction must be emphasised, because the 
improvements in anesthesia and surgical technique, 
by lengthening the average time taken for opera- 
tions, make it essential to study surgical. statistics 
as a whole if the aseptic procedure is to be criticised. 
Prof. LERICHE in his Lister lecture ? drew attention 
to the wider aspects and remote results of opera- 
tive infection; phlebitis, pulmonary embolism, 
adhesions, keloid scars and recurrent infections 
are all possibly related to bacterial contamination 
of operation wounds. 

Our various contributors give their views on the 
source of infection. DEVENIsH and Mmes make 
out a good case for infection from the surgeon’s 
skin; and their paper would be remarkable if it 


1. Devenish, E. A., and Miles, A. A., Lancet, May 13, 1939, 
p. . 
2. Leriche, R., Ibid, April 8, 1939, p. 803. 
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did nothing “more than record their finding that 
up to 24 per cent. of gloves were punctured at 
operation. LERICHE was chiefly concerned with 
air-borne germs, while CAIRNS casts a wider net, 
and writes also of.droplet infection, water infection, 
and auto-infection. We hope that his review will 
point the way to an even more elaborate study by 
a. competent committee, for neither surgeon nor 
bacteriologist alone can be expected to say the 
last word on the whole subject. There are many 
practical questions to be answered. For instance, 
is it impossible to provide a satisfactory glove with 
a thin fabric exterior and rubber lining—a better. 
quality of the kind worn by housewives? Many 
pathologists use 4 cotton glove on the left hand to 
avoid post-mortem wounds, and it certainly helps 
to prevent glove punctures. Should not dressings 
be impregnated with a bacteriostatic agent ? 
Are masks all that can be desired ? An ineffective 
mask will actually accumulate organisms, and then 
discharge them in bulk on talking or coughing, and 
though a Cellophane mask is effective it causes 
dimming of spectacles. Again, ought we to bother 
about air sterilisation ? Hart * in America believes 
in it strongly, whereas DEVENISH and Mres doubt 
its importance ; they calculate that only 11 organ- 
isms per hour will be introduced into a wound. In 
Hart’s clinic an incidence of 33 per cent. of post- 
operative infections was lowered to 3-8 per cent. 
by the use of ultraviolet light; previously, rigid 
precautions such as masking, wall-painting and 
air-conditioning had been ineffective. LERICHE 
is likewise convinced that air sterilisation is possible, 
and greatly to be desired, and many surgeons in 
every country are in agreement. TRILLAT’S work 
on aerosol sterilisation of air was described in 
a paper in our pages recently by PULVERTAFT 
and his co-workers * and phenol vapour has. been 
used and recommended for a similar purpose. 
The surgeon who decides to sterilise the air 
of his theatres has plenty of effective methods at 
hand. | 

It appears that, after a long period in which 
surgeons have been rather too easily satisfied 
with their aseptic technique, our practice if not 
our principles must be reviewed. Sepsis-rates 
involving a quarter to a third of the patients ; 
mortality-rates due, in a quarter of the cases, to 
infection; gloves and masks with which the 
surgeon emulates the ostrich; dressings that 
contain tetanus spores; talc that is difficult to 
make innocuous; needles and syringes often 
inadequately sterilised; and the circumambient 
air, capable perhaps of bringing disaster when 
everything else is satisfactory—these are facts 
that must make the conscientious operator reflect. 
The problem has at least been exhaustively 
stated. That there should be a problem at all is 
perhaps a consequence of unwise separation after 
the marriage between surgery and bacteriology 
which made modern surgery possible. It is 
time, we suggest, for a restitution of bacteriological 
rights. 
3. Hart, D., Arch. Surg., Chicago, 1938, 37, 956 


4. Pulvertaft, R. J. V.. Lemon. C., and Walker, J. W. 
Lancet, Feb. 25, 1939, p. 443. 
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PURPOSES OF PUNISHMENT 


** Discontent,” said Rasselas, “ will not always 
be without reason under the most just and vigilant 
administration.” Proud as we, may be of the 
British administration of criminal justice, we are 
sometimes surprised by the consequences of its 
characteristically national system of compromises. 
While the police forces and the director of public 
prosecutions strain every nerve to bring the 
criminal to justice, the law-courts put obstacles in 
their way. Prosecutions must be conducted with 
restraint ; rigid rules of evidence must be observed ; 
the accused must have a sporting chance. The 
victories of British justice, in fact, have been won 
on the playing-fields of Eton. Twice in the present 
month men who have killed women have been 
mercifully found guilty of manslaughter because 
the fact that they had previously committed 
similar crimes had to be kept from the jury till 
after the verdict. A juryman must often be 
amazed that he is not allowed to have the very 
information that would most influence his decision. 
The effect is that these offenders commit ‘‘ man- 
slaughter,” go to prison, come out, and do it 
again. If the object of punishment is preventive, 
it is not being achieved; the community is not 
being protected, for the multiple offender; whether 
in homicide or house-breaking, is not detained till 
he is socially safe. If the object is reformatory, 
there is the like failure. Are we still working on 
the retribution theory or what other principle 
governs our penology ? 

Fresh in the memory are the heavy sentences 
passed on the misguided Irishmen who think that 
bombs are. the best means of commending to the 
English public a particular view of Irish national- 
ism. What is the exact purpose of the long terms 
of imprisonment passed in such cases ? If punish- 
ment is meant to be preventive, the right procedure 
one would suppose would be to ensure that these 
men are kept out of mischief until the situation—or 
their opinions—shall have changed and the public 
safety is assured. To assign “twenty years ” to 
one and “two years ” to another may be an index 
of the indignation aroused by the particular 
prisoner, but it is hard to see any sounder reason 
for it. If neither the tradition of English courts 
nor the present state of public opinion yet favour the 
indeterminate sentence, a time may well come when 
reformers will persuade us of its practical necessity. 
A complementary extension of supervision after 
discharge from prison might do something to 
reconcile the principles of individual liberty and 
public safety. The present graded tariff of penalties 
for offences seems often unsatisfactory for the 
hardened recidivist as wel] as for the juvenile 
offender, and for both of them a vaguely lengthy 
course of enlightened institutional care and after- 
care may prove to be the best remedy. | 

Sir ALEXANDER MAXWELL, the permanent under- 
secretary of state at the Home Office, spoke lately 
of the two schools of criticism. The danger with 
which society was faced in the treatment of crime, 
he said, was that of unscientific and sentimental 
assumptions. ‘There were not only the tender- 
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minded sentimentalists; there were also the 
tough-minded sentimentalists, so eager for the sup- 
pression of crime that they insisted on the 
“ strong ” policy, even though in this or that type 
of case the policy had been proved useless. We 
have all been made aware by certain foreign 
examples that the maxim salus populi suprema lex 
can lead to the dangers of dateless disappearance 
within the fences of the concentration camp. 
Perhaps, however, even such institutions might 
seem less abominable if we had confidence in the 
motives and character of those in charge of them; 
and the governments concerned do at least seek to 
justify their method by relating it to some rational 
basis. Our own system, if system it can be called, 
seems to arise from a muddled compromise between 
vengeance, deterrence and remedial treatment. In 
fact, to foreigners who inquire what is our theory 
of criminal justice we can only reply that, as usual, 
we have no theory at all. 


THE PRESENT POSITION OF DENTISTRY 


On May 10 Sir Franois AoLAND presided for 
the 34th time at the Dental Board of the United 
Kingdom—he has missed only two sessions since 
the board was set up. It was in June, 1916, 
after the memorial service to Lord KITCHENER, 
that Sir ALMERIO FrrzRoy, then clerk to the 
Privy Council, asked him to preside over a com- 
mittee to investigate the extent and gravity of 
the evils of dental practice by persons not qualified 
under the act of 1878. On the report of that 
committee was based the Dentists Act of 1921, 
and when the Dental Board was constituted Sir 
FRANOIS became its chairman. “The lay stop- 
gap,” he remarked, “‘ can step out now with a good 
conscience and make way for a member of the pro- 
fession.” His farewell was affectionate on both sides. 

Most of Sir Franors ACLAND’s last address was 
occupied with a survey of the present position of 
the dental profession. The Dentists Register 
now contains 14,400 names and is likely for some 
time to remain steady at that figure; so the 
fifteen-year period 1928-42 will begin and end 
with the same number of dental practitioners. 
But there is a difference in quality, for now there 
are nearly 8500 graduates and licentiates against 
6000 who are qualified by experience alone. Rather 
surprisingly there are still 199 hardy veterans 
registered under the act of 1878, who thus appear 
to have been in practice for at least sixty-two years. 
The situation in general gives the retiring chairman 
some concern. It is admitted that during the last 
twenty years the demand for dental surgeons has 
much increased. Ten years ago there were 480 
school dental officers; now there are 800. ‘The 
recent valuation of approved societies has entitled 
at least two million more insured persons to dental 
benefit. Each of the three service departments is 
requiring more dentists; in the Army Dental 
Corps, for example, the establishment of officers 
has increased by 30 per cent. in the last eighteen 
months. And finally the public demand for 
dentistry has increased as a result of health propa- 
ganda. The Dental Board, however, has not been 
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able to do as much as its chairman would have 
wished to enlighten the public about the good that 
dentists can do them. Six full-time demon- 
strators work in schools or at health-weeks, 50 
copies of nine films are in constant circulation, 
and some 200 lectures a year are given in schools 
and factories; but to produce any considerable 
effect tens of thousands of pounds would, he thinks, 
have to be spent on public posters and press 
announcements. To meet this need Sir FRANCIS 


foreshadowed a scheme under which propaganda — 


services might be expanded by collecting a large 
sum of money from firms which advertise dental 
requisites as well as from the dental profession itself. 

In the meantime the dental graduates are 
absorbed into practice as soon as they appear. 
There is no unemployment. Dental practitioners 
seek assistants in vain, and the competition for 
public appointments is poor. That is the position 
of the dental profession as Sir Francois ACLAND 
leaves the chair, and there is no-one who has done 
more than he to raise its status. His doubt 
whether the numbers are sufficient to meet future 
needs should command attention. 


PIGS, WORMS AND INFLUENZA 


SwINE-INFLUENZA is a disease prevalent in the 
middle western United States every winter. It 
was shown by SHOPE ! that two agents are necessary 
for its development, Haemophilus influenze suis 
(a close relative of Pfeiffer’s bacillus) and the swine- 
influenza virus. This last was later found to be 
related to the virus of human influenza. The pig 
disease spreads readily by contact during the 
winter, but disappears during the summer ; during 
that period the presence of the virus in the herds 
has not been detected. SHopx* has now obtained 
evidence suggesting that in interepidemic periods 
the virus may persist in lungworms, of which 
two species regularly infest pigs in the middle west. 

These worms, Metastrongylus elongatus and 
Cherostrongylus pudendotectus, inhabit the bron- 
chioles at the base of the pigs’ lungs ; embryonated 
ova are passed in the feces and are duly ingested 
by earthworms, in which they hatch and develop ; 
after weeks or years the earthworms may be eaten 
by pigs, and the liberated lungworms will then 
find their way to the pigs’ respiratory tracts. 
SHOoPE took fæces and bronchial exudate containing 
lungworms and their ova from pigs ill with swine- 
influenza ; he then fed this material to earthworms, 
and after periods of 1-3 months gave the earth- 
worms to pigs to eat, in hopes that these would 
then go down with swine-influenza ; but nothing 
happened. Undismayed by this failure, he perse- 
vered and he was later able to show that influenza 
—proved genuine by the recovery of virus—could 
regularly be induced by intramuscular injections 
of H. influenze suis into pigs previously fed with 
infected earthworms. The first injection of the 
bacteria, however, never gave rise to influenza ; it 
appeared that the pigs had first to be sensitised 
to the organism, when a subsequent injection 


g 1. Shope, R. E., J. exp. Med. 1931, 54, 373. 
2. Shope, Science, May 12, 1939, p. 441. 
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would lead fo the results described. Injections 
of the hæmophilus into pigs not fed with infected 
earthworms never produced influenza; nor did 
this follow ingestion of infected earthworms with- 
out the provocative injection of bacteria. Why 
this sensitisation and provocation were necessary 
is quite obscure, but it is, probable that the rôle 
of the H. influenze suis is non-specific in this type 
of experiment, since SHOPE has succeeded in pro- 
ducing influenza by a single intrapleural injection 
of calcium chloride into suitably prepared pigs. 

Proof that a virus can be carried in an inter- 
mediate helminth host during interepidemic periods 
would give epidemiologists and students of other 
virus-diseases much food for thought. The 
importance of the possible inferences makes it 
necessary that SHOPE’S experiments should be 
studied critically and repeated carefully. It is 
unfortunate that he has so far been unable to 
demonstrate virus directly, either in presumably 
infected earthworms, or in the lungworms of swine 
thought to be ripe for provocation ; such findings 
would prove his case conclusively. The necessity 
for a rather roundabout method of proving infec- 
tion of the worms calls for particularly elaborate 
controls, satisfactory as these have been so far. 
What may seem to be a weakness in SHOPH’S case 
may, however, turn out to be its most important 
feature. His own work with the rabbit papilloma 3 
revealed that a virus may be present in the lesions 
it is causing without being directly demonstrable 
by transmission experiments. Such a finding with 
a virus not of the tumour-virus sort would be a 
substantial extension of our knowledge. These 
results with swine-influenza may well prove 
important for epidemiological studies in America, 
and may give a clue to the distribution of the 
disease in other countries. While they make us 
speculate once more where human influenza virus 
persists in interepidemic times, knowledge of 
human parasitic helminths does not render it very 
probable that the results will be directly applicable | 
to the disease in man. Yet human influenza virus 
is being shown in the laboratory to be capable of 
infecting more and more animal species ; some of 
these and their helminth parasites may one day be 
shown to come into the picture. 


3. Shope, J. exp. Med. 1937, 65, 219. 


“<... The recent legislation to restrict the activities 
of bucket-shops, although admittedly needed for many 
years, only came about through a succession of scandals 
too widespread to be ignored. The patent medicine 
restrictions in America were similarly forced on the 
Government by a series of appalling cases of fraudulent 
misrepresentation and criminal carelessness, culminating 
in the death of seventy-three people from a new drug 
which was put on the market without being tested, and 
which proved to be highly toxic. The patent medicine 
traffic is more dangerous to the country than the bucket- 
shops, and the facts are beyond dispute. Yet it seems 
we must wait until some tragic occurrence shocks public 
opinion from its apathy before the Government will think 
it worth while sparing a few hours of their time to pass 
legislation without which the efforts of the Ministry of 
Health to improve the physical well-being of the nation 
have no real basis.” —Prof. E. C. Dopps, Middlesex 
Hosp. J. May, 1939, p. 77. > 
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ANNOTATIONS 


IN MEMORY OF SIR SQUIRE SPRIGGE 


A FUND for the endowment of scholarships for the 
education of orphan girls of medical parentage, 
opened last week by the Medical Insurance Agency 
at its annual meeting, is to bear the name of Squire 
Sprigge, editor of this journal from 1909 to 1937. 
It will be recalled that the agency was the creation 
- thirty years ago of the then editors of the two leading 
medical weeklies. Sir Dawson Williams has been 
commemorated by the foundation of a scholarship for 
boys which bears his name, tenable at Epsom College ; 
the agency supplied the funds for this endowment, 
now completed by instalments spread over a period of 
six or seven years. A similar endowment, this time 
for the education of girls, is to be built up as a memorial 
to Sir Squire Sprigge, whose family concur in the 
view that it was a cause he had deeply at heart. 
For many years the Medical Insurance Agency has 
advised members of the medical profession how 
to insure their lives and their effects to the best 
advantage, and the profit of this collective insurance 
has, after allowing clients a substantial rebate on 
their premiums, liberated a large sum of money for 
the support of medical charities. In establishing the 
Sprigge fund the agency has voted an initial instal- 
ment of £2100 for girls’ scholarships. The adminis- 
tration of the fund will be placed in the hands of 
- Epsom College, which already awards fifteen or 
sixteen St. Anne’s scholarships (for girls) under a 
bequest of many years’ standing. The selection of 
the beneficiaries will be in the hands of the conjoint 
committee of the college, which consists of ten 
members nominated by its council and ten others 
nominated by various medical bodies from different 
parts of the kingdom. It is understood that it is in 
the minds of the committee of management of the 
agency to build up the fund as occasion permits to a 
total at least as great as that of the Dawson Williams 
fund; and in view of the much larger endowments 
existing for male than for female orphans, there 
seems to be a case for going even further in this 
direction, 


WEAK BACKS 


_ ACCORDING to Knudsen,! who has examined some 
40,000 backs in the last six years, a normal back is 
one in which, when the arms are stretched well up 
and carried backwards, a straight furrow runs from 
neck to sacrum, slightly deeper in the sacral region ; 
and when the examinee stoops to touch his toes, the 
curve is completely even. Any commencing deformity 
arising from localised loss of mobility will show as a 
partial disappearance of the furrow, or an unevenness 
of the curve. Anyone who has examined school- 
children in this country will be familiar with these 


patches of rigidity in weakly, stiffening backs that ' 


appear normal to the casual eye. In an article on 
the infant’s back last year Knudsen ? suggested that 
allowing an infant to sit up too early may lead to a 
kyphotic yielding of the spine at or near the dorso- 
lumbar junction. The abnormality may set and be 
retained in adult life, as Knudsen again points out 
when he deals with older backs. This upper lumbar 
“sitting kyphosis’? can probably arise in young 
children as well as infants, for it is common in school- 
children in this country. One likely reason is the 
vogue for cross-legged seated positions in gymnastic 


1. Knudsen,.K. A., Ugeskr. Laeg. April 27, 1939, p. 524. 
2. Lancet, 1938, 2, 406. . 


lessons, aiming at counteracting the formerly preva- 
lent lordosis. This position, in addition to school- 
seating, wearies a weak and growing back and allows 
it to sag at a mechanically weak part. The long 
round back, in which the normal lumbar curve is 
obliterated and there is the lowest possible compensa- 
tory lordosis at the fifth lumbar vertebra, is another 
weak type often found in adolescence. This kind 
of back Knudsen finds is usually mobile, and if the 
muscles are called into action and a strong ‘‘ stretch ” 
position taken a good posture may be attained. 
The short round back with its accompanying strong 
lordosis is often rather sturdy and stiff, and can even 
be found in a muscular labourer. In the test positions 
the upright furrow is absent in the dorsal region and 
accentuated in the lumbar, and on flexion the lumbar 
region does not curve but remains board-like. A 
less rigid form of this type is not infrequent at school 
age. The abnormally straight back, probably more 
common in the ‘“‘ back-board’’ days and sometimes 
produced artificially by training, lacks, as: Knudsen 
says, the suppleness and strength of the normal back, 
and indeed loses the whole mechanical advantage 
of ‘the normal curves. 


STORY OF MEDICINE STAMP DUTIES 


RESISTANCE to the proposal to annul the medicine 
stamp duties may be offered when the relevant 
clause in the Finance Bill is reached in the House of 
Commons. The first item in the schedule of twelve 
enactments relating to the duties that the clause 
seeks to repeal is the Medicine Stamp Act, 1802. 
It should be noted, however, that the statute first 
embodying the principle upon which the duties are 
based was introduced in the Medicine Stamp Act 
of 1783; that act was replaced by another two years 
later and was repealed by the act of 1802. In attempt- 
ing to understand the motives prompting the legisla- 
ture of 1783 to single out medicines and impose upon 
their retail sale a restraint in the form of taxation 
it is necessary to look back at the conditions of the 
time. 

The wars with France, Spain and America were 
over; the treaties of Paris and Versailles had just 
been concluded ; and Parliament set to work to find 
the means, a colossal sum in those days, to pay for 
the indiscretions of George III’s advisers. Cavendish, 
chancellor of the exchequer in the coalition ministry 
of Fox and North, explained his financial proposals 
on May 26, 1783; one of them was to place a tax 
on médicine which he estimated would yield £15,000 
in a full year. Events showed that this was an over- 
estimate, but even had the full amount been collected 
it would have been a mere drop in the ocean of money 
needed by the state at the time. The very smallness 
of the sum that the chancellor expected to obtain 
from the tax on medicines suggests that had revenue. 
been his main object he would have chosen a wider 
range of commodities for his purpose. This view 
is supported by the fact that medicines sold by 
persons who had served a regular apprenticeship 
to a surgeon, apothecary or druggist were specifically 
exempted from the tax, and persons in the category 
indicated were not required to take out the vendor's 
licence, If, then, revenue was not the chancellor's 
object, was it not to encourage the public to buy their 
medicines from trained vendors and to discount those 
gross forms of quackery that were prevalent at the 
time and had led a contemporary writer to call 
England the “paradise of quacks’? Parliament 
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had recently voted £5000 to a Mrs. Stevens for a 
solvent for stone—notwithstanding which, as William 
Wadd observed some years later, ‘‘ there have been 
as many human calculi since formed by his majesty’s 
liege lithotomical subjects as would macadamise 
one side of Lincoln’s Inn Fields.” Oliver Goldsmith, 
who had poured ridicule on the quacks as no writer 
has ever done or could do, had not long been dead 
` and the celebrated Samuel Jessop who in 21 years 
swallowed 226,934 pills besides 40,000 bottles of 
medicine was still alive. Is it not probable that 
Cavendish meant to make no more payments to the 
likes of Mrs. Stevens and meant to protect the likes 
of Mr, Jessop from their folly ? 

Since the first act of 1783 legislation still maintain- 
ing the principle that the proper vendor of medicines 
is the trained vendor has been in force; the sign- 
post erected by the chancellor of the exchequer in 
1783, pointing the way to the trained vendor, has been 
repainted time after time ; yet now another chancellor 
is proposing to take it down. 


COWPOX VIRUS 


THE exact relationship between the viruses of 
cowpox and vaccinia has long been in doubt. Some 
authorities, among them Gins, have held that these 
two viruses are the same, and that cowpox is not 
a disease sui generis but an infection of human 
origin with either smallpox or vaccinia virus. It 
is true that some outbreaks of cowpox might be 
explained in this way, but in many there has been 
no apparent association with cases of smallpox or 
recently vaccinated people, and it is this discrepancy 
that has been largely responsible for the alternative 
hypothesis that cowpox is a natural disease of cows 
due to a specific virus, the evidence for which was 
set out by Ledingham ! in 1935. 

It might be thought surprising that this question 
should have remained so long unsettled, but the 
viruses of the animal pock diseases are a closely 
related group which cross-protect often to a high 
degree, and it is only by detailed study, more 
particularly with regard to antigenic composition, 
that the specific differences are made clear, Recent 
work by Downie? 3 has, however, given us the long- 
awaited answer. He has made a comparative study 
of three strains of vaccinia and three of cowpox 
- virus, one of which was isolated from lesions on the 
hands of a cowman on a farm in Sussex during an 
outbreak which was described by Davies, Janes and 
Downie ‘ last year. Downie first of all studied the 
histology of cowpox and vaccinial lesions produced 
experimentally in the rabbit and guineapig and on 
the chorio-allantoic membrane of the developing 
hen’s egg. He observed definite differences between 
the two. The cowpox virus produced much less 
necrosis of cells, and the inclusions it gave rise to 
were homogeneous acidophil bodies closely resembling 
thoseof ectromelia and quite unlike the ill-defined inclu- 
sions of vaccmia virus, which appeared to be largely 
lacking in acidophilic inclusion material. Further, 
the cowpox lesions were hæmorrhagic whereas those 
produced by vaccinia virus were not. The difference 
was fully confirmed when the viruses were examined 
serologically. Antisera made in the rabbit gave a 
considerable degree of cross-neutralisation, though 
the neutralising titre was always higher with the 
homologous virus. But by cross-absorption experi- 


. Ledingham, J. O. G.. Proc. R. Soc. Med. 1935, 29, He 
5: Downie, A. W., J. Path. Bact. March, 1939, p. 361 
3. Downie, Brit. J. exp. Path. April, 1939, p. 158. 
4. Darica; J. H. T., Janes, L. R., and Downie Land. 1938, 2, 
4. 
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ments Downie was able to show that although the 


. cowpox and vaccinia contained antibodies in common, 


each possessed antibodies specific for the homologous 
virus. His conclusion that the viruses of cowpox 
and vaccinia are closely related but specific viruses 
seems amply justified. It remains now to determine 
what relationship exists between the virus of cowpox 
and smallpox and the status of the virus which 
Lipschutz has described as ‘paravaccinia virus. 
Histologically the lesions produced by the so-called 
paravaccinia virus closely resemble those of the 
virus of cowpox, and it may be that the “‘ nodes ” 
described by Danish workers on the hands of milkers 
and ascribed by them to paravaccinia virus are, in 
fact, cowpox lesions. 


PLASMA TRANSFUSION 


IN certain conditions transfusion of plasma is 
theoretically preferable to transfusion of whole blood. 
The over-concentration of the blood in shock, especi- 
ally after burns, cannot very well be relieved by 
adding whole blood, and replacement of the lost fluid 
by plasma is a more rational method of treatment. 
Unfortunately there is no convenient way of storing 
plasma so that it may be ready for immediate injec- 
tion. The result has been that, in this country at 
any rate, little experimental work has been done on 
these lines. In the United States more interest has 
been shown; but Lehman! says that no-one has 
previously described the use of plasma drawn from a 
“blood bank.” Ifa supply of stored blood is available 
it is an easy matter to draw off the supernatant plasma ; 
if a few red cells are included no harm is done. The 
red cells remaining behind can be resuspended in 
saline and transfused into anemic patients who have 
no need of the plasma fraction. Lehman expresses 
satisfaction with the transfusion of plasma obtained 
from stored blood, and since his procedure is simple 
and sensible we hope it will be tested here. 


FEVER IN CARDIAC FAILURE 


Tue continued fever without obvious cause some- 
times seen in cardiac patients always arouses the 
disturbing fear of infective endocarditis, but though 
its explanation is obscure it often seems to be of little 
significance. Lemant? describes the case of a man 
of 38 who had had rheumatic fever at the age of 15, 
and five years later, during a second attack, had shown 
signs of mitral disease. He complained of palpitation 
and slight precordial pain, and on being put to bed 
these symptoms improved, but it was discovered 
that he was running an irregular pyrexia for which, 
even after a most searching examination, no organic 
cause could be found. Struck by the occurrence of 
frequent skin flushes in this patient his attendants 
applied various tests to investigate the condition 
of his autonomic nervous system, and convinced 
themselves that he was suffering from a disequilibrium 
of this system to which they ascribed the variations 
in his body temperature. His irregular fever was 
clearly of no great moment, for after a period of 
rest he returned to work without ill effects. 

The possibility that raised rectal temperature 
may occasionally be an integral part of cardiac failure 
has been previously recognised and the phenomenon 
explained on more tangible grounds. Murray Steele 3 
pointed out that in these cases the raised tempera- 
ture is closely associated with the heart-failure and 


1. Lehman, E. P., J. Amer. med. Ass. April 8, oa p. 1406. 
2. Lemant, J., Rev. Médecine, February, 1939, . 104. 
3. J. » Amer. Heart J. 1937, i3, 542. 
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disappears with it. He was able to show that, even in 
normalsubjects,arelatively mild and short obstruction 
of the peripheral circulation produces a rise in rectal 
temperature, and he suggested that the slowing of 
the skin circulation resulting from cardiac failure 
diminishes the amount of heat lost by the skin, so 
that more heat is retained in the body. On this 
view the ‘‘ fever” is merely evidence of a defective 
peripheral circulation. 


GRADING OF CARCINOMAS 


PATHOLOGISTS are now able to give surgeons much 
practical help in estimating the malignancy of carci- 
nomas of the colon and rectum, and in making a 
prognosis. One method that has established its 
position is that described in 1932 by Dukes,! in which 
operation specimens are dissected after fixation on a 
frame, and divided into three groups, A, B and C 
according to the depth of spread. In group A the 
growth is limited to the bowel wall; in group B it 
has penetrated the wall; and in group C there are 
metastases in the lymphatic glands. It has been 
known for some time that in the A cases the expecta- 
tion of cure is extremely good, the five-year survival- 
rate being over 90 per cent. This has been confirmed 
by Grinnell,? of Minneapolis, who reports that all of 
27 A cases survived for five years, whereas in the 
C group the five-year survival-rate dropped to less 
than a quarter. 

Grinnell also discusses the value of grading based 
on histological characters for purposes of prognosis. 
He finds that four criteria are useful—glandular 
arrangement, invasiveness, nuclear polarity and the 
number of mitoses—and on this basis he divides the 
tumours into three instead of the four grades of 
malignancy described by Broders. He finds that the 
proportion of grade 1 cases (the least malignant) is 
higher in the colon than the rectum (49 as against 
30 per cent.), whereas the proportion of grade 3 cases 
is higher in the rectum than the colon (32 as against 
16 per cent.). His figures accord with the surgical 
experience that the results of resection of the colon 
for carcinoma are relatively good. A follow-up 
shows that the expectation of surviving five years is 
three times as great in grade l as in grade 3 cases. 

There seems to be good reason for adopting both 
methods of grading for routine use, and the acceptance 
of Grinnell’s suggestion of recognising only three 
grades of malignancy should make it easier to compare 
the two methods and to standardise the classification 
of carcinomas. 


PROCIDENTIA OF THE RECTUM 


THE treatment of complete prolapse of the rectum 
is one of those recurring problems with which every 
surgeon is concerned. In the last few years, following 
the teaching of Ernest Miles, many of these cases 
have been operated on by the method of recto- 
sigmoidectomy: this is equivalent to Mikulicz’s 
operation of amputation, the redundant pelvic colon 
being pulled down until it is taut and delivered 
externally. A circular repair by suture is then carried 
out. The operation is not as difficult or as dangerous 
as would appear, in fact the mortality is very small, 
and the results are excellent considering the advanced 
age of many of these patients and the patulous con- 
dition of the external sphincter often present before 
operation. 

Pemberton and Stalker® from the Mayo Clinic 


. Dukes, C., J. Path. Bact. 1932, 35, 323. 

R. S., Ann. Surg. April, 1939, p. 500. 

3. Pemberton, J de J., and Stalker, L. K., Ann. Surg. May, 
, P. 799. 
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think that recurrences of rectal prolapse after sig- 
moidopexy are due to inadequate fixation of the 
rectum, and to meet this they have introduced an 
abdominal operation with some novel features. 
Incisions are made through the peritoneum on each 
side of the lower pelvic colon and rectosigmoid, and 
the rectum is stripped up from the hollow of. the 
sacrum as far down as the coccyx. The rectum is 
then pulled up until it is taut and is fixed in this 
position by suturing it to the lateral walls of the 
pelvis, the anterior abdominal wall, or the back of 
the uterus. The peritoneal flaps are carefully closed 
by suture. They claim that after this operation 
the rectum becomes fixed by scar tissue in the hollow 
of the sacrum in its new taut position. They report 
6 cases in which the operation was done, some of 
which are admittedly recent, but the method appears 
to be sound. 7 

Any minor operation that would produce equiva- 
lent results would be welcomed, and the claims made 
by Gaume ¢ should certainly be tested as soon as 
possible, His is an injection method, using 5 per 
cent, quinine and urea hydrochloride, the solution 
being injected, 3-5 minims at a time, through multiple 
punctures with the prolapse in the fully extruded 
position. The needle is inserted into the muscular 
wall of the prolapsed rectum and according to the 
length of prolapse five to seven circular rows of 
punctures are made. The prolapse is replaced and 
some form of intrarectal support is given, either by 
means of gauze packing or by an inflatable rubber 
bag with a flatus tube running through it (a “‘ col- 
peurynter’’), A firm anal pad and T-bandage are 
then applied and the patient rests in bed for 48 hours 
only. By this method, which Gaume has used in 
9 cases, a fibrinous exudate and fibrosis are said to be 
produced in the rectal wall, forming a permanent 
splint which is sufficient to prevent recurrence. 


DURATION OF GESTATION 


AT the University Maternity Hospital of Freiburg, 
Hauptstein and Stéckert 5 have undertaken a most 
painstaking investigation, starting with the suspicion 
that the 280 days traditionally allotted to human 
gestation might not hold good today. They also 
hoped to assess the effect on the length of gestation 
of the emotional strains and physical stresses in 
Germany during and after the war. Their researches 
deal with three periods, each of nine years: the 
first from 1905 to 1913, the second from 1915 to 1923, 
and the third from 1929 to 1937. During these 
twenty-seven years 29,039 babies were born in the 
hospital, but only about a quarter of this number 
were suitable for study, for it was necessary to 
eliminate abnormal conditions calculated to confuse 
the issue by confining themselves to cases in which 
labour had begun spontaneously and had not lasted 
more than 30 hours. They also stipulated that the 
child should be living, and should weigh at least 
2800 g. at birth. These and other restrictions reduced 
their total confinements to between 7000 and 8000 
out of more than 29,000. They conclude that the 
average duration of normal gestation is between 
281 and 282 days, and that gestation is longer for 
primipare than for multipare, even when allowance 
is made for the relatively longer duration of labour 
in primipare. Baby girls are a little slower to 
arrive than baby boys, a difference which the authors 
make no attempt to explain. No appreciable 


4. Gaume, J. M., Med. Rec. April 19, 1989, p. 278. 
5. ees a and Stéckert, M., Disch med. Wschr. April 21, 
39, p. 630. 
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difference could be demonstrated in the three periods 
studied. Pregnancy seems to run its pre-ordained 
course even in times of national distress and nervous 
tension, . 


WAR-TIME DUTIES 


Some 95 per cent. of the medical profession in this 
country have told the British Medical Association 
what they are prepared to do if there is a war. In 
each of the association’s divisional areas a local 
emergency committee has been established, and these 
bodies are now making provisional arrangements to 
meet local demands for medical personnel.! In con- 
sultation with local hospital authorities and officers 
of the Ministry of Health they have to nominate 
doctors for duty at first-aid posts and hospitals, and 
for medical boards examining recruits. 
so they must secure the consent of the person con- 
cerned, and in general they are asked not to allocate 
to local duties practitioners under 35. In London 
the central emergency committee of the B.M.A. will 
confirm or criticise the local arrangements in the 
light of demands that may be made by the military 
services. In time of war all such demands will go to 
the central committee, which will from time to time 
inform the local committees how many doctors they 
must furnish for H.M. forces, bearing in mind any 
special strain that is already thrown on the medical 
resources of their area. The Government has accepted 
in principle the central emergency committee’s view 
that an official body should be created to control all 
military demands for medical personnel and “ coördi- 
nate civilian medical services with the medical services 
of the defence forces.” It has also agreed that the 
central emergency committee shall have full authority 
to advise this body on all questions of medical 
personnel in time of emergency. Meanwhile the 
service departments have consented to consult the com- 
mittee before accepting for the Territorials, R.N.V.R. 
or R.A.F. medical reserve men who have been qualified 
for more than three years. At the same time the 
B.M.A. is anxious to encourage applications for 
commissions in the Territorial Army or the reserves, 
and although the age-limit is nominally 32 there is, 
it is stated, no reason why practitioners in the early 
forties should not apply. Apart from such applica- 
tions, members of the profession who have returned 
an inquiry form but have not yet been allocated to 
local or general duty are advised to carry on with 
their normal work and await the time when their 
local emergency committee approaches them with 
suggestions. 

This sketch of the organisation now in being takes 
no account of certain special groups. Pathologists 
fall outside the general scheme, for their work is to 
be disposed by a joint subcommittee of the central 
emergency committee and the Medical Research 
Council. Medical practitioners engaged : predomi- 
nantly in scientific work will be dealt with by a 
committee of the Royal Society, in coöperation with 
the central emergency committee; while the war- 
time duties of consultants or specialists now on the 
staff of hospitals (voluntary or municipal) in the 
county of London are the sole concern of the com- 
mittee of reference set up by the Royal Colleges of 
Physicians and Surgeons. Further it should be noted 
that the central emergency committee will receive 
requests from bodies other than the military services, 
and will consult with the local committees as to 

whom they should “ earmark ” for the work. As for 
the maintenance of doctors given public duties 


1. Brit. med. J. May 20, 1939, suppl. p. 277. 
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during an emergency, it has been agreed that whole- 
time work at a hospital treating casualties shall 
carry a salary of £500 a year, plus £100 if board and 
quarters are not provided. (This would not apply to 
house-physicians and house-surgeons, who would be 
paid at normal rates.) There will be additions for 
more onerous service and practitioners in positions of 
special responsibility may receive up to £1500 a year. 
It should be understood, however, that none of the 
hospital posts would represent Government employ- 
ment; the holders would be employed and paid by 
the hospitals, though the Government would reim- 
burse the hospitals on an agreed scale. For work at 
first-aid posts a fee of 14 guineas is offered for a 
session of two hours, or 3 guineas for a longer period 
in any one day. A retaining fee of 20 guineas per 
annum is meanwhile to be given practitioners charged 
with training nursing and first-aid personnel. 

The central emergency committee, though it 
remains a committee of the British Medical Asso- 
ciation, has been reconstituted to make it repre- 
sentative of all branches of the profession, and now 
contains, among some 35 members, nominees of the 
three royal colleges in London, the Society of Medical 
Officers of Health, the Medical Women’s Federation, 
the Medical Research Council, and the medical com- 
mittee of the House of Commons. In view of the 
interest of its activities to all who have answered its 
questionnaire we hope that future statements on its 
work and wishes may be circulated as widely as 
possible. 


ESCAPE 


THE Medical Society of Individual Psychology 
is holding a series of discussions on various means of 
flying from reality. On May 11, in reading a paper 
on the escape into drugs and alcoholism, Dr. Desmond 


Curran criticised the term *“‘ escape” on the ground 


that it is extremely general and extremely vague. 
To ascertain its meaning, he said, he had consulted ‘a 
psychiatric friend and the Oxford Dictionary. The 
friend suggested that it was ‘‘the new term for 
anyone who tried to be happy.” The dictionary 
provided a wide variety of meanings, and it seemed 
that the word could be applied to activities good or 
‘bad, successful or unsuccessful.. In psychiatry, 
however, its use is restricted to activities which, if not 
reprehensible or unwise in themselves, nevertheless 
result in, or illustrate, failure or lack of success. 
Dr. Curran objects to the word because it is employed 
to denote the state of mental ill health, while on the 
other hand the ill health is regarded as a means 
of escape. Thus “‘ escape” is made to double the 
rôles of a description and an etiological explanation ; 
and believing that it is poor as the first and often 
misleading as the second, he thinks the term should 
be avoided in psychiatry and left to journalists. 


We regret to announce the death at Cardiff on 
Tuesday of Dr. Donatp RosE PATERSON, con- 
sulting surgeon for diseases of ear, nose and throat to 
the Royal Infirmary. Dr. Paterson was in his 77th 
year. 


Dr. F. T. H. Woop, medical officer of health for 
the county borough of Bootle, has been elected 
president of the Society of Medical Officers of Health 
for the session 1939-40. He will take office on Oct. 1. 


Dr. J. T. IRVING, head of the department of phy- 
siology of the Rowett Research Institute, Aberdeen, 
has been appointed to the chair of physiology in the 
University of Cape Town. 
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CONTROL OF THE COMMON FEVERS 


THE PNEUMONIAS | 


Reviewed by Dr, ROBERT CRUICKSHANK, Pathologist, 
L.0.0. Group Laboratory, North-Western 
Hospital, Hampstead | 


PNEUMONIA is notifiable as ‘acute primary 
pneumonia,’ which includes lobar pneumonia and 
primary bronchopneumonia but not the secondary 
pneumonias that follow other infections, such as 
measles. The only notifiable form of secondary 
pneumonia is ‘‘ acute influenzal pneumonia.” Some 
idea of the age-incidence, sex-incidence, and case- 


mortality of pneumonia may be obtained from | 


table I. 


TABLE JI—AGE-INCIDENCE, SEX-INCIDENCE, AND CASE- 
MORTALITY OF PATIENTS NOTIFIED AS PNEUMONIA 
AND ADMITTED TO THE CITY OF GLASGOW ISOLATION 
HOSPITALS JUNE 1, 1918—prc. 31, 1928 


Males Females Both sexes 
-ARRENE ESENE EREE 
313/85) 2/2185] 2 |Z |e 
aa] . = st 8 
0- 5 | 5765|1524|26-4 | 4562 | 1052 |23-1 10,327 |2576| 24-9 
6-10 | 1592| 85| 53 |1039| 54] 5-2 | 2631| 139] 5-3 
11-15 | 958| 37| 39 | 535| 21| 3-9] 1493| 58| 3-9 
16-25 | 2226| 227/10-2 | 887| 125|141 | 3113| 352/11-3 
26-35 | 1384| 261/18-9 | 912| 183/201 | 2296| 44419-3 
36-45 | 1071| 325|30-3 | 580| 162127-9 | 1651| 487/295 
Over45 | 1385| 643|46'4 | 634| 253/39-9 | 2019| 896| 44-4 
14,381 | 3102 |21-6 | 9149 | 1850 |20-2 23,530 |4952/ 21-0 


LOBAR PNEUMONIA 


Some epidemiological features.—Lobar pneumonia 
is essentially an infection of adolescence and manhood. 
It accounts for nearly two-fifths of all the pneumonia 
deaths, and about 70 per cent. of them (7396 in 1934— 
a non-influenza year) take place in the age-group 
20-65, Lobar pneumonia is a specific infection with 
a low but undoubted infectivity, comparable perhaps 
to cerebrospinal fever. The pneumococcus is respon- 
sible for 95 per cent. of the cases, most of which are 
associated with a limited number of the 30 or so 
pnheumococcus types; in different areas of this 
country types I and 1m together account for 45-75 
per cent. of cases in adults. However, the conception 
of the disease as a specific infection is not unreservedly 
accepted, and the following arguments have been 
adduced against it; (1) lobar pneumonia is mostly 
sporadic, and it is ordinarily difficult to trace any 
connexion between cases; (2) 30-60 per cent. of the 
population, under normal conditions, carry pneumo- 
cocci in their throats, although these are rarely the 
types that cause lobar pneumonia; and (3) the 
pneumococcus may, under certain artificial con- 
ditions, change its type (Griffith 1928), Why not 
then a natural change, when conditions are propitious, 
in the pneumococcus already present in a person’s 
throat to a virulent type which will initiate the 
pneumonia? The argument cannot be pursued 
further here, and it must be sufficient for the moment 
to state briefly the evidence in favour of the opposite 


view, for which are required specific proof of the 
infectivity of lobar pneumonia and, if possible, an 
explanation of how the infection is spread. Epidemics 
of lobar pneumonia are rare, but in recent years 
several outbreaks have been recorded and carefully 
studied ; in all of them the infecting organism was 
either pneumococcus type 1 or type 1.1 


For example, 12 cases of lobar pneumonia and 
2 of otitis media due to pneumococcus type I occurred 
over a period of four months in an isolated orp 
of 87 boys aged 5-20 (Strøm 1931). 

Smillie (1936) described a localised epidemic of 
lobar pneumonia due to pneumococcus type 12 
in a Veterans’ Hospital, which began in March, died 
down in the summer, and flared up again in the 
autumn ; the spread of infection and its recrudescence 
were traced directly to carriers of the epidemic strain. 

An outbreak on a larger scale was recorded by 
Nichols (1917) among American recruits in a camp 
of 43,000 men during the winter of 1916-17 ; 78 per 
cent. of the cases were due to pneumococcus types I 
and II, and there was evidence of tent, company, 
and regimental contagion. 

Although more than one case of lobar pneumonia 
in a family is uncommon, numerous instances} of 
familial spread have been collected (Cruickshank 
1933a, Tilghman and: Finland 1936)—e.g., a family 
of father, mother, and two grown-up sons all developed 
a pneumococcus type I infection within a period of 
three weeks, and all but the mother died. 


Similar instances of contact infection between 
patient and visitor or attendant-nurse are familiar 
to those with much experience of lobar pneumonias 
and have been bacteriologically verified. But, since 
most cases of lobar pneumonia appear out of the blue 
and have no obvious connexion with another patient, 
some source other than the acute case must exist 
if the infectious nature of the disease is to be proved. 
The reservoirs of infection are contact and con- 
valescent carriers of the epidemic strains, and. possibly 
the pneumococcus-infected dust of rooms where 
pheumonic patients have been nursed (Stillman 
1916, 1917, Christie 1932, 1934, Cruickshank 1933a). 
The contact, usually temporary, carrier exists in the 
family of the patient nursed at home and among 
nurse and patient contacts of hospital cases. The 
convalescent carrier is most often a patient with 
some pathological condition of the upper respiratory 
tract (infected tonsils, turbinates, or sinuses, or 
chronic bronchitis), and in him the carrier state 
may persist for many months. The apparent rarity 
of carriers of the epidemic pneumococci among the 
general population may be due to the selection of 
samples from occupations where pneumonia is rare, 
for many years ago Sydenstricker and Sutton (1917) 
found a carrier-rate of 12 per cent. of types x and u 
pneumococci among the Bethlem steel workers, in 
whom pneumonia was at the time more than 
ordinarily prevalent. 

Pneumonia is a winter disease, and, if the analogy 
with cerebrospinal fever means anything, we should 
expect lobar pneumonia to attain its maximal 
incidence in the spring months. Madsen (1930), 
from the separate notifications of lobar pneumonia 
and bronchopneumonia in Denmark, has shown 
that lobar pneumonia has its peak later in the winter 
than bronchopneumonia, and MacGregor (1933), 
from death-registration figures in Glasgow, found 


1. Schroder and Cooper’s (1930) epidemic of respiratory infec- 
tions among children ranging om coryza to lobar 
pneumonia due to pneumococcus type v is an exception, 
but type v is one of the “ epidemic ” types.. 
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that lobar pneumonia had a regularly recurring 
plateau of greatest frequency in the first four months 
of the year, whereas bronchopneumonia was more 
erratic, 

Despite the foregoing evidence that lobar pneumonia 
is an infectious disease, a small proportion of the 
cases are possibly autogenous infections, among them 
Pneumococcus type m infections, which are 
commonest in older and debilitated persons, and are 
more frequent in America than in this country. 
This national difference in the type-distribution of 
lobar pneumonia and the higher case-mortality in 
America suggest a greater susceptibility among 
Americans, of whom the coloured people especially 
have a low resistance to the disease, 


Early diagnosis —The control and effective treat- 
ment of most infections depend on early diagnosis, 
and in this lobar pneumonia is no exception. That 
it is not easy to recognise in its early stages is shown 
by the late average day of illness (third to fourth) 
of the cases admitted to hospital, due mainly to the 
delay in development of unequivocal physical signs. 
An early report of type I or Ix pneumococcus present 
in the sputum of an ill patient is practically diagnostic 
of lobar pneumonia. The Neufeld method of direct 
typing from the sputum—.e., swelling of the pneumo- 
coccus capsule when the organism comes in contact 
with an antiserum of homologous type—can readily 
be learnt by doctor or technician (Cruickshank and 
Montgomery 1938), and suitable sera are now avail- 
able for all thirty pneumococcus types (Lederle). 

The results obtained from the direct typing of 
207 specimens of sputum received in this laboratory 
during 1938 may be quoted as an example. These 
specimens came from a variety of respiratory infections 
besides lobar pneumonia: 72 per cent. of the total 
were correctly typed by the Neufeld test, and this 
figure was raised to 90 per cent. for the 125 specimens 
from which type I or If pneumococci were isolated. 


BRONCHOPNEUMONIA 


Primary bronchopneumonia affects the very young 
and the very old and is probably in most cases an 
autogenous infection in persons with low resistance. 
The pneumococcus is the infecting organism in 
some 90 per cent. of the cases, although its causal 
relationship is less easily proved than in lobar pneu- 
monia, for the infecting pneumococcus types in 
bronchopneumonia mostly correspond to those found 
in the upper respiratory tract of healthy people.? 
However, various corroborative tests have shown 
that the pneumococcus isolated by throat-swab— 
the most available method in the, pneumonias of 
children—is the causal organism in 80-90 per cent. 
of cases. Recent work has indicated which, if more 
than one type is recovered, is likely to be the infecting 
strain (Andrews 1937). 

The infection spreads as a rule along the mucosa 
from bronchi to bronchioles and alveolar tissue ; 
hence a lobular distribution is the main feature. 
Although typically both lungs are involved, a single 
lobe may be affected, with very little evidence of 
infection elsewhere, and it may be impossible to say 


2. Pneumococcus types I, I, V, Vu, XIV, and XXII seem to 
be the principal ‘‘epidemic’’ types; they are usually 
associated with lobar pneumonia (types XIV and XXO 
particularly in children) and are rarely found in the throats 
of the healthy population except among intimate contacts 
of infected persons. Types HI, IV, VI, VMI, XIIL, 
XVII, XIX, and xxmnI are perhaps the predominating 
saprophytic or potentially pathogenic pneumococci; of 
these types IV, VI, XIX, and XXIII are commoner in 

dren and therefore are frequently isolated from cases 
of bronchopneumonia in the young; types In, vim, and 
XVII occur more often in adults and are associated with 
lobar pneumonia and bronchopneumonia, particularly in 
older and debilitated persons. 
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whether the disease is, pathologically, a lobar 
pneumonia or a bronchopneumonia. Indeed, although 
lobar pneumonia is a rare cause of death under 
3 years of age, it probably occurs more frequently in 
young children than was formerly believed. Broncho- 
pneumonia is, however, the prevailing form of infection 
among infants, and both its incidence and severity 
of attack rapidly diminish with succeeding years. 
The greater susceptibility in infancy seems to be 
due in part to a low general resistance and in part 
to the short wide bronchial tree, delicate mucosa 
and poor expulsive power of the child at this age. 
The onset, often preceded by some minor respiratory 
infection, is more insidious than in lobar pneumonia, 
and dyspnea and cyanosis are usually early and 
prominent. Although the infection may end abruptly 
after six or seven days, more often the remittent 
fever continues for ten days or more and gradually 
settles by lysis. Specific antibodies to the infecting 
Ppneumococcus are not present in the blood of the 
convalescent child (Gundel and Schaefer 1932) ; hence 
recovery must depend on non-specific factors. 
Bronchopneumonia is more affected by environ- 
mental and climatic conditions than is lobar pneu- 
monia, and such studies as those of van Loghem 
(1928) and. Smith (1934) indicate that contagion 
plays little part in the incidence of those minor 
respiratory infections which are its usual precursors, 
However, close contact, particularly in regard to 
sleeping-accommodation, may lead to a spread of 
certain of the potentially pathogenic pneumococci 
—e.g., types TI, VII, and XIII (Cruickshank 1933b)— 
and therefore overcrowding may be expected to 
facilitate infection, given the other necessary factors. 


_Thus it may happen that two or more members of a 


household develop bronchopneumonia about the 
same time and due to the same type of pneumococcus, 
but that does not imply that the condition is 
infectious, 


THE NEWER REMEDIES FOR PNEUMONIA 


Serum.—The treatment of pneumonia with specific 
antipneumococcus serum has not become popular 
in this country. The main obstacles to its more 
general use have been the need for bacteriological 
typing of the pneumococcus, the difficulty in deciding 
whether to give serum to a patient who is likely to 
recover without it or to withhold it when there is 
little chance of recovery, the difficulty and possible 
dangers of intravenous medication, and the expense 
of the serum. Most of these obstacles can be sur- 
mounted in hospital practice, but for the private 
patient a careful assessment of the pros and cons is 
probably needed. The therapeutic value of the 
serum in certain type infections, particularly if given 
early, has not been seriously challenged. A type I 
pneumonia in a patient between the ages of 20 and 
40 seen within three days of onset is likely to be 
aborted by a total dosage of 40-80,000 units of 
concentrated serum (initial dose 20—-40,000 units) 
at a cost in hospital of £2-£4. For type m infections, 
which are more severe, large doses of serum are 
required, and treatment of a patient over 40 years 
affected by either type r or m and already in his 
fourth day of illness is less likely to be successful. 
In America, where large sums of money have been 
spent on encouraging the treatment of pneumonia 
with serum, the latest advances are the use of serum 
in some of the commoner of the “higher” type 
infections—e.g., types V, VO, Vim, and xrv—with 
apparently good results; the substitution of rabbit 
for horse therapeutic sera; and the extension of 
serum therapy at state expense to the smaller towns 
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and hospitals and to private practice (Lord and 
Heffron 1938). The results obtained at four centres 
in this country (table II) have been presented in a 


TABLE IJ—EFFECTS OF SERUM TREATMENT ON OASE- 
MORTALITY OF LOBAR PNEUMONIA 


Controls Serum 
Pneumo-| Age- b> - P > Ge) 
coccus | group | œa | 3 | Se |a a 2a S'a 
2 |3| 38/82] @ |38| gs 
S| |558| 8 | Fe] §s 
JA ae | ge 
Type 1| 20-40 224| 25 | 11-2 | 140 8) 57 me 
40-60 | 77| 20 | 26-0 | 44/10) 22-7 | 11 
Type m| 20-40 |194| 44 | 22-7 |111 ` 12-6 25) 4s 
40-60 |111| 38 | 342 | 53|19 35'8 | 18 


* The “ expected deaths ” are those which would have been 
recorded if the serum-treated groups had died at the same 
rates as the corresponding controls. 


report of the Therapeutic Trials Committee of the 
Medical Research Council (1934). 


Drugs.—The treatment of pneumonia with 
2-sulphanilyl-aminopyridine (M. & B. 693, Dagenan, 
Sulfapyridine) is likely to supplant all other remedies, 
for, besides being relatively cheap and easy to give 
or take, it is probably effective against pneumococcal 
pneumonias of any serological type. Its value was 
first demonstrated by Whitby (1938) in experimental 
infections in mice, and since then published and 
unpublished accounts have testified to its usefulness 
in the treatment of lobar pneumonia, although 
it is yet too early to say just how effective it 
is. All the reports so far published are lacking 
in one or other of the desiderata necessary for a 
critical judgment of the drug’s eflficacy—namely, 
an adequate series of cases of undoubted pneumonia ; 
objective tests of severity, such as serological type, 
leucocytic response, or quantitative blood-culture ; 
and significant mortality figures. The available 
evidence, however, suggests that it both shortens the 
infection and saves lives and is particularly useful 
where serum is least effective—e.g., in the older age- 
groups and in type m infections. An adequate 
dosage is that recommended by Evans and Gaisford 
(1938)—namely, an initial dose of 2 g. (4 tablets) 
followed by 1 g. every four hours for two or three 
days, and, if the temperature has fallen, by 
smaller doses for two or three days more. A tendency 
to recrudescence, if treatment is not continued beyond 
the time when the temperature returns to or near 
normal, has been evident in most reports. Even 
after the infection has apparently been aborted, the 
patient may still feel lethargic, and convalescence 
is apt to be protracted. The most worrying effect 
of the drug is its liablity to produce gastric upset, 
causing nausea, anorexia, and (in a fair proportion 
of cases) vomiting, with the result that the physician 
may be left in doubt whether to continue with the 
treatment and risk the ill effects of gastritis and 
interference with nourishment. Glucose by mouth 
may be helpful in such cases, Although cyanosis 
appears in some cases, the blood examinations 
carried out by Evans and Gaisford (1938) do not 
suggest any toxic effects of the drug on the hemo- 
poietic system, but blood-counts should be done on 
all patients treated over a prolonged period. It 
may well be that for the more severe infections a 
combination of serum and chemotherapy will be 
found most effective; it has more to recommend it 
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(Fleming 1938, Loewenthal 1939) than has a combined 
drug and vaccine therapy as suggested by Maclean 
et al, (1939). 

There are very few published reports on the use of 
M. & B. 693 in the bronchopneumonia of children, 
in which the drug might be expected to produce good 
results. Evans and Gaisford (1938) mentioned, 
without giving details, the treatment of 40 cases of 
bronchopneumonia in children, with only 2 deaths, 
The tablets crushed up and given in milk did not 
cause any toxic effects. The recommended dosage 
was as follows: for infants 1-3 months old + tablet 
four-hourly, 6-12 months 4 tablet four-hourly, 
the dose being gradually increased to 1 tablet four- 
hourly for children aged 5. Thompson and Green- 
field (1938) found that the administration of sulphanil- 
amide diminished the incidence of secondary broncho. 
pneumonia after measles and pertussis, and a still 
greater success may be expected, from the prophylactic 
use of M. & B. 693, because it is effective against 
both pneumococcal and streptococcal infections, 


CONTROL AND PREVENTION 


From what has already been said it is obvious that 
the control and prevention of lobar pneumonia and 
bronchopneumonia call for different measures. In 
both diseases early diagnosis is essential for saving 
lives by appropriate treatment. 


Lobar pneumonia.—The control and prevention of 
lobar pneumonia in civilian life presents great 
difficulties, because the infectivity is low and the 
undetected carrier probably plays a large part in the 
spread of infection. Lobar pneumonia might be 
controlled better if it were more widely recognised 
as an infectious disease, so that appropriate pre- 
cautionary measures, including the isolation of the 
patient at home or in a special hospital unit, could 
be applied. In particular, contact between the 
patient and susceptible persons—e.g., those with 
colds or who are below par, the very young, and 
the very old—should be prevented. Avoidance of 
chills, of extremes of heat and cold, of excessive 
fatigue, and of overcrowded and badly ventilated 
halls and cinemas is perhaps a counsel of perfection. 
It.is unlikely that attempts to deal with persistent 
carriers of “epidemic ” pneumococci would reduce 
the incidence of lobar pneumonia, but anyone who 
has once had the disease should be particularly careful 
to avoid predisposing causes, since he is more than 
ordinarily liable to a second attack. Measures for 
a more specific prevention of lobar pneumonia are 
indicated only where the congregation of many 
susceptibles is likely to lead to an epidemic. For 
example, inoculation with a polyvalent vaccine of 
the prevalent pneumococcus types has lone been a 
routine procedure in some of the South African 
mines, where the natives are particularly susceptible, 
Unfortunately, although the records show that 
pneumonia due to the pneumococcal types included 
in the vaccine has diminished, the general incidence 
has not been greatly affected, because other types and 
other organisms have supplanted those against which 
protection was given (Ordman 1931, Orenstein 1931). 

Immunisation against the prevalent types 1, m, 
and Im was tried with some success among American 
soldiers in 1917-18 (Cecil and Austin 1918). 

A recent experiment in the immunisation of 
volunteers in the American Civilian Conservation 
Corps is interesting both for its large scale and for 
the use of a polysaccharide antigen instead of the 
crude bacterial bodies (Felton 1938). In preliminary 
tests some 32,000 men were inoculated, and in two 
later and more rigorously controlled experiments 
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there were 70,000 men under observation, of whom 
over 29,000 were given a single injection of 1 mg. 
each of a polysaccharide preparation of types I and 
I pneumococci. An analysis of the results “ suggests 
that the antigen may be effective in reducing the case- 
incidence of pneumonia.” In one experiment the 
pneumonia-rate was 4:36 per 1000 years of life among 
the inoculated and 7-18 in the control group; the 
corresponding figures for the other experiment were 
1-73 and 15-69. The immunisation seemed to be 
most effective in young adults and in those recently 
inoculated. There was no effect on respiratory 
infections other than pneumonia. 


Bronchopneumonia.—If bronchopneumonia is mostly 
an autogenous infection in persons of low resistance 
or living under conditions which lead to a lowered 
resistance, its prevention can only be achieved by 
remedying these defects ; but it is easier to say what 
the remedies are than to apply them. Obviously 
it is on the mortality among children under 5 years 
of age that an attack must be made, and the necessary 
measures—better nutrition and clothing, better 
housing with more fresh air and sunlight, regular 
habits, and proper parental care—are all part of the 
social and economic improvement which our Govern- 
ment is steadily encouraging. That more is being 
done along these general lines in certain areas than 
in others is suggested by the infant death-rates in 
different towns. For example, although the rates are 
generally higher in the industrial north, owing 
principally to an excess of deaths from respiratory 
infections (measles, pertussis, bronchitis, pneumonia), 
a rate of 45 for Huddersfield is a challenge to similar 
towns to reduce theirs from a figure of 80-90. The 
reduction of the infant death-rate to 50 or under 
would mean an annual saving of more than 4000 
lives in the county boroughs alone. Of more specific 
remedies, it has been pointed out by Ford (1934) 
that many of the recurrences of pneumonia in children 
are associated with infected tonsils and ears, and 
Mackay’s (1931) work on iron deficiency in infants, 


causing an increased susceptibility to respiratory 
infections, probably indicates a useful prophylactic 
measure. And again let it be emphasised that any 
steps for the prevention and control of measles, 
pertussis, and influenza will bring about a big reduc- 
tion in the deaths from bronchopneumonia. Luckily, 
as reference to the appropriate reviews in this series 
will show, advances in the prevention and control of 
these three infections are being made or are to be 
expected. 
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SPECIAL ARTICLES 


MEDICINE AND THE LAW 


Divorce for Insanity : Information from 
Hospitals 


WHEN the Herbert Act allowed incurable insanity 
(with a five-year period of continuous detention 
under care and treatment) to be a ground for divorce, 
it was plain that the courts would have to rely on 
evidence being made available by mental hospitals. 
In the Divorce Court last week the President, while 
paying a tribute to the assistance given by the hos- 
pitals generally, remarked upon the “ obstruction ” 
offered by the authorities responsible for the War- 
lingham Park Hospital. Counsel representing the 
Official Solicitor stated that no difficulty had been 
experienced where the Official Solicitor was concerned, 
but he had heard that other parties had not been so 
well treated. Two days later an apology was offered 
to the President by counsel on behalf of the Croydon 
corporation and the Warlingham Park Hospital 
visiting committee. 
appearance of a medical witness on the previous 
occasion was due to a chapter of accidents which 
culminated in the illness of the witness concerned. 
The President explained that he had not complained 
merely of the absence of the medical officer; it was 
the failure to give assistance to litigants in the early 


He stated that the non-. 


stages of the case. The incident ended satisfactorily 
in an assurance that the hospital would in future be 
guided by what his lordship had said. The possible 
awkwardness of combining loyalty to the courts with 
loyalty to the patients, inherent in this rather difficult 
new law of divorce, seems, on the whole, to have 
been reasonably removed. 


Insanity and Desertion 


There continue to be doubtful points for the 
Divorce Court to decide. Early in April (in Bennett 
v. Bennett) Mr. Justice Bucknill had the case of a 
wife who deserted her husband in 1905 and was 
certified as insane in 1936. The Herbert Act allows 
divorce for desertion for at least three years immedi- 
ately preceding the presentation of the petition. The 
wife had deserted her husband for 31 years from 1905 
onwards, but, during the 18 months before the date 
of the petition, she was a certified patient in a mental 
hospital. Had she, by those 31 years of desertion, 
put herself outside the pale of repentance? Desertion 
is a continuing offence. When she decided to desert 
her husband, desertion presumably continued until 
she expressed a desire to return. The judge held 
that her insanity raised the presumption that she 
was incapable of forming a reasoned judgment upon 
her relations with her husband. When she was 
certified as insane, the burden of proof was placed 
on the husband to show that she retained a rational 
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intention to desert him. The husband could not 
show this; it was a hard case, but divorce could be 
granted only on the terms enacted in the statute. 
If insanity supervenes a week or even a day before 
the petition is presented, Mr. Justice Bucknill’s ruling 
will apply and the necessary statutory period of three 
years’ continuous desertion will be interrupted. 


Detention under Care and Treatment 


Another problem arose last week (in Green v. 
Green) over the meaning of five years’ continuous 
detention under care and treatment. In the Shipman 
case the President had considered whether the occa- 
sional absence of a mental patient on parole for 
week-ends would be a fatal interruption of the 
statutory five-year period. He had held that, unless 
the absences were frequent, they need not be regarded 
as breaking the detention. He had now to consider 
the effect of absence for a fortnight at a time. The 
‘case concerned a patient of the Banstead Hospital 
who was sent to Whitstable for a fortnight on trial 
(under section 55 (1) of the Lunacy Act, 1890) to a 
house belonging to the Mental After-Care Association. 
The house was inspected and approved by the L.C.C. 
for the reception of parties of patients released on 
trial. It was not a holiday home for other persons 
unconnected with mental institutions. The parties 
were escorted to the house by an appropriate escort 
from the hospital; the persons in charge of the 
house were in constant communication with the 
hospital, and any lapse of conduct on the part of a 
patient would be at once reported to the hospital. 
The President was satisfied that the Mental After- 
Care Association was acting as agents for the L.C.C. 
for a kind of absence where the element of discharge 
did not appear at all; the patients were in an 
atmosphere of greater liberty and less restraint, but 
they remained under the careful control and observa- 
tion of the officers of the association acting as agents 
of the L.C.C. The result was that this patient from 
Banstead was still subject to discipline and modified 
restraint during the fortnight’s absence, and the court 
could properly hold that there had been no inter- 
ruption of the detention, The President would, it 
seems, have taken a different view if the fortnight’s 
absence had been simply a holiday. 


BUCHAREST 


(FROM OUR OWN CORRESPONDENT) 


PELLAGRA 


AccoRDING to Prof. Tomescu the incidence of 
pellagra in Rumania is rising. In a lecture to the 
Cluj Medical Society he recalled that Babes predicted 
forty years ago that pellagra would be stamped out 
when every peasant possessed enough land to produce 
his own foodstufis. Since then, owing to land reform 
and the expropriation of big estates, huge areas of 
land have been divided between the peasants, but 
this has not lessened the number of cases of pellagra. 
The reason is that the general hygiene and economic 
and cultural state of the peasants are still very low ; 
most of them live on maize, cabbage and potatoes, 
with wheaten bread and meat only on rare occasions. 
The poultry and eggs that they produce are sold and 
never appear on their own tables. In addition, 
their housing and clothing are inadequate and 
alcoholism is rampant. 

Prof. Tomescu suggests that the first step in a 
successful campaign against pellagra must be to raise 


BUCHAREST.—UNITED STATES OF AMERICA 


[may 27, 1939 


the standard of living in the rural districts. Such 
measures have been successful in Italy, where pellagra 
was once much more prevalent than it is in Rumania, 


A NEW HOSPITAL IN BUCHAREST 


Jaques Elias, a Bucharest banker, who died in 
1923, bequeathed 250 million lei to the Rumanian 
Academy of Science to erect and maintain a hospital, 
The magnificent new hospital on the Bulevardul 
Marasesti has now been opened. It has 120 beds 
and in war-time its accommodation can be expanded 
to 400, but it will mainly cater for outpatients, the 
wards being intended primarily for observation and 
laboratory investigations. The equipment is lavish 
and it is claimed that the physiotherapy department 
is unequalled in Europe. The hospital will be under 
the direction of Prof, Danielopolu. 


URIC ACID IN THE SALIVA 


Dr. Joseph Kallés has suggested that estimation 
of the uric acid in the saliva gives a much better ides 
of the uric-acid production of the body than does 
examination of the blood or urine. In 100 unselected 
subjects he found that the saliva uric acid was between 
0-9 and 2-4 mg. per 100 c.cm. in 12 cases ; betwee 
2-5 and 4:2 mg. in 61 cases; and between 4-1 and 
20-6 mg. in 27 cases. A value of over 4 mg. befor 
food is taken in the morning points to excessive 
uric-acid formation. Kallés carried out repeated 
estimations in the same subject and has found that 
after the intake of foods containing purine bodies the 
figure may rise 1-7 per cent. He compared the 
uric-acid values in the-saliva and in the urine and 
found that the former often shows a considerable 
rise while the latter is normal, and in such cases the 
clinical manifestations are in harmony with the 
findings in the saliva. Similarly, a high value for 
the saliva uric acid was often associated with 4 
normal figure in the blood. 

Kallés’s method of estimating uric acid in the 
saliva is simple and takes only a few minutes, Apart 
from its value in detecting a gouty tendency it may 
be used for determining the amount of uric acid 
formed after taking different kinds of food. The 
saliva uric acid is first estimated with the stomach 
empty, the food to be tested is then taken, and the 
saliva is tested again two or three hours later. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


CONFERENCE OF STATE HEALTH OFFICERS 


As usual the meetings of the state health officer 
with the officials of the Children’s Bureau, the 
provincial health officers of Canada, and the surgeon- 
general and officers of the U.S. public-health service, 
held from April 20 to 25, were an occasion fot 
discussing the technical advances in the field of 
public health. In addition they were concerned this 
year with the movement for extension of medi 
care at present crystallised in the Wagner National 
Health Bill and also with the possibility of general 
mobilisation that- results from the danger of wat. 

Discussions of the national health programme wer 
disappointing. The phobia of the American Medical 
Association in regard to health insurance was 2 
evidence, and in general the state health officer 
showed a fearfulness and lack of imagination in tht 
face of the undoubted popular demand for improv 
health services, which makes one wonder whethé 
they have either the courage or ability to provide 
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leadership in the broadened programme of national 
health on which this country is entering. 

On the other hand encouraging progress was 
reported in the control of syphilis. State and local 
health departments have responded promptly to the 
increased federal grants for the control of venereal 
diseases, and during the first six months of the 
national campaign have provided more than $4,300,000 
to match the federal appropriation. More than half 
a million new patients, it is estimated, will be brought 
under treatment for syphilis during the first year. 
There are now 1773 treatment centres reporting to 
the public-health service through the state health 
departments, compared with 713 in 1936, and in 
the same period the doses of arsphenamine distributed 
by state health departments has increased from 
1,321,000 to an estimated 3,750,000 in the present 
year. Laws requiring premarital examinations, 
including serological tests for syphilis, have now 
been passed in 18 states and 8 states now require 
serological tests on all expectant mothers. 


Dr. K. E. Miller, who has been assigned to the 
Federal Trade Commission to advise them in regard 
to their new duties in the control of advertisements 
of foods, drugs and cosmetics, pointed out that until 
the Wheeler-Lea amendment was passed it was 
necessary for the commission, in order to sustain an 
action against false advertising, to prove (1) that 
there was injury to competition, and (2) that the 
correction of such injury was of interest to the public. 
Now, in the interest of the consumer, the commission 
may issue a cease-and-desist order where advertising 


is false not only in regard to what it says but also in ` 


regard to what it may fail to say. A product which 
contains a harmful drug and fails to carry in the 
advertising an appropriate warning is considered to 
be falsely advertised. The commission clearly 
intends to exercise serious restraint on this billion- 
dollar industry and it is probable that this will result 
in an attempt to build up intra-state industries which, 
since their products will not cross state borders, will 
be immune from all federal control. For this reason 
Dr. Miller strongly urged that the states should enact 
similar legislation to protect themselves. 

Encouraging reports were presented of the success 
of vaccination against yellow fever. In Rio de 
Janeiro more than a million have been vaccinated 
and the results as a whole have been excellent. 
Laboratories for the manufacture of yellow-fever 
vaccine have been established in Colombia and are 
projected for other South American countries. It 
has been determined that the blood of the vaccinated 
persons does not contain virus in a form which can be 
transmitted by the aedes mosquito. It is said that 
the technique of the disinsectisation (horrible word !) 
of aircraft travelling between this country and the 
countries where yellow fever is endemic has been 
improved but not yet perfected, the problem being 
rendered more difficult by the adoption of ever 
larger types of aeroplanes. 

Two dissimilar reports of health insurance in the 
British Empire were presented, Dr. Gregoire Amyot, 
assistant provincial health officer, British Columbia, 
spoke on the health-insurance plan passed by the 
provincial legislature but at present inoperative 
because of opposition of the medical profession. He 
described the measure as dead but not buried. On 
the other hand Dr. C. E. Hercus, dean of the medical 
school at Dunedin, New Zealand, spoke of the very 
ambitious scheme introduced by the Labour govern- 
ment in that country. He said that there the pro- 
fession had not been consulted before the introduction 
of the measure and as a whole had disapproved of it. 
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But after the unequivocal results of a general election 
had made plain the popular demand they had agreed 
to codperate in working it out. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


THE HOSPITAL SWEEPSTAKES 

THE twenty-seventh draw of the Irish Hospitals 
Sweepstakes—that on the Derby—took place last 
week, The state of international tension naturally 
had a heavy influence on the sale of tickets, with the 
result that the receipts were the smallest since the 
first sweepstake. After expenses had been met, 
including the prize fund, a sum of £305,966 was 
available for the hospitals. The total amount that 
has been collected for the hospitals from the twenty- 
seven sweepstakes is £13,753,692, the largest sum 
from any one sweepstake being £779,899 from the 
Derby in 1932. If one may judge of the distribution 
of the sale of tickets from the destination of the 
prizes, the United States of America furnishes the 
highest number of purchasers. Of the 819 prizes, 
403 went to that country, 224 to ‘‘ Europe ” (that is, 
European countries other than Ireland), 77 to Canada, 
and 59 to Ireland. It is understood that many of 
the Dublin hospitals are now busy with their plans 
for development, and that their proposals (though 
not as yet their individual plans) have received a 
general approval from the Minister for Local Govern- 
ment and Public Health. In the case of some of the 
hospitals which are bound by ancient charters or acts 
of Parliament legislation will be necessary, and it is 
expected that a bill for this purpose will shortly be 
introduced as a government measure. 


PARIS 


(FROM OUR OWN CORRESPONDENTS) 


A NEW INSTITUTE FOR FUNCTIONAL RECUPERATION 


For a long time M. Justin Godart, a former minister 
of public health, has cherished a scheme for putting 
functional recuperation on a material and institutional 
basis. Such an institution would be a centre at which 
general practitioners, the medical officers of insurance 
companies and industrial undertakings, the medical 
staff of the national health-insurance organisation, 
and physical-drill teachers could learn, on the spot or 
by correspondence, in theory and in practice, the 
scientific principles at the root of functional and 
professional rehabilitation. By his system of measur- 
ing the output of work, M. Godart has felt convinced 
he could put the studies of the proposed institute on 
a scientific basis. It has now materialised, and it 
was inaugurated at the end of March with much 
ceremony. Visitors to this institute must be prepared 
to undergo an energametric examination by one of its 
devotees. 

ACTIONS FOR DAMAGES 

A woman afflicted with warts on her hands sought 
relief from a doctor who ordered radiotherapy—two 
exposures, each of half an hour. The warts melted 
away like snow, but their place was taken by lesions 
resembling burns. Oxide of zinc was applied, but 
scarring ensued with paralysis of the left hand. After 
waiting three years in the growingly uncertain hope 
of recovery, the patient turned to her doctor for 
financial instead of medica! relief, estimating the 
damage at 100,000 francs. Involved in her claim for 
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compensation was not only the doctor, but also a 
nurse and the nursing-home. While the action for 
damages progressed at the speed proper to well- 
conducted legal proceedings, the patient was gathered 
to‘her fathers. But in due course her heirs were 
awarded 10,000 francs in posthumous recognition 
of the wrongs she had suffered. 

In another lawsuit, subversive of the doctrine that 
dog does not eat dog, one doctor sued another for 
the disparaging comments made by him to a third 
party who happened to be the patient of the plaintiff, 
He was no less a person than Dr. Raphaël Massart, 
one of the editors of Concours Médical. Practising 
medicine as well as medical journalism, he had 
occasion to treat a lady under the national health- 
insurance scheme, A certain Dr, X, employed as a 
medical inspector under the same scheme, visited 
the lady in question and made certain unfavourable 
comments on her doctor. Similar comments being 
. repeated to the lady’s husband, and a report thereof 
being made to Dr. Massart, he felt constrained to 
bring an action for slander, and was successful therein 
to the tune of 1000 francs. Not heavy damages. 
Perhaps the court held that its assessment should 
be in keeping with the triviality of the defendant’s 
remarks, 


THE LANCET 100 YEARS AGO 


May 25, 1839, p. 338. 
From a leading article on the Registration Acts. 


Although, in the words of Mr. Justice BesT, “‘ all the 
property in this country, or a large part of it, depends 
on registers,” the parochial registers have been imper- 
fectly kept, and negligently preserved by the Episcopalian 
Clergy. Transcripts were not made in many parishes ; 
and when they were transmitted to the Diocesan Courts, 
they laid there, in ‘“‘cold obstruction,” wunarranged, 
unindexed, and ready to fall to pieces. In a scientific and 
in a political point of view, too, the ecclesiastical registers 
were worthless, for they contained only a part of the 
births and deaths. The extent of the deficiency, though 
great, was unknown, but it differed in different counties, 
and the cause of death was not specified. The necessity of 
instituting an accurate civil registration of births, deaths, 
and marriage contracts, entirely independent of ecclesi- 
astical ceremonies, had become inevitable and imperative ; 
the high church party admitted this; and the Act for 
Registering Births, Deaths, and Marriages, introduced by 
Lord JoHN RUSSELL, passed both Houses of Parliament 
in 1836, and obtained the Royal assent... . 

It will be evident that the system of Civil Registration 
is in every respect an immense improvement upon the 
Ecclesiastical Registry. Church ceremonies are no longer 
registered ; and the birth, marriage contract, and death 
of every Englishman are recorded without any reference 
to the numberless differences of theological opinions 
which necessarily prevail among a speculative Protestant 
community. The cause of death is registered. Adequate 
means have been adopted to preserve the registers, and 
to render them easily accessible by means of proper 
indexes. A summary of the registered facts, which will 
accurately represent the state of public health, is to be 
laid before Parliament, and published every year. 


“ . . Few people, young or old, ask for more than 
an opportunity to make a living, to express themselves in 
creative effort, to live in peace. Surely a race which has 
learned how to crack the atom should be able to achieve 
these simple objectives. The important thing to remember 
is that the majority of our difficulties are man-made. 
They are not the result of penury of nature ; nor are they 
visited upon us by a vindictive fate. They are the resylt 
of human carelessness, human short-sightedness, human 
greed.’’—Mr. JOSEPH KENNEDY, speaking to the University 
Association of the University of Liverpool, on May 18. 
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GENERAL MEDICAL COUNCIL 
PRESIDENT’S ADDRESS 


OPENING the 149th session of the council on 
Tuesday last, Sir NokRMaN WALKER referred to the 
loss of Sir Robert Bolam, who had served on the 
council since 1920, first as a direct representative 
for England and then as the representative of 
the University of Durham. “He made no long 
speeches, but everything he said was worth 
listening to. As chairman of business he found 
himself in a very congenial post. His mind was 
orderly, and most of the improvements in standing 
orders in recent years emanated from his fertile brain.” 
No-one, he added, could have wished a more loyal 
friend and counsellor. As his successor in the represen- 
tation of Durham University the President welcome 
Mr. Ronald Bramble Green, professor of anatomy and 
dean of the school of medicine, Two former members 
had also passed away, both of them representatives 
of the Society of Apothecaries: Sir Hugh Beevor 
from 1900 to 1910, and Lieut.-Colonel C. T. Samman 
from 1929 to 1932, 


REGISTRATION AND FINANCE 

The Medical Register for 1939 showed, said the 
President, that on Dec. 31, 1938, the number of 
names in the register was 61,420, an increase of 
1257 on the preceding year. The new names included 
330 added to the colonial or foreign lists of the 
register in 1938. The new method of compiling the 
Students Register only came into operation on 
Sept. 1, 1938, and the first register in the new form 
was, therefore, not due for publication until August. 
Codperation from the deans of medical schools would 
make it more complete than it had been in the past. 

He was glad to report the substantial surplus of 
income over expenditure for 1938 of £3433. “We 
cannot claim to be as eloquent as some of our pre- 
decessors, but we may claim to be more busines- 
like.” In 1891-1900 the average length of the two 
sessions of the year was 14:3 days, in 1901—10 12-2, 
in 1911—20 9-8, and in 1921-30 9-5. In 1931—38 it was 
slightly over nine days; and for the last ten years 
the average surplus of income over expenditure 
had amounted to over £1300 a year. ‘* Nothing 
has contributed so much to this satisfactory result a: 
the readiness of the council of today to work over- 
time.” Some of the duties imposed upon the council 
by the Medical Acts were expensive to discharge; 
that of maintaining and raising the standard of 
qualification was one of the most important. A new 
cycle of inspections of the final examinations was 
due to begin in 1940. 


MEDICAL EDUCATION OVERSEAS 

“ At their meeting yesterday,” the President con- 
tinued, “‘ the executive committee had before them a 
report by Prof. Stuart McDonald, whose authority to 
speak on questions of medical education is well 
known here, on an informal visit to the University 
of New Zealand which he paid early in the year in 
response to a cordial invitation from the authorities 
of the university. New Zealand, as I reminded you 
in November, 1937, took the lead in establishing 
reciprocal relations with us under Part II of the 
Act of 1886, which was applied to the dominion in 
1887 ; and the degrees granted by the university have 
been recognised as being registrable here for over 
fifty years. The committee were, therefore. specially 
gratified, though not at all surprised, to read the 
favourable comments which Prof. McDonald found 
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it right to pass upon the courses of study and examina- 
tions after which the degrees are granted. His 
report will be forwarded to the university with suit- 
able acknowledgments of the gracious reception 
accorded to him on all hands. 

“The committee also received memoranda by Sir 
Richard Needham on further visitations which he has 
been so good as to make at their instance this year 
of the University of Hong-Kong, the King Edward VII 
College of Medicine, Singapore, and the University of 
Rangoon ; and a note on an informal visit which he 
took occasion to pay in passing to the Ceylon Medical 
College (where he had made a visitation in 1936-37). 
We have learned to depend for accurate and up-to-date 
particulars of the curriculum through which diplomas 
recognised by us are granted in each of these insti- 
tutions upon the public-spirited services of our visitor. 
It would be premature for me to anticipate the 
reports which he will make in due course on the two 
universities and on the college in Singapore; but 


I may go so far as to say at once that the committee ` 


are not likely to find in them any ground for sug- 
gesting an interruption of the recognition which has 
been accorded to the degrees granted by the Univer- 
sity of Hong-Kong since 1913, and to the licence 
granted by the College in Singapore since 1916. 

“ The position in regard to degrees granted by the 
University of Rangoon is not equally clear. The 
Medical Council of India, who are entrusted with 
powers to inspect courses of study and examinations 
wider, or at least more specific, than those of the 
General Medical Council, had recognised these degrees 
shortly before the separation of Burma from India, 
The executive committee, in the exercise of the 
powers delegated to them by the council, have not 
withheld recognition from any qualifications granted 
by universities in India which the Medical Council of 
India have recognised; and in November, 1937, 
they recognised the degrees granted by the Univer- 
sity of Rangoon with effect from the date in 1936 
on which the degrees had been recognised in India. 
This decision was conveyed to the university with an 
intimation that recognition was accorded, in the 
words of the Act, ‘for the time being’; and that its 
continuance would be dependent upon the nature of 
the report received by the committee from Sir Richard 
Needham on the visitation which has now been made. 
It is, I think, already apparent from his memorandum 
that this reservation was well advised. Further 
discussion of the special problems of medical educa- 
tion in Burma must be undertaken in the light of 
the report which will be made to the committee 
before it can be determined whether the degrees 
fulfil the statutory condition prescribed for recog- 
nition, namely, that they furnish a _ sufficient 
guarantee of the possession of the requisite know- 
ledge and skill for the efficient practice of medicine, 
surgery, and midwifery. 

“ It has been my fortune to have had exceptional 
opportunities of observing medical education in other 
lands, first in Austria, Bohemia, and Germany, and 
later in Canada and the United States of America, 
to which I went in a semi-official capacity. Also, as 
a missioner from the council, I twice visited, along 
with Sir Richard Needham, all the medical colleges, 
and several of the much more numerous medical 
schools, of India. I am not going to make any 
comparisons: each country has methods and differ- 
ences of its own. All, I think, realise that a sound 
and broad general education should be the basis on 
which medical education should be built, Our early 
minutes show that our predecessors laid emphasis on 
this point, and advised that steps should be taken in 
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that direction long before they were actually 
accomplished, 

. “ The General Medical Council were constituted, as 
stated in the preamble to the Act of 1858, for the 
purpose of enabling the public to distinguish between 
qualified and unqualified practitioners, and Parlia- 
ment thus laid on the council the duty of deter- 
mining what a qualified practitioner should be. No 


‘country has reached perfection, but no-one whose 


name has been for over fifty years on the Medical 
Register will question that the practitioners placed 
on the register today are infinitely better qualified 
than those of his time. 

“In my address in November last I referred to 
certain impending problems in connexion with the 
working of Part II of the Medical Act, 1886, and 
indicated that it was important that proposals for 
the alteration of any local law relating to medical 
practice in dominions or parts of dominions with 
which we have reciprocal relations should be com- 
municated to us before legislative effect was given to 
them. This suggestion was made too late, for we 
learnt shortly afterwards that legislation had been 
passed both in New South Wales and in Victoria 
which appeared to prejudice the continuance of the 
application of Part II of the Act to these states. 
I caused this information and a summary of the 
effect of the new acts to be circulated to all the 
licensing bodies in this country, and asked them to 
give careful consideration to the position. Replies 
were received from the majority of the bodies, and in 
February were laid before the executive committee. 
The committee authorised me to communicate with 
the Dominions Office, and, after very full considera- 
tion of the whole matter, letters have been sent on 
behalf of the committee to the medical boards of 
New South Wales and of Victoria, and to the Univer- 
sities of Sydney and of Melbourne, directing their 
attention to difficulties likely to arise. 

‘“ I believe that the origin of such difficulties may be 
found in endeavours to deal with the immigration 
into the dominions of medical practitioners who are 
not British subjects by means of legislation which 
purports to regulate the local conditions of medical 
practice. The General Medical Council have recently 
had occasion, especially in dealing with the registra- 
tion of foreign dentists under the Dentists Act, 1878, 
to realise more clearly than ever that their concern is 
with standards of professional education, and not 
with political questions; and I venture to suggest 
that medical boards or councils elsewhere who are 
responsible for medical registration tread on hazardous 
ground when they seek, by means of amendments of 
Medical Acts, to deal with matters which obviously 
fall within the general province of the government 


of the country.” 


A vote of thanks to the President for his address 
was moved by Mr. W. E. Miles, seconded by Sir 
George Newman, and carried, 

Prof. J. S. B. Stopford was elected chairman of 
business in place of the late Sir Robert Bolam. Mr. 
R. B. Green, representative of the University of 7 
Durham for five years, was introduced by Prof. 
Stopford. 

The council then passed to the consideration of 
disciplinary cases, 


BRITISH INSTITUTE OF PHILOSOPHY.—On Wednes- 
day, June 7, at 5.45 P.M., at University College, Gower 
Street, London, W.C.1, Sir Sarvepalli Radhakrishnan will 
deliver the Iyer lecture. He will speak on the nature of 
truth. Cards of admission can be had from the director 
of studies at University Hall, 14, Gordon Square, W.C.1. 
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GRAINS AND SCRUPLES 
Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM AN AMATEUR JOURNALIST 
IV 


ACCORDING to the editor of a certain standard 


dictionary, well-bred persons of education and fair 
ability are able to define or understand 50,000 words, 
and are accustomed to employ some 20,000 or more 
in conversation and writing. It cannot be an easy 
matter, even if it is possible at all, to ascertain the 
extent of anybody’s vocabulary, excluding of course 
the extreme limit in a little child, a mentally defective 
or an entirely uneducated person. But I should have 
thought such figures as those advanced by the editor 
a grotesque overstatement, I have seen it stated, 
on reasonably good authority, that Shakspere used 
24,000 words, Milton about 13,000, although both 
knew many more. It has also been estimated that 
the average labourer from Dorset—why Dorset ?}— 
gets along with 300 words and I find it easier to 
think in such simple figures than in the tens of 
thousands which the editor of that standard dictionary 
flings about so lavishly. ‘‘ Drugs are of no use” 
has been remarked on occasion, evoking the retort 
“ not the slightest unless you know how to use them.” 
To some extent the same may be said of words, 
although the attempt to acquire a large vocabulary 
must be on the whole the index of a desire to know the 
proper meaning of the words and, therefore, their 
correct and advantageous employment. 


e e & 


If one may judge from ordinary conversation, is 
it likely that the average “‘ well bred. person of educa- 
tion ” knows the meaning of more than 8000 words 
and uses more than 5000, excluding of course purely 
technical terms ? Every advance in knowledge means 
an appropriate new vocabulary so that daily accretions 
to our language are demanded. Every profession, 
every trade, every invention has its technicalities, 
often a language which to the uninformed is com- 
pletely meaningless. Surely our own profession 
must have easily the most extensive of all technical 
phraseologies. Dictionaries of medical terms claim 
to contain something of the order of 80,000 references. 
What percentage of this stupendous total is utilised 
by the majority of our profession? Dip into it 
for some choice examples: hysterostomatocleisis ; 
anakinetomeric ; onomatopoiesis; maieusiophobia ; 
hyperneurotization ; autarcesiology; tsutsugamu- 
shiasis; synchopexia. 
the last is “the same as tachycardia.” In the 
preface to the 18th edition of Dorland’s American 
Illustrated Medical Dictionary (1938) it is claimed that 
3000 new words have been added since the previous 
edition (1935): 3000 in three years; nearly three a 
day ! No wonder that some of us who would doubtless 
be convicted of an inferiority sense are afraid to 
go away for a week-end lest during our absence 
we shall lose some advance in medicine which we 
shall be unable to overtake, 


$ + * 


In this connexion it is natural to consider the 
employment of proper names in medicine. Whilst 
a relatively small number are an integral part of our 
knowledge and could not possibly be eliminated, it 
is not remarkable that a protest is raised from time 


One learns with relief that , 


to time when a fresh sign or syndrome, a new test, 
a special instrument, a modification of an operation 
or variation in some form of treatment imposes 
an additional burden on the memory. Blanchard 
scathingly described the ‘‘syndréme du baptème” 
as a neurosis with the absolutely characteristic 
symptom that the victim—usually a medical practi- 
tioner—is seized with an uncontrollable impulse to 
discover some extraordinary disease and to bestow 
his name upon it. And to this neurosis a not incon- 
siderable number of our profession display a high 
degree of susceptibility and morbidity. To the 
Annals of Medical History for January, 1937, Sir 
Humphry Rolleston contributes a fascinating article 


‘on the subject of eponyms, a comprehensive survey 


with all the charm and learning we expect from his 
pen. He quotes the number of eponymous terms 
in Dorland: if one includes every reference to 
which a proper name is attached the number must 
run into thousands. I counted 776 under “‘ sign” 
alone ! Sir Humphry defends the eponym on certain 
grounds. Subsequent research may show that the 
exact nature and causation as originally denoted are 
incorrect; so that ‘‘Gull’s disease” is preferable 
to “‘myxedema’’ and “Cushing’s syndrome ” to 
“ pituitary basophilism.” Again, the pathological 
description may be inconveniently cumbrous. Com- 
pare “ Raynaud’s disease” with “local asphyxia 
and symmetrical gangrene of the extremities.”’ 
Drawbacks are in many instances obvious. Mostly 
the reference is, to say the least of it, meaningless. 
Priority of description is not ensured with any 
certainty. Sir Humphry points out that the Stokes- 
Adams form of heart-block was reported by three 
previous observers and it is not surprising that the 
same condition is claimed by many different countries 
and identified by a corresponding name. Everybody 
in the profession in the British Isles is familiar with 
‘‘Graves’s disease” although there may be some 
doubt whether it should be Grave or Graves, A 
lesser number recognise ‘“‘ Parry’s disease ’? and are 
aware that on the Continent toxic goitre is invariably 
identified with K. A. von Basedow. I wonder how 
many know that in Italy they describe it as “ Flajani’s 
disease ” and I judge that only the most erudite 
(to whom such a study almost smacks of an obsession) 
would be familiar with the claims of Stokes, Demours, 
Marsh, Parsons and Begbie in the same connexion. 
Argyll Robertson, Cheyne-Stokes, Austin Flint, 
Brown-Séquard, Stokes-Adams are hallowed names, 
although an impish examiner can generally score 


. off a student by inquiring whether one observer or 


two are intended. I have myself encountered the 
belief that a possible occupation-disease was designated 
by “Bakers cyst”? and that ‘“Parrot’s nodes” 
derived recognition from resemblance to the beak 
of a bird. (“ Writers cramp” is perhaps too 
thoroughly established to justify the attempt to 
fasten upon an unsuspecting victim the acceptance 
of a possible eponym in “Scrivener’s palsy.) I 
confess to a resentment in encouraging a flippancy 
when accepting ‘“ Jones’s cock-up splint” and 
“ Cock’s peculiar tumour”; but too much of ou 
scientific nomenclature has received the cachet of 
antiquity to assume as the avoidance of an invidious 
distinction the well-known recommendation of the 
late Lord Fisher. 
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The out-and-out pedant is admittedly a nuisance. 
{f he desires to talk like a book he will begin by being 
distrusted and end by being thoroughly detested. 
The man who uses the expression ‘‘our mutual 


friend,” which was good enough for Dickens, is likely 


to be annoyed rather than grateful or even interested 


. if he is informed that the construction is nonsense. 


To speak and write fairly good English is a not over- 
laborious occupation: to speak and to write what 
the pundits would accept as correct English seems 
to demand a nightmare of study. There are books 
on the subject ; one which is at my elbow has 21 pages 
occupied with rules for the correct use of “ shall ” 
and ‘will.’ Twenty-one pages of complicated 
instruction and examples for an even chance! You 
are as likely to be correct by guessing. Did anybody 
ever write perfect English? It is not difficult to 
pick holes in Carlyle and Macaulay, to say nothing of 
Scott and Meredith. 

Apart from the condemnation of preciosity, a 
word is pertinent in regard to the abuse of slang. 
I say abuse, not use, because an occasional indulgence 
is a not too generous concession to gregariousness 
and to have no slang at all is as bad as to have 
no redeeming vice. Recruits to our language hail 
from every section of society and the smart expres- 
sions of one class are the slang contributions of 
another. Some are transferred from such exalted 
quarters that we average beings are dazzled into 
admiration and forget the unworthiness of their 
origin. But abuse introduces the dangers of slovenli- 
ness and inexactitude—dangers only too prevalent 
in our profession, in which the habitual slang addict 
will never lack for company, in which indeed the 
stylist or purist is likely to gain more ridicule than 
respect, I was a dresser to a famous surgeon of his 
day and early in the course of my duties I informed 
him in the affable manner of one brother of the lancet 
to another that such and such a specimen had been 
sent to the “path. lab.” ‘The path-o-log-i-cal 
lab-or-a-tory,’” he corrected, with unctuous and 
punctilious demarcation and would-be devastating 
reproach. The lesson was not forgotten. Two 
years later, when his house-surgeon, I thoroughly 
drilled my dressers so that when the great man 
asked one of them colloquially ‘“ Anything in the 
chest, anything in the lungs?” he was staggered 
into inarticulate fury by the quiet rejoinder ‘The 
usual thoracic viscera, sir, and air in the lungs.” 

The cultured layman learned in the classics is 
contemptuous of the whole of our phraseology, 
many terms.in which are a mixture of Latin and 
Greek with elements which long ago parted company 
from their original meaning. Even if we have to 
offend him we have no remedy; we have to accept 
our current language. But much of our slang is 
lamentable, although it may survive with the defence 
that it saves time and trouble and is generally (not 
always) unambiguous. Nobody, for example, ought 
to worry about the distinction between an “‘infre- 
quent” and a ‘“‘slow”’ pulse, for although there is 
a difference it is only a man intoxicated with the 
madness of superlative accuracy who would desire 
to advance it. And to some extent the same may be 
said about the familiar pronouncement that the 
patient has “ no temperature.” We always know what 
is meant and do not need reminding of the absurdity 
that his temperature cannot be absolute zero. Still, 
it is a pleasing little courtesy to the ears of the more 
particular to announce the absence of pyrexia or 
fever. But much of our medical gibberish is 
unnecessarily inelegant. Life may be short and 
art fleeting but neither to such an extent that we 
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need flu, gyns., primip., abdo., pul. tub., auric. 
fib., chronic appendix, gastric case, pronounced 
belly, a cardiac, teeth O.K., he was bismuth-mealed, 
Babinski present, I put her on iron, she had a 
Cæsar., I dida P.R. Odd tenths of seconds saved, 
but what are you going to do with those tenths ? 

As a really good New Year resolution (which could 
be adopted in May) we all ought to eliminate the verb 
“ to got” as much as possible. Consider this ugliness 
from a leader in our midst—of course the context 
is paraphrased. ‘In this condition you do not 
get perfect expansion, you get irregularities and you 
are apt to get a tendency to bronchitis which in the 
course of time gets worse.” This shows the perpetuity 
of the early habit in a student’s training, for when 
one asks for the description of a lesion, in the huge 
majority of cases the construction proceeds upon the 
lines—“ You get.” I may resent the imputation 
when he is referring to hobnails in the liver or reject 
the absurdity if he assures me that “ you get hamor- 
rhage from the vagina.” “You get” serves all 
purposes—as for ‘‘ one observes (or finds) ” or “ there 
is present (or occurs or develops).’’ In fact there 
exists a host of appropriate choices from our rich 
vocabulary which like verbal misers we keep hoarded 
up between the boards of dictionaries, content to - 
subsist on a battered or counterfeit phraseology. 


x * x 


And the delight in abbreviations! Perhaps we are - 
as a nation peculiar in a penchant for multiplying 
and utilising the letters which its citizens are permitted 
to adopt as indicative of the distinctions and honours 
that they have gained or acquired. A _ high-court 
judge has sardonically pointed out that the payment 
of a few guineas appeared to be the only qualification 
for election to the fellowship of certain societies with 
the privilege of putting a number of letters after one’s 
name. In some instances, I suppose, the qualifica- 
tion is even more slender than that. How many 
people know what an M.B.I.P.S. is? Most are 
familiar with I.0.U., but I.0.P. has an entirely 
different significance. Beware lest your friend with 
the last-named distinction is inadvertently addressed 
as I.0.0.P. So far as I can see there is nothing to 
prevent one from starting -a society of any kind, 
say “The Metropolitan Association for Encouraging 
Ambidexterity in Midwives” and associating with 
this, fellowship, membership, associateship, with 
corresponding letters to follow the name. 

What must the layman make of our honourable 
professional adornments ? He has to discover that a 
bachelor of surgery may be a B.C., a B.Ch., a B.Chir., 
or a B.S. The last he probably confuses with B.Sc., 
the second must puzzle him because of its clerical 
appearance and the first he probably refuses to 
believe. What does he think of us when we call 
most of our doctors of medicine M.D.s but a select 
few D.Ms? Don’t we know our own minds? 
M.R.C.S., L.R.C.P. he encounters so frequently that 
he masters their significance, and to F.R.C.S. he 
accords a respectful recognition of superiority. 
But what does he make of L.M.S.S.A., of L.R.F.P.S., 
of M.M.S.A.? I am not at all sure that the majority 
of us would be confident in respect to B.A.O., L.A.H., 
L.S.Sc. In our jargon we have a kind of recognised 
notation: P.R., W.R., H.S., H.P., R.M.O., Tb or 
T.B., T.A.B., K.L.B., C.0.A., pH, F.H., B.B.A., 
L.O.A., R.O.P. and a host of others. There 
may not be much danger of confusion although 
I found that of two consecutive students selecting 
the abbreviation P.A. one meant pernicious anemia 


(Continued at foot of next page) 
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LETTERS TO 


THE PSYCHOLOGIST IN WAR-TIME 


Sir,— Your leading article last week ignores the 
experience gained during the Great War in the treat- 
ment of the gross hysterical disorders, which were 
grouped together under the misleading title of “‘ shell 
shock ” and formed a large majority of the war 
neuroses. There is no doubt that similar disorders 
will occur in any future war, not only among soldiers 
but also among the civilian population as a result of 
air-raids. Jt was not until the third year of war that 
really satisfactory methods of dealing with the war 
neuroses were discovered. Even in 1916 some of the 
war neuroses were still regarded by many as organic 
in nature, and it was not until the following year 
that their true nature and proper treatment became 
widely, though still far from universally, recognised. 

The treatment consisted in simple explanation, 
persuasion and re-education, sometimes reinforced by 
suggestion with or without hypnosis, though all 
forms of suggestion were generally discarded as the 
medical officer became more experienced. In almost 
every case of hysterical paralysis, contracture, tremor, 
blindness, deafness, mutism, aphasia and vomiting, 
whether recent or of many months’ or even two or three 
years’ duration, complete recovery followed a single 
treatment, which might last anything between five 
minutes and two or three hours. When the treatment 
was carried out at a casualty-clearing station many 
soldiers were able to return at once to the front line. 
Those treated in England were soon fit enough to 
return to duty at home or to civilian life, and there 
were very rarely any residual nervous symptoms 
requiring further treatment. Successful application 
of these rapid methods of psychotherapy did not 
depend upon any special psychological or neuro- 
logical training of the medical officers. Of the ten 


who worked with me at the Seale Hayne Military | 


Hospital, with its 300 beds for functional nervous 
disorders, only one had had any previous training ; 
yet all became highly efficient within a week of joining 
the staff. Large numbers of British, Dominion and 
American medical officers came for fortnightly courses 
of instruction, which proved amply sufficient for 
learning the technique of the simple methods of 
psychotherapy required for the war neuroses. 

Modern methods of psychotherapy, which generally 
entail prolonged treatment, would be quite useless 
for the treatment of hysteria under war conditions, 
when it is essential to get very rapid results. The 
anxiety neuroses, which are of course common enough 
in war-time, require quite different treatment, and 
no doubt the well-trained psychotherapist is the right 
man to deal with the severer forms of these, although 
any intelligent doctor is quite competent to treat 


(Continued from previous page) 


and the other paralysis agitans. Trouble may arise 
because of the use of a special notation which has 
a purely local significance. I was once puzzled to 
identify the artistic glorification of a young man 
described to me as an R.A. until I discovered this stood 
for resident anzsthetist, and the I.M.A., which I 
had perhaps naturally supposed to indicate an intern 
midwifery assistant, turned out to be a master of 
engineering—Magister in Arte Ingeniaria. 


Next month “ Peter Quince ” will be responsible for 
these columns. 
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the minor forms, In providing for the treatment of 
psychological disorders in war-time the services of all 


those who gained experience during the Great War 


should be utilised, and the training of the young 
psychotherapist should include instruction in the 
methods which were found so successful twenty 


years ago, even if the views upon which they were. 


founded are regarded by modern standards as being 
old-fashioned, for they certainly were extremely 
successful. I am, Sir, yours faithfully, 
ARTHUR F. HURST. 
New Lodge Clinic, Windsor Forest, May 22. 


EQUIPMENT OF INDUSTRIAL CLINICS 


S1z,—In answer to Dr. Stewart’s letter in your last 
issue I should like to explain that the actual words 
used in my address were: ‘‘ As a preventive measure 
all large factories should have on their staff a medical 
officer with adequate facilities, including X-ray 
facilities.” With the first part of this statement 
Dr. Stewart agrees; and he will, I feel sure, agree 
also that, where the possibility of pulmonary disease 
in dusty trades is concerned, X-ray investigation of 
the chest must necessarily be included among the 
facilities. Where a specific occupational lung hazard 
is concerned it would obviously prove an economic 
proposition to have such facilities on the spot. 
I quite recognise, however, that every factory engaged 
in a dusty trade cannot have X-ray apparatus on the 
premises. Such a question is purely a matter for the 
individual factory management. 

Dr, Stewart concedes that the industrial medical 
officer has a part in the prevention and detection of 
lung tuberculosis in industry, and he approves of 
the policy of extension of medical services in the 
factory. I hold the view that the medical officer in 
such cases has adequate facilities, including those for 
X-ray examination, if he is able to refer his cases to 
chest clinics and hospitals in close proximity to the 
factory. Dr. Stewart and I are, therefore, I feel in 
substantial agreement, 

I am, Sir, yours faithfully, 

Weymouth Street, W.1, May 22. PHILIP ELLMAN. 


INSULIN SHOCK AND CONVULSION THERAPY 
IN THE TROPICS 


Srr,—The observations by Dr. Hoff and Dr. Shaby 
(April 8) on my paper on shock therapy in Indian 
patients (March: 4) require a reply. 

They say that “the climatic conditions of the 
south of Iraq are not very different from those of 
India.” But India is a continent, and it is more 
appropriate to speak of parts of India rather than 
the whole. Iraq is probably comparable to parts of 
northern India. The experiences I recorded refer 
only to patients in South India, which has a high 
temperature all the year round, and is not subject 
to the extremes of the north. The diet of South 
Indians, which is largely vegetarian, is inadequate 
and non-nutritious. They are small, spare, under- 
nourished and weak; they are also emotional and 
restless, and have a high average intelligence, 
such a background, hyperactivity is more common 
than retardation or depression ; it is manifest either 
as a meaningless excitement, a maniacal exaltation, 
or as delirium, This tendency to hyperactivity was 
commented upon by Dr. Mapother, when he visited 
the Bangalore Mental Hospital in January of last 
year. Very often the patients on admission are 


With ` 
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found to be dehydrated and exhausted, and it is a 
standing order that, unless there is a definite contra- 
indication, they shall be given a litre of intravenous 
saline and saline and glucose daily for the first few 
days. In such patients one has to go slow with any 
form of shock therapy. More than two injections of 
Cardiazol per week are neither necessary nor advisable. 
Mental deterioration is correlated with frequency in 
fits, and by inducing frequent convulsions in mental 
patients we are merely hastening a dementia, 

As regards insulin shock we suffer from several 
disabilities in India. Owing to the present lack of a 
drugs act one is never sure of the strength of the 
insulin received. Small doses have been found to 
improve the general health, but for shock therapy 
large doses are necessary and with our patients 
uniform results are not produced. The mental dis- 
order itself causes imperfect regulation of blood- 
sugar and the variations are erratic in half-starved 
dehydrated hyperactive patients. It has been found 
that a patient who reacts with hypoglycaemia to, say, 


30 units one day does not react to even 60 units the 
next day, but reacts to 15 units on the third. And 


since the shock does not follow the injections immedi- 
ately, as does the cardiazol convulsion, it is not 
always easy to regulate the dosage. Several of my 
patients have developed hypoglycemia not an hour 
or two after the injection, as is usual, but many 
hours later, during the night and during sleep, insulin 
having been administered in the morning. So although 
insulin shock has proved of undoubted benefit in some 
cases, we have been compelled to restrict ourselves 
to relatively safer treatment. Where every other 
form of therapy has been tried without benefit, and 
the clinical and economic conditions justify any risk, 
insulin may be tried. 
I an, Sir, yours faithfully, 

Bangalore, May 11. M. vV, GOVINDASWAMY, 


SHORTAGE OF NURSES 


Srr,—After an experience of over fifty years on 
the resident and visiting staff of London and county 
hospitals, I am convinced that the greatest gain to 
nursing, and the right way to meet shortage of 
nurses, would be that in all hospitals women and 
children should be nursed by women, while men and 
big boys should be nursed by men. In 1887-89 I was 
resident in a county general hospital where male 
nurses were employed for male patients; and the 
four years of the Great War confirmed my belief 
that men are best nursed by men. Each sex should 
carry its own responsibilities, and no-one can gainsay 
that there is just as good nursing capacity in a “he” 
as there is in a “she.” Nursing is the first line of 
assault against disease; it is up to the medical 


= profession to see that this line does not fail for lack 


of numbers. There is no more reason for a woman 
to nurse a man than for a man to nurse a woman. 
If even one hospital could be induced to give my 
plan a trial, I am confident a follow-on in a large 
scale would relieve the present scarcity of candidates 
for nursing. 
I am, Sir, yours faithfully, 
Worthing, May 22. W. BuRROUGH COSENS. 


*,* Last week the matron of the Leicester City 
General Hospital told the Leicester County Nursing 
Association that male nurses are now being trained 
both at her own hospital and at the Leicester Royal 
Infirmary (Leicester Mail, May 20). Their training, 
she said, is the same as for women probationers, but 
they are not resident.— Eb. L. 
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WOMEN ON THE G.M.C. 


Srr,—The Medical Women’s Federation have, 
during a number of years, given considerable thought 
to the question of the representation of medical 
women on the General Medical Council. There are 
now more than 6000 women on the Medical Register, 
and it seems to the federation extremely desirable, 
and indeed only equitable, that medical women 
should be represented on the body responsible for the 
administration of the Medical Acts which affect the 
profession as a whole. As students, women follow 
the same curriculum as men; as practitioners, they 
are subject to the same rules of professional conduct, 
and they may equally become involved in disciplinary 
cases, Further, many women come before the council 
as witnesses in penal cases, and the federation hold 
the view that it would be advantageous if the evidence 
were weighed by women doctors as well as by men. 

The present constitution of the General Medical 
Council makes it extremely difficult for a woman to 
become a member. It is unlikely that universities or 
examining bodies would select a woman as their 
single representative, nor is it probable at present 
that the Privy Council would advise the King to 
nominate a woman doctor. The only way in which 
medical women can hope to secure representation is 
by election as one of the seven practitioners chosen 
by the whole profession in England and Wales. Two 
elections for such places are due to occur at the end 
of the present year, and therefore the federation 
desire to remind the profession of the claims of women 
to a place on the council. 

I am, Sir, yours faithfully 
JANET M. CAMPBELL, 


Hon. Secretary, Medical Women’s Federation, 
9, Clifford Street, London, W.1. 


SEX-INCIDENCE OF CANCER 


Srr,—Sir Arthur Hurst’s article on cancer of the 
alimentary tract published in your issue of March 11 
develops a theory of cancer causation and supports 
it with statistical matter, I venture to suggest 
however that the statistical methods used are open 
to question. l 

In his paragraph on sex-incidence Sir Arthur, 
touching on his theory of extrinsic and intrinsic 
factors in carcinogenesis, quotes the deaths from 
gastric cancer expressed as a percentage of those 
“who developed cancer in 1935.” He holds that 
males and females have an equal susceptibility to 
the intrinsic carcinogenic factor and that while the 
extrinsic factor for gastric cancer may vary in different 
countries, it is roughly the same for both sexes in 
any one country. Hence the gastric cancer mortality 
should be the same ; but his figures are 22-5 per cent. 
males and 16-6: per cent. females (1935). This dis- 
crepancy he explains by suggesting that a consider- 
able part of the female cancer-susceptible population 
is carried off by cancers of the breast and uterus 
at an age-period (45-55) earlier than that at which 
gastric cancer is commonest (60-70). The extrinsic 
factors have therefore insufficient time to act. Accord- 
ingly, by a simple calculation, he adjusts the figure 
16-6 per cent. to 24-9 per cent. by making an allowance 
for those females who, had they survived, would have 
developed gastric cancer. 

This letter asks Sir Arthur to justify a calculation, 
to an accuracy of 1 in a 1000, made in accordance 
with a theory which he seeks to support with those 
same figures. The problem becomes clearer if, 
instead of taking a percentage on an indeterminate 
base (since no-one knows at what date cancer first 
develops, nor is it notifiable when diagnosed), we take 
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deaths from gastric cancer by age-groups (the figures 
in parentheses give the death-rate per million estimated 
population 1930) :— | 


ENGLAND AND WALES: DEATHS FROM CANCER OF THE 
STOMACH 


Registrar-General’s Annual Statistical Survey, Part I, 1930 


| l 
Ages | 0- |15-| 25- | 35- : 45- : 55- | 65- | 75- 
M. | o|s | 65 | 301 © 999 | 1849 | 2114 | 820 
(0) | (2) | (20) | (116) | (434) | (973) |! (1922) | (2050) 


, (per million living) 
a lea 62 | 244 686 Paton cane anes 
| (oO), (1) | (18) 3 (81) | (254) i (595) | (1430) | (1862) 
(per million living) 


All ages standardised { e aes a per ee 


Can Sir Arthur explain how the substantially lower 
female rate at all ages accords with his theory ? Would 
he make it clear how his figure of 24-9 per cent. was 
calculated and how he would apply the correction 
to the age-groups shown above ? . 
I am, Sir, yours faithfully, 
Derby, May 19. BARON RUSSELL, 


BLOOD AND VULCANITE 


Sm,—Last year I was appalled by the number of 
edentulous or badly septic mouths seen during six 
months spent in the hospitals of London. My 
impression was that dental conditions in Canada 
were far better than in Great Britain. Hence Dr. 
Leslie Cole’s letter in your issue of April 29 interested 
me, To test my impression I have examined the 
mouths of 20 consecutive patients under forty 
admitted to the general surgical wards of the Royal 
Victoria Hospital, Using Dr. Cole’s classification 
the results are as follows (Dr. Cole’s figures in 
parentheses) : 

Patients 


No teeth ; dentures upper and lower Si (4) 


No teeth in upper or lower jaw ; one complete set 
of dentures upper or lower sts aie se 1 
Gross dental sepsis; few extractions and no 
dentures a ar hs a PER a 4 (1) 
` Some teeth in both upper and lower jaws and 
efficient dentures... re ar sw xi 0 
Efficient without dentures and no gross dental 
sepsis bce ing ine a e. 15 (7) 


I pass on these results without comment, except 
to note that in this country, even among the hospital 
class, there is a far greater consumption of milk, 
fresh fruits and fresh vegetables. 

I am, Sir, yours faithfully, 


, . ALLEN TEMPLE, 
Royal Victoria Hospital, Montreal, May 10. 


CLINICAL SENSE AND CLINICAL SCIENCE 


Sık, —In view of Prof. Ryle’s remarks on the 
** clinical sense ”?” I offer the following correspondence 
without comment. 


1. Letter presented by patient at hospital.—‘ This 
patient has been having injections of anahsemin 
2 c.cm. and it is recommended that she should 
continue with them.” 

2. Letter from hospital pathologist to the doctor.— 
‘‘ This patient has given me your letter recommending 
injections of anahzemin. I should be obliged if you 
could let me have some further information in regard 
to her. I presume the injections were given for 
pernicious anemia. If so could you kindly let me 
have details as to the data on which the diagnosis 
was made.”’ 

3. Reply from doctor.—‘‘ Thank you for your letter 
of yesterday about the above-named. She was 
admitted to the convalescent side of the —— Hos- 
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pital and was there for three weeks. She was an 
obvious pernicious ansmia (clinically), As we have 
no pathological department no blood-counts were 
made. She received five injections of anahzmin in 
the three weeks and showed considerable improve- 
ment.” 

4. Reply from the pathologist.—“‘ The blood of this 
patient shows Hb. 25 per cent. with red cells 3,480,000 
per c.mm., giving a colour-index of 0-35. Mean dia- 
meter of red cells 7 mu. This is very evidently not 
the picture of pernicious anæmia. I think that the 
benefit which the patient derived from her stay at 
Hospital must be attributed to the rest rather 
than to the anahæmin. She is suffering from a gross 
degree of mitral stenosis.” ; 


I enclose my card herewith but for obvious reasons 
request you to permit me to sign myself 
May 20. C(L)YNICUS. 


MEDICINE STAMP DUTIES 


Sır, —It cannot be the intention of the Chancellor 
of the Exchequer that the repeal of the Medicine 
Stamp Duties and the patent medicine vendor's 
licence should be prejudicial to the health of the 
community. It is just as clear, however, that the 
removal of all restrictions from the sale of medicines, 
excepting the small proportion of them which contain 
listed poisons, and the withdrawal of that encourage- 
ment which the earlier legislation gave to the pro- 
prietary medicine manufacturers to disclose the 
composition of their preparations may be followed by 
(1) a large addition to the number of vendors, already 
largely in excess of public need, (2) the use of slot 
machines for the delivery of packed medicines, and 
(3) a cessation of the practice of disclosing formulas. 
Cannot some corrective be devised for the evils which 
are likely to follow the repeal? Perhaps the Chancellor 
could give a hint to the Home Secretary to use the 
powers which he has under the Pharmacy and Poisons 
Act to make additions to the Poisons List and thus 
give the public some new safeguards as an offset 
against the removal of the old ones. 

I am, Sir, yours faithfully, 


May 19. - GALEN. 


c6 


. . . In most parts of the animal kingdom the 
absence of the competition of natural selection seems to 
have disastrous effects on the qualities of the animals. 
The fauna of oceanic islands do not seem capable of 
competing with later importations from continents. 'The 
lizards of the Galapagos are being killed out by the com- 
petition of pigs and goats, and the marsupials of Australia 
have been beaten by the rabbits. Even as to those rabbits 
I would venture the guess that the absence of the normal 
struggle for life during a century, as indicated by their 
rapid multiplication, has led to degeneration, so that an 
Australian rabbit, if brought back to England, would 
have little chance in the competition with its untrans- 
ported cousins, Have we any right to think that humanity 
can escape the same tendency ? I believe that investi- 
gations carried out under the auspices of this society show 
the same trend even during the very short period for 
which data can be obtained, If then civilization is the con- 
dition in which natural selection is inoperative for 
humanity, it must inevitably lead to degeneration, which 
for men means decay of the intellect, and such decay 
must surely lead to a collapse of the civilization. The 
principal aim of all of us, whether eugenists or not, is 
I suppose to maintain or improve our present state. ... 
But there is a more important need for a eugenic policy 
even than this, for something drastic must be done even 
to keep up to our present condition. We shall have to 
run rather fast even to stay where we are, and much 
faster if we want to get anywhere further on.’”—C, G. 
Darwin, F.R.S., Galton lecture to the Eugenics Society, 
Eugenics Review, April, 1939, p. 14. 
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CHARLES HERBERT FAGGE 
M.S. LOND., F.R.C.S., HON, F.R.A.C.S, 


By the death of Mr. Fagge in Nuffield House on 
May 19 at the age of 66, Guy’s Hospital loses a valued 
member of its consulting staff, and British surgery 
one of its leaders. © | 

Charles Herbert Fagge was born in 1873, -the 
second son of the late Dr. Herbert William Fagge 
of Lutterworth. The family have a long association 
with medicine and with Guy’s, Fagge’s father having 
been a student there, his uncle Charles Hilton Fagge 
a physician, and his great-uncle John Hilton one of 
the hospital’s most famous surgeons. It was natural 
therefore that he should follow his elder brother to 
his father’s hospital, and his career was from the 
first distinguished. In 1895 he gained the gold 
medal and exhibition in anatomy in the University 
of London, and two years later 
he graduated with a gold medal 
and exhibition in medicine, and 
a gold medal and moiety of the 
exhibition in surgery. In 1898 
he obtained the mastership in 
surgery at the university and the 
fellowship of the Royal College 
of Surgeons of England. | 

After this Fagge held a 
number of junior posts at the 
hospital, two of which may be 
cited as having influenced 
particularly his future career. 
As editor of the Guy’s Hospital 
Gazette he held a position which, 
though unconnected with the 
medical school, is one of con- 
siderable importance; the 
Gazette has a circulation and a’ 
function beyond that of a hos- 
pital journal, and the editor has 
æ responsibility that is rarely 
interfered with. The second 
influence at this period was his 
long connexion with the anato- 
mical department, first as 
assistant demonstrator and 


then as senior demonstrator—a post which involved 


the whole teaching of anatomy and embraced duties 
now performed by a whole-time anatomist holding a 
university appointment. Throughout his subsequent 
career Fagge kept his anatomical outlook. It was 
rumoured that he never went to bed without reading ten 
pages of Cunningham, and whether or not this be true, 
he was able in his ward rounds to discuss in detail the 
anatomical aspects of any case, and took a delight in 
confounding those with recent anatomical honours 
over some point of detail. Later he was for many 
years an examiner in anatomy at the Royal College 
of Surgeons, and his ‘‘ Pocket Anatomy” went 
through nine editions. 

When Fagge was appointed assistant surgeon 
to Guy's, he was also put in charge of the ear depart- 
ment, and with characteristic thoroughness he pre- 
pared himself for this work by postgraduate study 
at Berlin and Vienna, and by working as clinical 
assistant at the Royal Ear Hospital, Soho Square. 
He conducted this department with great efficiency, 
but never became particularly attracted to the 
subject, and did not, after relinquishing the appoint- 
ment in 1909, retain his connexion with otology. 


His senior colleague was Arbuthnot Lane, then making 
his anatomical researches on the skeleton, at the back 
of his house in St. Thomas’s Street, and working 
at those ideas that afterwards made him one of the 
pioneers of aseptic surgery, the best craftsman of a 
generation, and the founder of modern orthopedic 
technique. Fagge was to Lane more than a junior 
colleague. With a loyalty that was one of his most 
characteristic traits he threw himself heart and soul 
into Lane’s work, and for many years the two 
collaborated with a harmony and unity of aim that 
is seldom seen, This association coloured Fagge’s 
surgical outlook probably more than anything else, 
and accounted for his particular interest in the 
somewhat opposed subjects of the surgery of the 
skeleton and major abdominal surgery. It made 
him also a gentle and careful operator, attentive to 
every technical detail ; and because he never allowed 
his standard to lapse, but would 
always expound his actions, 
however long the case and 
however tired he might be, 
he was for many years sought 
by the best students for the 
appointment of dresser. 

Fagge was also a magnificent 
teacher of surgery, and stood 
out among his contemporaries 
by. the scholarly nature of his 
expositions. Surgery was his 
passion and he worked con- 
stantly at it, learning not alone 
by reading, but by contact with | 
surgeons from other centres, 
on the court of examiners of 
the college, on the council of 
the Association of Surgeons 
(of which he later became 
president) and on the editorial 
board of the British Journal of 
Surgery. Few who attended 
his rounds will forget his 
accurate phrasing and varied 
approach—sometimes through 
a discussion of contemporary 
British and foreign literature, 
sometimes through his own clinical experience, and 
sometimes through an excursion into anatomy or 
biochemistry. His teaching was especially appreciated 
by senior and postgraduate students, and above all 
by candidates for the final fellowship. 

To Guy’s men of many generations he represented 
the hospital; returning there they might find new 
buildings and changes in the staff, but Fagge was 
the same. As a young man he had the earnest 
abstracted expression of middle age ; as an older one, 
indeed to the time of his retirement, he kept the 
rounded features and thick dark hair of youth. He 
was reserved, but to those who knew him the most 
charming of friends. He had an intense loyalty 
and an unswerving sense of duty. He always placed 
the interests of his colleagues, his hospital, and his 
college above his own, and was punctilious in attend- 
ance at committees, even those of minor importance. 
His obvious sincerity and disinterestedness carried 
conviction, and his tenacity usually won the day 
in debate. - 

Fagge was elected a member of the council of the 
College of Surgeons in 1921, and was twice re-elected, 
finally retirmg in 1938. He was an examiner in 
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anatomy for ten years, and a member of the court 
of examiners for another ten. In 1928 he gave the 
Bradshaw lecture, on axial rotation, and in 1929 
he was elected vice-president of the college. In 
1932 he was entrusted with the mission of delivering 
to the newly formed Royal Australasian College of 
Surgeons the great mace presented by the Royal 
College of Surgeons of England. While in Australia 
he delivered the first Syme oration, and was awarded 
the honorary fellowship of the Australian college, 
and the honorary degree of M.D. of Melbourne 
University. In 1936 he was appointed Hunterian 
orator at the Royal College of Surgeons, and delivered 
a discourse, John Hunter to John Hilton (printed 
in THE LANCET of Feb. 22, 1936), in which the major 
influences of his life—his family, his hospital, his 
college—were combined to produce a memorable 
oration. 
He leaves a widow, a son and three daughters, 


RALPH PAUL WILLIAMS 
M.D. LOND., M.R.C.P., D.P.H. 


Dr. R. P. Williams, medical officer of the Board of 
Education and lecturer in public health at King’s 
College Hospital, died at his home in the Hampstead 
Garden Suburb on May 18, after a long and painful 
illness borne with cheerfulness and great fortitude, 
His death, so soon after retirement, will sadden 
his many friends in the school-medical and . public- 
health services. : 

Born in 1874, the son of the Rev. Dr. Ralph 
Williams, vicar of St. Luke’s, Kilburn, he was educated 
at St. Paul’s School and King’s College. His student 
career was brilliant. He won almost every possible 
scholarship and medal at the college, and on examina- 
. tion he was first in first-class honours (with gold 
medal in physiology) and first again (with exhibition 
and gold medal) in materia medica at London 
University. After taking his degree in 1896 he 
was house-surgeon to Sir Watson Cheyne (whose 
two prizes in surgery he gained) and went on to 
take honours in surgery at the B.S. examination. 
He also held house-appointments at the Royal Free 
Hospital, the Great Ormond Street children’s 
hospital, and the asylum at Broadmoor. At King’s 
College Hospital he became medical registrar and 
tutor. After five years in private practice with 
Dr. Weaver Adams at Slough, he was appointed in 
1906 the first school medical officer for Sheffield. Here 
he was a pioneer, organising the first open-air school 
in the city, a residential school for children with 
surgical tuberculosis, the first school clinic for minor 
ailments, and school shower-baths. These things, 
though now found in any efficient school service, 
were then daring innovations, He was also deputy 
medical officer of health for the city and in that 
capacity visited Holland and Germany to learn about 
school baths, open-air schools and dental clinics. 
In 1907 he became professor of public health in the 
university, but in 1914 he accepted an invitation to 
join the medical staff of the Board of Education under 
Sir George Newman. 

During the late war he served with the R.A.M.C. 
with the rank of captain at the Dardanelles, in 
Egypt and in France, In 1918 he was recalled to 
England to be officer at the Air Ministry with 
= the rank of lieut.-colonel, R.A.F., and charge of the 
medical arrangements of all flying stations in the 
United Kingdom. Demobilised in February, 1919, 
he returned to the Board of Education as divisional 
medical officer. In 1927 he became lecturer on 
public health at King’s College Hospital, and in 1934 
chief examiner in hygiene, which made him responsible 
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for the teaching of hygiene in training colleges for 
men. He represented Great Britain at the inter- 
national congress on open-air education at Brussels in 
1931, and again at Bielefeld and Hanover in 1935, 
being appointed vice-president of the international 
committee. His own contribution to medicine is 
to be found in many papers on open-air schools, 
mental deficiency and the prevention of tuberculosis. 
He was a devoted fellow of the Zoological Society and 
spent some of his happiest hours in its gardens and 
laboratories, — | 

Great as were Williams’s intellectual powers, writes 
a colleague, they were exceeded and to some extent 
concealed by his spontaneous gaiety of disposition 
and by his kindness of heart which endeared him 
to workers of every kind in the educational world. 
An omnivorous reader, he could hold his own in 
any discussion, but without the slightest trace of 
rancour. He was equally popular with - colleagues 
at the Board of Education and with students, 
teachers and the officials of the various authorities 
with whom he came in contact. In 1901 he married 
Mabel Grace, daughter of Mr. J. J. Wheat, solicitor, 
of Sheffield, and had a son and two daughters. Apart 
from his long illness, which clouded the last few 
months of his service, few men were happier in their 
own life and work or contributed so fully to the 
happiness of others. i 


E. R. TOWNLEY CLARKSON 
M.A. CAMB., M.R.C.S., DEACON C.E. 


Mr. Townley Clarkson, who died in London on 
May 18 in his seventieth year, wil be remembered 
as a tireless worker in the campaign against venereal 
disease. His approach to the task was unusual. He 
went to Selwyn College, Cambridge, in‘ 1889 and after 
taking a classical degree and winning a scholarship 
became a deacon of the Church of England in 1896, 
and was for two years curate of St. Thomas’s, Stepney, 
It was not until the opening year of the late war that 
he took a medica] qualification, and in the same year 
he joined the National Council for Combating Venereal 
Diseases (now the British Social Hygiene Council) 
and served on its executive and medical committees. 
All through the war years he was giving lectures to 
officers and men of the various commands—Eastern, 
London, Southern and Aldershot—and for the three: 
years 1917-20 was hon. medical secretary to the 
council, He was particularly dissatisfied, as well he 
might be, with the then standard of treatment of 
gonorrhoea, and in our own columns and elsewhere 
was insistent on the assiduous care required for its 
elimination. Later, when his viewpoint but not his 
keenness had somewhat changed, he transferred his 
allegiance to the National Society for the Prevention of 
Venereal Disease, and finally he became hon. secretary 
of the Medical Society for the Study of Venereal 
Diseases. He held posts in the venereal departments 
at various hospitals, the West London, St. Paul’s 
Hospital, Endell Street, and then the London Hospital. 
One of his colleagues there writes : l 

“Clarkson first came to the London during the 
war period as the associate of the late Mr. Frank 
Kidd in the department known as V.D. II. From that 
time until the department became dissociated from 
the hospital in 1930 he was well known to successive 
generations of London students whom he instructed 
in the principles and practice of his special subject. 
As secretary of the Medical Society for the Study of 
Venereal Diseases from the time of its inception in 
1922 until his death, and as co-editor of the British 
Journal of Venereal Diseases from 1925 until last. 
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‘year, he was liked and respected by an ever-widening 
circle of friends and acquaintances at home and 
abroad who appreciated his unobtrusive but constant 
efforts to ensure the success of these undertakings. 
All who knew him could not fail to pay tribute to 
his sincerity and to the generosity of spirit which 
made him a source of sound advice and encourage- 
ment to his associates and assistants. He was never 
known to speak ill of anybody. In his work he was 
able and conscientious ; an excellent clinician and a 
sound teacher. During the closing months of his life 
the possibility of progressive loss of vision, although 
bravely faced, was a source of anxiety and those 
who knew his mind may find consolation in the fact 
that he was overtaken by what he would certainly 
have regarded as the lesser calamity.” 


CHARLES THOMAS SAMMAN 
M.R.O.8., L.S.A., LT.-COL., R.A.M.C. 


Colonel Samman, a former master of the Society of 
Apothecaries, died at Ventnor, Isle of Wight, on 
May 17, at the age of 73. He was the son of Alban 
Samman of Deddington, Oxford, and was educated 
privately and at the London Hospital. He qualified 
in 1888 and then entered the R.A.M.C., in which he 
served for twenty years. On retiring he was called 
to the bar by the Middle Temple and joined the 
south-eastern circuit, and he also practised at the 
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North London Sessions and the Central Criminal 
Court. Samman became a freeman of the Society of 
Apothecaries in 1888 and was promoted to the livery 
in 1891. He was elected to the court of assistants in 
1921 and became master in 1928, He was re-elected 
in 1929, when H. J. Jlott was unable to serve owing 
to ill health, and again in 1930 when Buchanan’s 
duties at the Ministry of Health prevented him from 
accepting the post. To commemorate this long term 
of office Samman’s portrait by EF. W. Elwell was 
presented tothe society by a number of subscribers 
and now hangs in the hall. . | 

In 1928 the society was faced with the necessity of 
raising £20,000 to repair the ravages of the death- 
watch beetle in the hall, and the success of the appeal 
and of the subsequent restoration was largely due to 
Samman’s energy and enthusiasm. As a City company 
the society is largely concerned with the dispensation 
of hospitality and charity, and these civic activities 
appealed strongly to Samman ; he made an excellent 
host and shone most in convivial surroundings. 
Impetuous and outspoken, his actions and words 
did not meet with universal approval, but his love 
for the society was always apparent. 

In 1893 Colonel Samman married Eugenie Galloway, 
by whom he had a son and a daughter, and in 
1931 he married Louisa Pfander-Swinbormne, who 
survives him. 
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ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 


THE Military Training Bill calling up “‘ every male 
British subject ordinarily resident in Great Britain ”’ 
is going swiftly on its way to third reading as I 
write. The Reserve and Auxiliary Forces Bil, 
providing a simple machinery, without proclamation, 
“to call out for service all or any of the members 
of ” the reserve and auxiliary forces, is also nearing 
its final stage. Just to give a background foreign 
affairs are coming very much into the picture, with 
Russia, Central Europe, and Palestine like craggy 
and possibly volcanic mountains. And all in little 
over a week. So swiftly can Parliament move 
when the will to move exists. 


x * * 


The will to move is penetrating all the nooks and 
crannies of the army structure and not least interesting 
are the changes in army cookery which are being 
undertaken under the management of Major Sir 
Isidore Salmon, M.P. for Harrow. Sir Isidore is 
taking the old army-cook system—or lack of system— 
and standing it on its head. A school of cookery is 
in operation at Aldershot and a new school is being 
built, also at Aldershot. The course is designed 
to last nine months, but at present it only runs for 
three months because of lack of teachers and need for 
rapid expansion, 

The first thing required for training army cooks 
was teachers—and they have not been easy to obtain. 
Then the teaching begins and from now on the 
output of cooks will, it is hoped, both increase and 
improve. Another development has been the appoint- 
ment of five catering advisers to the five commands, 
men paid salaries rising to £900 a year. It will be the 
work of these advisers to advise upon and give general 
direction to the cooking of every unit and to see that 
every unit has properly trained cooks and suitable 


cooking apparatus to work with. The difficulty of 
getting the necessary apparatus has been one of the 
handicaps in getting the scheme rapidly in operation. 

One interesting reform is that which will put 
all cooks, those for “other ranks” and those for ` 
N.C.0O.’s and officers’ messes, through the same school. 
What is indeed being established is a new cooking 
service in which the pay and status will be good and 
in which a man will not be liable to be removed — 
from his duty because its importance is disregarded 
or misunderstood. The cook will become one of 
the best-paid ranks in the army. Even the ancient 
difficulty of the officers’ and sergeants’ messes being 
mysteriously supplied with the best cuts of meat and 
the best rations generally, while the men get the rest 
—even that is being tackled. 

These changes will make it much easier to exercise 
medical control over feeding—as regards balance 
and adequacy of diet—and the R.A.M.C. are to be 
kept au courant with what is going on and given the 
opportunity for offering scientific advice, The reforms 
will not be fully in operation for about two years. 
It will not be possible, for about another twelve 
months, to extend the time of cookery training to 
nine months; and clearly the full effect of the reforms 
will not be felt until some time after that. But if 
an army really marches on its stomach it should 
march more comfortably now that this organ is 
to be cared for more efficiently. The nutrition of 
the soldier should in the future be at high standard. 
And the reflection of the knowledge of what good 
cooking means from the army centres of instruction 
should have a considerable influence in raising 
the cooking standards among the general population. 


* * x 


Medical examinations under the Military Training 
Bil—very shortly to become an Act—will soon be 
in operation. The regulations for determining the 
constitution of medical boards and their procedure 
will be made by the Minister of War. During the 


1238 THE LANCET] 


debates on the bill it was emphasised by the spokesmen 
of the Government that it was not desired to rush 
the examinations, The bill as at present drafted, 
after its amendment in committee, provides specifically 
that the board may adjourn a medical examination 
if unable to complete it on one occasion ; and further 
the board may direct the person examined to submit 
himself for examination by a consultant. It is 
intended that the boards shall consist of general 
practitioners and it was mentioned in the debates 
that the number of members would -probably be 
five. It was also implied that the examination of 
any candidate would be very thorough and would 
be carried out by more than one member. It is 
unfortunate, however, that there has as yet been ‘no 
clear understanding of the scope of the examination. 
Is it to be as complete as that for life-assurance 
purposes ? And is use to be made of the old army 
form which leaves so many points vague? It would 
be of great benefit if on such matters as the condition 
of the nose, throat and ear, and a ‘‘ rheumatic 
tendency ” a clear-cut statement could be made. 
Such points cannot be embodied in any bill, but will 
be the subject of regulations. 

All regulations are in theory and in some form or 
another capable of being brought under review by 
the House of Commons ; but in fact they will not be 
so brought in so far as they concern medical matters 
unless the initiative comes from medical men. The 
medical committee in Parliament carries on quiet 
but persistent activities, but there is a large field 
in which medical opinion, if it is to be effective in 
Parliament, must come from outside, acting through 
one or other of the medical bodies such as the colleges, 
or through special contacts with the ‘ministries. This 
question of standards and methods of medical 
examination of the new militiamen is one in which 
the profession outside the House can do almost more 
than the few medical members inside. 


xk * * 


What will happen about the calling-up of medical 
students and those of the allied and auxiliary pro- 
fessions is not yet settled. The general rule is that 
there are to be no exemptions ; so we must, for the 
moment, wait and see. 


a * * 


The proposed repeal of the tax on patent medicines 
announced by the Chancellor of the Exchequer is 
having interesting reactions. The tax itself was full 
of anomalies and its imposition could be escaped by 
patent-medicine vendors who chose to declare the 
prescription, but not under all circumstances. The 
tax was objected to by chemists and by stores who 
did not employ qualified chemists but who sold 
patent medicines just like any other goods. 

Now that repeal of the tax has been decided by the 
Chancellor it is suddenly realised that it did at least 
give an incentive for the declaration of the contents 
of a medicine and that this incentive will be removed 
by the repeal. The fog of complete pharmaceutical 
obscurity will again fall on the market for proprietary 
preparations and there will be no check on what is 
being sold. It is being represented to the Chancellor 
that, if repeal is persisted in, the same legislation is 
required to make obligatory a statement of contents. 
It may also be argued that anomalous as the patent- 
medicine duty is it did at least give the beginning of 
control of a traffic in medicinal substances which is 
not a traffic which can be described as good in itself. 
The proprietary-medicine trade will presumably gain 
considerably by the remission in tax and already the 
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shares of certain well-known preparations 
“advanced sharply’ as the B.B.C. stock-exchange 
bulletins sometimes phrase it. But it is unfortunate 
that a tax should be repealed which no-one was 
especially pressing to have repealed and without 
providing any check on contents of proprietary 
preparations or on standards of potency. Sometime 
the whole question of advertised medicines will have 
to be considered from the public-health point of view. 
The repeal of the tax makes that momentarily more 
difficult. And if Sir John Simon was thinking of 
adding to human happiness and well-being by the 
repeal of a tax he would have been a much more 
appreciated benefactor if he had abolished the tax 
on entertainments and probably done more to improve 
the public health, 


In the House of Lords on May 22 the Military 
Training Bill and the Reserve and Auxiliary Forces 
Bill were read a second time. 


QUESTION TIME 
WEDNESDAY, MAY 17 
Exporting of Boys 


Mr. Leac# asked the Secretary of State for the Colonies 
if the buying and selling of Chinese children still persisted 
in Hong-Kong and Malaya; if his attention had been 
drawn to a statement of Mr. R. H. Oakeley, assistant 
protector of Chinese, Selangor, that it was no offence to 
sell a boy ; and what steps he was taking to alter this.— 
Mr. Matcotm MacDona LD replied : My attention has been 
drawn to a press report of the statement mentioned. 
The buying and selling of children with a view to slavery, 
prostitution or other immoral or unlawful purpose is 
forbidden by law in both Malaya and Hong-Kong. The 
recent Commission which investigated the problems of 
mut tsai in Hong-Kong and Malaya made searching 
inquiries as to the existence of any system of transfer 
affecting boys, but reported that no such system involving 
an element of bondage either on the pretext of adoption 
or on any other pretext could be found to exist. Recently 
there have been cases of boys sent to Malaya for the 
purpose, it is believed, of removing them from the zone 
of hostilities in China, and I have taken steps to assure 
myself that the authorities in Hong-Kong and Malaya are 
coéperating to maintain a strict watch against the develop- 
ment of abuses from such arrangements, and if circum- 
stances should warrant specific legislation to control them 
it will be enacted. 


Tuberculosis in Cyprus 


Mr. Parme asked the Secretary of State for the Colonies 
what steps had been taken to deal with the high rate 
of tuberculosis prevalent in Cyprus.—Mr. MALCOLM 
MacDonaLD replied : The Cyprus government have been 
active regarding this matter, and a recent expert survey 
shows that it would not be correct to suggest that the 
rate of tuberculosis in the island is abnormally high. It 
approximates in fact to the rate in this country. The 
Cyprus government have appointed a doctor as special 
tuberculosis officer. Tuberculosis clinics are established 
in two of the principal towns and a new sanatorium is 
being built with assistance from public subscription in 
Cyprus and a grant from the Colonial Development Fund. 

Mr. Patinc: Did not a recent report by a medical 
man describe the prevalence of tuberculosis there as a 
great scourge ?—Mr. MaoDonaLp: The figures show that 
the rate is approximately the same as in this country. 

Mr. Ben SmitH: Will the right hon. gentleman consider 
increasing the nutrition of these people and thus decrease 
the incidence of this disease 7—Mr. MacDonaLp : We are 
considering that. 


THURSDAY, MAY 18 
Public-health Administration in Wales 


Mr. JENKINS asked the Minister of Health whether he 
had considered the terms of a resolution adopted at a 
mecting of the citizens of Newport, Monmouthshire, 


have’ 
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presided over by the mayor, calling the attention of the 
Government to the low standard of public-health adminis- 
tration in certain areas in the principality, and asking 
that early action be taken to reform local government 
areas with a view to making them more efficient ; and 
what action he proposed to take to give effect to the 
terms of the resolution.—Mr. ELLIOT replied: I have. 
received a copy of this resolution. The matters raised in 
it will need to be reviewed as part of the full consideration 
of the report on the anti-tuberculosis service in Wales and 
Monmouth, on which I am in communication with the 
local authorities. 


Pollution of Ullswater 


Mr. T. E. Harvey asked the Minister of Health 
whether his department would be represented at the 
conference which was being arranged by the directors of 
the Basinghall Mining Syndicate with the representatives 
of the Lakes urban council, the Friends of the Lake 
District, and others to consider the question of the pollu- 
tion of Ullswater by the discharge of lead-mining effluent 
into the lake ?—Mr,. Exuior replied: No, Sir. The 
primary responsibility for the prevention of pollution rests 
with the local authorities under the Rivers Pollution 
Prevention Act, 1876, and in view of my judicial functions 
under that act I could not appropriately take any part in 
the matter at the present stage. 


MONDAY, MAY 22 
Peckham Health Centre 


Dr. SUMMERSKILL asked the Parliamentary Secretary to 
the Board of Education whether he was aware that owing 
to financial difficulties the Pioneer Health Centre, Peckham, 
would be forced to close unless help was forthcoming ; 
and would he take action accordingly.—Mr. KENNETH 
Linpsay replied: The Board are fully aware of the 
valuable pioneer work done at this centre and of the 
difficulties it is at present encountering. My noble friend 
has recently considered whether there was any possibility 
of securing ‘for it public financial support. The only means 
of doing this under the Education Act would be by way 
of a grant from the London County Council to the centre 
as a community centre. If the council were to incur 
expenditure for this purpose it would attract grant from 
the Board at the rate of 50 per cent. 


Mental Deficients and Farm Work 


Mr. Tuomas WILLIAMS asked the Minister of Health 
how many local authorities and voluntary institutions let 
out mental deficients under guardianship for work on 
farms ; who was responsible for deciding the number of 
hours to be worked, and the wages paid ; and whether 
these local authorities and institutions were made aware 
of the conditions of employment.—Mr. BERNays, parlia- 
mentary secretary to the Ministry of Health, replied : 
Arrangements for mental defectives to be sent out on 
licence to work on farms are made by the medical superin- 
tendent of the institution with the concurrence of two 
members of the committee of management. They are 
responsible for seeing that the conditions of employment 
are suitable, and it is their duty to keep themselves 
informed of the circumstances under which the defective 
is working. I am not in a position to state the number of 
institutions, whether provided by local authorities or 
voluntary bodies, which have made such arrangements. 


Veterinary Service in Wales 


Mr. Hopkin asked the Minister of Agriculture if he would 
consider setting up a field station for veterinary service in 
Wales to work in conjunction with a suitable university.— 
Sir REGINALD DorMman-SMITH replied: If the hon. 
member is referring to a field station for research and 
investigational work a station on a fixed site has not so 
far been found necessary in Wales. Full field facilities 
have readily been provided by Welsh farmers for the 
work of the two veterinary investigation officers for 
Wales, who are stationed at the University College of 
North Wales, Bangor, and at the University College of 
South Wales and Monmouthshire, Cardiff. 
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TUESDAY, MAY 23 
Dust in Cardrooms ? 


Mr. TomLINsoN asked the Home Secretary whether he 
was satisfied that the regulations at present in force for 
the elimination of dust in cardrooms were adequately 
complied with.—Mr. PEAKE replied: My right hon. friend 
would be glad to seo substantial improvements in the 
prevention of dust in cotton mills, but the question is to 
a large extent one of what is practicable. The matter has 
been extensively discussed ‘with the industry from time 
to time and some progress has been made; but my right 
hon. friend is not satisfied that more could not be done, 
and the chief inspector of factories proposes to hold a 
conference on the subject at Manchester at an early date. 


Sale of Secret Remedies 

Sir RALPH GLYN asked the Minister of Health whether 
he was satisfied that the proposal in the Finance Bill to 
repeal the tax on proprietary medicines was in the interest 
of the health of the nation; and what steps he proposed 
to take in order to exercise control of the sale of secret 
remedies, as, if the repeal be effected, there would be no 
incentive or necessity for makers to disclose the formule 
of such remedies, nor any restriction, other than that 
imposed by the Poisons and Pharmacy Act, upon their 
recommendation and sale by all and sundry. —Mr. BERNAYS 
replied : As regards the first part of the question my right 
hon. friend does not think that the repeal of the Medicine 
Stamp Duty should have any adverse effect on the health 
of the nation. As regards the second part, the question 
whether any further control should be imposed on the sale 
or advertisement of proprietary medicines is engaging my 
right hon. friend’s attention but he cannot undertake to 
introduce legislation in the matter at the present time. 


BRITISH EMPIRE LEPROSY RELIEF 
ASSOCIATION 


The annual meeting of this association was held on 
May 4, with the Marquess of Willingdon in the chair. In 
presenting his report Sir William Peel, chairman of the 
association, said that in the past year it ‘had been possible 
materially to increase the number of workers in the field. 
There are, he said, still more than two million lepers in 
the British Empire and their care forms one of the 
liabilities which offset the asset side of our empire. The 
expenditure on medical services in the colonies has steadily 
increased for many years, but the resources are still not 
equal to the needs, and the various missions and societies 
that work on this field need help both in finance and in 
advice. The association gives grants to these missions 
and sends out workers to supplement their staff. The efforts 
of the association are mainly concentrated in Nigeria, 
but there has lately been considerable expansion in East 
Africa, largely as the result of Dr. Muir’s visit last year. 

In his address on the medical aspects of the association’s 
work Sir John Megaw emphasised the value of the tours 
made by Dr. Muir, the medical secretary, in bringing 
inspiration to workers in isolated stations, and also of his 
work on the association’s Medical Review and other 
publications. The outlook on leprosy has completely 
changed, he said, in the last twenty years ; thanks chiefly 
to the work of Sir Leonard Rogers it need no longer be 
looked on as incurable. The discovery of an effective 
treatment has also helped to abclish the cruel system of 
compulsory segregation of lepers: many are now treated 
as outpatients in dispensaries; others are admitted to 
settlements and hospitals run on the same lines as those 
for tuberculosis. Lepers no longer conceal their disease 
for fear of imprisonment, but come for treatment at an 
early stage. The modern leprosy unit must cover not 
onlv the whole range of social and economic causes which 
make the existence and spread of leprosy possible but also 
those other diseases, such as malaria, hook-worm disease 
and dysentery, which lower the resistance of the body 
and render it an easy prey to the seeds of leprosy. The 
first step in the campaign against leprosy must be to 
provide effective treatment; the next is to attack the 
other prevalent diseases, the malnutrition and the hygienic 


- conditions that prepare the soil for its propagation. 
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MEDICAL NEWS 


University of Oxford 


Applications are invited for a Horatio Symonds 
studentship in surgery. Candidates must be male 
graduates of the university. Further particulars will be 
found in our advertisement columns, 


University of Cambridge 

Dr. F. B. Parsons and Mr. P. H. R. Ghey have been 
appointed liaison officers between Addenbrooke’s Hospital 
and the university. 


Society of Apothecaries of London 
The following candidates have satisfied the examiners 
for the Mastery of Midwifery :— 


K. A. Evans, Miriam K. McAllum, H. M. Rees, and C. V. 
Salisbury. 


London School of Hygiene and Tropical Medicine 
The following awards have been made to members of 
the classes in tropical medicine and hygiene :— 


Balfour studentships.—Dr. P. E. C. Manson-Bahr and Dr. 
O. McT. Hopkins. 

Duncan medal.—Dr. L. M. Sanghvi. 

Lalcaca medal.—Dr. A. C. E. Cole. 


National University of Ireland 

Prof. John Saunders has been appointed to represent 
the university at the conference of the National Association 
for the Prevention of Tuberculosis at Belfast in June. 
Prof. James O’Connor has been reappointed to represent 
the university on the Therapeutic Substances Advisory 
Committee for three years from Aug. 1. 


National Society for the Prevention of Venereal 

Disease 

At the twentieth annual meeting of this society, held 
in London on May 22, Lord Horder was elected president 
in succession to Sir Basil Peto, who has held office since 
1926. The chairman of the society is Dr. R. A. Lyster, 
the treasurer Dr. A. Benjamin, and the hon. medical 
secretary Dr. Joan Malleson. The offices are at 4, Fitzroy 
Street, W.1. 


Central London Throat, Nose and Ear Hospital 

From June to November the postgraduate school of 
this hospital will hold a course in otorhinolaryngology 
which will include lectures and demonstrations on anatomy 
and physiology, pathology and bacteriology, radiology, 
endoscopy, and speech therapy. Further information 
may be had from the secretary of the school, Gray’s Inn 
Road, W.C.1. 


British Empire Cancer Campaign 

The council of the campaign has instituted a Hailsham 
essay prize of £100. The first award will be made in 
1940 for the best essay on one of the following: The 
influence of sepsis on the spread of cancer of the tongue 
and floor of mouth; the treatment of carcinoma of the 
vulva; hereditary factors in cancer. Candidates are 
limited to those directly responsible for collecting the 
material and filling in the case-sheets of the clinical cancer 
research committee of the campaign. Further particulars 
will be found in our advertisement columns. 


International Union against Tuberculosis 


The Italian Fascist National Federation against Tuber- 
culosis has placed at the disposal of the union six scholar- 
ships, each of 2000 liras, with board and lodging at the 
Carlo Forlanini Institute in Rome. The scholarships will 
preferably be awarded to young doctors already familiar 
with tuberculosis problems. Candidates in this country 
should send their applications through the National 
Association for the Prevention of Tuberculosis, Tavistock 
House North, Tavistock Square, London, W.C.1, from 
whom further information may be had. 

The union offers a biennial prize of a value of 2500 
francs in mémory of its founder, the late Prof. Leon 
Bernard. The prize will be awarded for the second time 
in 1940 to the author of an original essay in French or 
in English on conjugal tuberculosis. Further information 
may be had from the National Association for- the 
Prevention of Tuberculosis. 


Charing Cross Hospital 

On Thursday, June 8, at 4 P.M., Lady Stamp will 
distribute the prizes to the students of this hospital. 
Lord Stamp will deliver an address. 


National Hospital for Diseases of the Heart, London 


The St. Cyres lecture for 1939 will be delivered at 5 P.m. 
on June 8 at 1, Wimpole Street, London, W.1, by Prof. 
W. T. Ritchie, president of the Royal College of Physicians 
of Edinburgh. He will speak on acute rheumatic carditis. 


Family Planning Association 

The National Birth Control Association has changed 
its name and will in future be known as the Family 
Planning Association. The association should still be 
addressed at 69, Eccleston Square, London, S.W.1. 


Outpatient Time-table 

King Edward’s Hospital Fund for London has issued 
the May edition of the outpatient time-table at the 
London voluntary hospitals to doctors in the London area. 
Further copies may be had free from Messrs. George 
Barber and Sons, 23, Furnival Street, E.C.4. 


University of London 

Mr, W. E. Le Gros Clark, F.R.S., Dr. Lee’s professor of 
anatomy in the University of Oxford, has been appointed 
to the university chair of anatomy at University College. ` 


Prof. Le Gros Clark, who qualified in 1917, received his 
medical education at St. Thomas’s Hospital, where after holding 
resident appointments he was appointed demonstrator in 
anatomy. He became F.R.C.S. in 1920 and spent the next 
three years in Sarawak as principal medical officer. In 1924 
he was appointed reader in anatomy in the University of 
London and from 1927 to 1929 he held the university chair at 
St. Bartholomew’s Hospital. After four years as professor of 
anatomy at St. Thomas’s Hospital he was appointed in 1934 
to the chair at Oxford. In the same year he published his book 
“ Early Forerunners of Man,” and the following year he was 
elected F.R.S. l 


Dr. Samuel Nevin has been appointed to the university 
chair of the pathology of mental disease at the Maudsley 
Hospital. 


Dr. Nevin, who is 33 years of age, studied medicine at the 
Queen’s University of Belfast where he won many prizes and 
medals. He graduated M.B. with first-class honours in 1927, 
and two years later he obtained his B.Sc. also with first-class 
honours. In 1930 he was awarded a gold medal for his M.D. 
thesis. After holding house-appointments he became demon- 
strator in physiology at the Queen’s University in 1928. Two 
years later he came to London with a Mackay Wilson travelli 
scholarship to work at the London Hospital and the National 
Hospital, Queen Square. With a Halley Stewart research 


scholarship he continued his work in the clinical research unit 
of the latter hospital till 1935. In the following year he was 
appointed assistant physician and neuropathologist to the 
Maida Vale Hospital for Nervous Diseases. As part-time 
Pinsent-Darwin student he also undertook investigations in 
mental pathology at the Maida Vale Hospital and at the research 
unit, Royal Eastern Counties Institution, to which he was 
appointed consulting neurologist in 1938. In 1937 he became 
assistant neurologist to King’s College Hospital and consulting 
neurologist to the transferred mental institutions of the London 
County Council. He has published papers on the chemistry 


of muscles and on muscular degeneration. 


Mr. P. D. F. Murray, D.Sc., has been appointed to the 
university readership in biology at St. Bartholomew’s 
Hospital medical college. He has held a Rockefeller 
travelling fellowship and a Smithson research fellowship 
of the Royal Society. Since 1937 he has held a teaching 
post in the department of zoology at Bedford College. 

The title of professor emeritus of medicine in the 
university has been conferred on Dr. T. R. Elliott, F.R.S., 
on his retirement from the chair of medicine and the 
directorship of the medical unit at University College 
Hospital medical school. 

The degree of D.Sc. has been conferred on Mr. F. G. 
Young, Ph.D., of the National Institute for Medical 
Research. 

The special university lectures on human anatomy and 
morphology which Dr. A. Hrdlicka was prevented by 
illness from giving in April will be held at 5 p.ar. on 
May 31 and June l at University College, Gower Street, 
W.C.1. Dr. Hrdlicka will speak on the present status of 
our views on human evolution and on the racial fallacies 
and realities of European people. 
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Royal Free Hospital 

On Thursday, June 1, at 3 P.M., Mr. Hugh Lett, 
P.R.C.S., will present the prizes and certificates to the 
students of this hospital. 


Disposal of the Dead 

The eighth joint conference of burial and cremation 
authorities will be held at Portsmouth and Southsea from 
June 26 to 29. Lord Horder, who is president of the 
cremation section, will deliver an address. Dr. A. B. 
Williamson, medical officer of health for Portsmouth, will 
speak on the disposal of the dead after air-raids. 


Proposed Mental Hospital at Anerley 

To meet an urgent need for more accommodation for 
uncertified patients suffering from senile dementia, of the 
class now received at Tooting Bec Hospital, the L.C.C. 
proposes to build a new institution on part of the site of 
the former Anerley residential school. Accommodation 
will at first be limited to 340 patients, but with adminis- 
trative buildings and staff quarters sufficient to allow for 
enlargement to provide for 612 patients. There will be 
two blocks for females, each taking 136 patients, and one 
for 68 male patients. The ten wards will each comprise 
one 24-bed dormitory, one 8-bed dormitory and two single 
rooms, and the staff accommodation will include a home 


- for 62 nurses. 


Dr. Barnardo’s Homes 

The annual general meeting of these homes was held on 
May 17, with Sir Malcolm Delevingne in the chair. Last 
year 1718 destitute children were admitted to the homes, 
and there were 8258 children in residence at the end of 
the year. This included 1384 babies under five, 379 sick, 
crippled or afflicted children, 1133 boys and girls under 
industrial and technical instruction, and about 450 lads 
in training for the Navy and Mercantile Marine. During 
1938 1620 young people were placed out in life. The 
homes comprise 293 separate buildings and branches 
and include 2 model villages, 2 sea-training establish- 
ments, a technical school, 11 curative and convalescent 
homes, and l4 ever-open doors. There are also many smaller 
branches in various parts of the country and migration 
centres in Canada and Australia. The homes may be 
addressed at 18, Stepney Causeway, London, E.l. 


Recent Medical Wills 

Mr. C. H. Golding-Bird, who died on March 6, left 
£42,726 with net personalty £38,676. He left his house 
Pitfield at Meopham to Guy’s Hospital. After the pay- 
ment of various charitable bequests the Gravesend Hos- 
pital and Epsom College will each receive a third of the 
residue of his estate, which is subject to a life interest. 

Sir Robert Johnstone, who died on Oct. 26, left personal 
estate in Great Britain and Northern Ireland valued at 
£40,654. Subject to certain bequests and life interests 
he directed that it should be divided in specified propor- 
tion between the Queen’s University, the Royal Victoria 
Hospital, and the Royal Maternity Hospital, Belfast. 


Hospital Librarians 

At the fifth annual meeting of the British section of the 
International Guild of Hospital Librarians, held at 
Lambeth Palace on May 9, the Marquess of Hamilton, 
chairman, said that the hospital library service in London 
was now nearly complete, adding that it would be put to 
a formidable test next year when the international con- 
ference would bring many librarians from abroad. He 
lamented the shortage of librarians, mainly due no doubt 
to national service; but hospital librarianship was also 
of great importance and must continue. Mr. Harold 
Raymond said that hospital librarians were not only 
helping sick people to while away dreary hours but were 
giving many of them their first opportunity of appreciating 
the advantages of reading. Miss Blyde (sister-matron of 
King’s College Hospital) told how greatly the library 
service was appreciated by patients and spoke of its 
value from the nurses’ point of view. Hospital librarian- 
ship meant much more than merely giving out books. 
After the meeting, by kind consent of the Archbishop of 
Canterbury, members were shown over the library and 
other parts of the palace. 


Westminster Hospital 

On June 15 at 3 P.M. a service of thanksgiving for the 
past work of this hospital will be held at Westminster 
Abbey. The Rt. Rev. H. Hensley Henson, formerly 
Bishop of Durham, a life governor of the hospital, will 
preach the sermon. Applications for tickets may be made 
to the secretary of the hospital, Broad Sanctuary, S.W.1. 


On May 23 Lord Wigram presided at the last quarterly 
meeting of the governors to be held in the board-room of 
the old hospital before the removal of patients and staff 
to the new buildings opened last month by the King. 
Mr. Bernard Docker, who presented the report of the 
building committee, said that the transfer of stores, 
equipment, records, and patients would begin on June 5, 
and on June 12 the full services of the hospital, including 
the private ward service, would be functioning in the 
new building. New hours for attendance at outpatient 
clinics had been circulated to all medical practitioners in 
the district served by the hospital and to all doctors in 
the habit of referring patients to Westminster Hospital. 
Votes of thanks were passed to Mr. Charles Power, the 
secretary of the hospital, to Mr. Docker for his outstanding 
personal effort in the collection of the final £100,000 of 
the appeal fund, and to Mr. Rock Carling, F.RB.CS., for 
his technical guidance and assistance, 


Medical Insurance Agency l 
At the annual meeting held on May 17 at B.M.A. 
House, a sum of £2100 was voted as the first 
instalment of a fund for the education of orphan girls to 
bear the name of Squire Sprigge. The meeting approved 
recommendations of £2000 to the Royal Medical Benevo- 
lent Fund and of £500 to Epsom College; in each case 
the value of the grant will be enhanced by about 35 per 
cent. under covenant recognised by the revenue authorities. 
The ladies’ guild of the R.M.B.F. was allotted £400, and the 
Sherman Bigg fund of Epsom College £300; two smaller 
donations amounting to £127 10s. were also authorised. 
This brings the total for charities to well over £6000. 
The following were elected to the hon. committee of 
management, the first four being re-elections, the others 
in place of Lady (Florence) Barrett and Dr. R. Langdon- 
Down (resigned) and Sir Robert Bolam (deceased): Sir 
Humphry Rolleston (chairman), Sir Ewen Maclean, Mr. 
Bishop Harman, Mr. H. S. Souttar, Dame Barrie Lambert, 
Dr. Robert Hutchison, and Prof. F. R. Fraser. Dame 
Barrie succeeds Dr. Langdon-Down as representative of 
the agency on the conjoint committee. The proceedings 
terminated with a vote of thanks to Sir Humphry who 
has served as chairman continuously since the agency 

was incorporated, 


The Psychopathic Clinic 

The clinic in Portman Street, W.1, run by the Institute 
for the Scientific Treatment of Delinquency, has now 
completed its fifth year of working and its annual report 
shows that 166 new patients were seen during 1938, com- 
pared with 167 in 1937. That there was no increase is 
ascribed to the fact that during the crisis in September 
and for some weeks afterwards very few cases were 
referred. Of the new cases 106 were drawn from the 
courts, 24 from medical practitioners and clinics, and 11 
from relatives and friends; the remainder came from 
philanthropic societies, employers and so on or on their own 
initiative. Of the 247 cases under treatment or on the 
waiting-list 7 were discharged as cured, some funda- 
mental cause of the delinquency having been discovered 
and removed, and 26 as improved, the patient having 
reached a stable non-delinquent state. It has been decided 
to set an arbitrary period of five years’ freedom from 
delinquent acts as a criterion of cure in the improved 
group and a follow-up of old cases will now be attempted 
each year. About a third of the cases treated were diag- 
nosed as psychoneurotic and another third as character 
cases, including sex perverts ; about two-thirds were over 
and a third under 17 years of age; and half the cases 
were referred for theft and more than a quarter for sex 
ofiences. Cases for psychological treatment fall into two 
groups: those requiring intensive psychotherapy, involv- 
ing from fiftv to several hundred interviews ; and those 
requiring short psychotherapy or simple psychiatric 
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handling and advice, involving from five to fifty interviews. 
Most cases are in the latter group, but in all cases treat- 
ment and observation may extend over a long period. 
The new Criminal Justice Bill is likely to lead to increased 
demands on the clinic but at the same time will facilitate 
its work both administratively and financially, 


Conscription, Evacuation, and Casualties 


In his presidential address to the annual congress of 
the Royal Institute of Public Health and Hygiene at 
Hastings on Tuesday Mr. Walter Elliot, the Minister of 
Health, described the calling-up of men of 20-21 for 
military service as an audit of the success or failure of the 
health services affecting the lives of the citizens up to that 
age. The infant-welfare services, the school medical] 
inspection, the closing of the gap between school medical 
inspection and entry into health insurance, factory 
legislation, and all the housing and public-health acts of 
our time would be brought to a very sharp focus—namely, 
what is the health of John Smith at this crucial period in 
his early adult life, and what is the health of the 300,000 
other John Smiths who came, forward along with him ? 
The emergency evacuation scheme also raised important 
public-health problems. Arrangements were being made 
for the movement of approximately three million people, 
without disturbing accommodation already reserved 
privately in the safer areas for another million. These 
plans were based upon a house-to-house survey in the 
course of which between five and six million houses had 
been visited by 100,000 visitors. Work was now being 
done on an extension of the plan arising from the revision 
of the distribution of evacuation and reception areas 
which he announced in Parliament last week. Further 
extensions beyond those announced were, be believed, 
impracticable. The other great emergency service—that 
which provided for the treatment of casualties—was 
also well advanced. There were in Great Britain in peace- 
time about 500,000 hospital places, including 150,000 in 
mental hospitals. It was estimated that 200,000 hospital 
beds could be made available for the treatment of casualties 
within the first twenty-four hours—beds for which staff 
already existed—and another 100,000 beds, for which 
there was at present no staff, could be provided within a 
week. In addition, a programme for the construction of 
new hutted annexes containing about 50,000 beds was 
now under way and it was hoped that these would afford 
additional facilities for hospital treatment in peace as 
well as in war. All this additional accommodation meant 
that there must be a great increase in the numbers of 
trained auxiliary nurses, 


Births, Marriages and Deaths 


BIRTHS 


CooKE.—On May 16, in Boston, U.S.A., the wife of Dr. W. 
Trevor Cooke—a daughter. 

DUNLOP. ace 20, at Tangier, the wife of Dr. H. H. Dunlop 
—a daughter 

PaGAN.—On May 16, at Southampton, the wife of Dr. A. T. 
Pagan—a daughter. 

PATERSON.—On May 21, at Portsmouth, the wife of Dr. Gerald 
PATERSON—A& son. 

PULVERTAFT.—On May 16, at St. Mary’s Hospital, ihe wife of 
Dr. R. J. V. Pulvertaft—a son. 


MARRIAGES 


MARTYN—KELLY.—On May 18, Sir Henry Martyn, F.R.C.S., 
to Freda Kelly, M.R.C.S. 

Woop—ARBER.—On May 22, at Chelsca, Adrian R. Wood, 
M.B., of Andover, to Elizabeth Rapley Arber. 


DEATHS 


CAMPBELL.—On May 19, at Harrogate, Alexander Sydney 
Campbell, M.B. St. And. 

CLARKSON.—On May 18, Ernest Robert Townley Clarkson, 
M.A. Camb., M.R.C. S’, , of Queen Anne Street, W.1, aged 69. 

FAGGE.—On May 19, at Nuffield House, Guy’s Hospital, Charles 
Herbert Fagge, 'M.S. Lond., F.R. C. S., aged 66. 

PATERSON.—On May 23, at the Cardift Royal Infirmary, 
ponei ' Rose Paterson, M.D. Edin., F.R.C.P., F.S.A., 
aged 76. 

SAMMAN.—On May 17, at Ventnor, Isle of Wight, Lieut.-Colonel 
Charles Thomas Samman, M.R.C S., , aged 73. 

WILLIAMS.—On May 18, at "Erskine Hill, London, N.W.11, 
Ralph Paul Williams, M.D. Lond., M. R.C.P. 


V.B.—A fee of 78s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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Medical Diary 


May 29 to June 4 


SOCIETIES 


BIOCHEMICAL SOCIETY. 
SATURDAY.—3 P.M. (institute of physiology, University of 
Glasgow), short communications and demonstrations. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 
Wena —5 P.M. (University College, Gower 
W.C.1), Dr. A. Hrdlicka (Washington): The 
Status of our Views on Human Evolution. 
THURSDAY.—5 P.M., Dr. Hrdlicka: The Racial Fallacies and 
Realities of European Peoples. 
TAVISTOCK CLINIC, Malet Place, W.C.1. 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw : 
4.30 P.M., Dr. H. Grichton- Miller : 
Addiction. 
THURSDAY.—6 P.M., Dr. Alice Hutchison : 


Street. 
Present 


Fatigue States. 
Alcoholism and Drag 


Disorders of 


Childhood—Fears: and Anxiety, Enuresis, and Night 
errors 
R A. TO TORADUATE MEDICAL SCHOOL, Ducane 
oa 
WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. D. M. Stone: The Bac teriological 


Diagnosis of Venereal Disease, (II) Gonorrhea. 3 PM. 
clinical and pathological conference (surgical). 4.30 P.M., 
Prof. A. A. Miles: The Isolation of Bacterial Antigens. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Dr. Elizabeth Hurdon: Radia- 
tion Therapy in Gynecology— Malignant Conditions. 

FRIDAY.—2 P.M., ical and pathological conference 
(obstetrics and Haas pees ). 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

ST. MARY’S HOSPITAL, W.2. 

TUESDAY.—5 P.M. (institute of pathology and research) 
Mr. Joseph Needham, Sc.D., Genes, Organisers, an 
Pathology. 

ST. GEORGE’S HOSPITAL, S.W.1. 

THURSDAY.—5 P.M., Dr. Anthony Feiling: neurological 
demonstration. 

HOSHTAL FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Mr. T. Twistington Higgins : Recognition 
and Treatment of Hydronephrosis. 3 P.M., Dr. Reginald 
Lightwood: Whooping-cough : Prevention, Treatment, 
and Complications. 

Outpatient clinics daily at 10 a.m. and ward visits at 2 P.M. 

FELLOWSHIP OF OR Ac AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY, to SATURDAY.—ST. MARY’s HOSPITAL, Paddington, 
Tues. and Thurs, S P.M., clinical and pathological 
; ROP course.— BROMPTON ’ HOSPITAL, S.W.3, Tues. 
and Fri., 5.15 P.M., M.R.C.P. course in chest diseases. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
TUESDAY.—4 P.M., visit to Springfield Hospital, Tooting. 
INSTITUTE FOR THE SCIENTIFIC TREATMENT OF 
DELINQUENCY, 8, Portman Street, W.1. 

SATURDAY and SUNDAY.—Mr. Phineas Quass, 
W. H. Gillespie, Dr. W. H. de B. Hubert, Dr. J. D 
Pearce, Dr. Denis Carroll and Dr. C. L. Burns : : 
Aspects of Delinquency. 


Appointments 


BARBER, W. C., M.B. Camb., F.R.C.S., resident surgical officer 
at the East Suffolk and "Tpsw ich Hospital. 

Cook, L. O., M.D., D.P.M., medical superintendent at Bexley 
Hospital (L.C. C. ). 

ELPHINSTONE, J. H., M.R.C.S., second assistant medical] officer 
at the Camberwell House Mental Hospital. 

FLORENTIN, MIRIAM, M.B. Manc., D.P.H., assistant medical 
officer for Stoke Newington. 

GILMOUR, WLLIAM, M.D. Glasg., D.P.H., medical officer of 
health for Hamilton. 

KHANNA, V. N., M.B. Lucknow, D.O., D.O.M.S., house surgeon 
at the Birmingham and Midland Eye Hospital. 

Lams, H. D., L.M.S.S.A., L.M., assistant medical oflicer at the 
Southend Municipal "Hospital. 

Lucas, S. H., M.R.C.S., D.P.M., second assistant medical officer 
at Leavesden Hospital (L.C 

Lyxca, J. G., M.B. N.U , junior assistant medical officer at 
the Royal eosi Institution, Redhill. 

McKENZIE, WILLIAM, M.B. Camb., F.R.C.S., assistant surgeon 
to the Central London Throat, ’ Nose, and Ear Hospital. 
MAGEE, VINCENT, M.B. Belf., visiting pathologist and bacterio- 

logist to the Warrington Infirmary. 
Prowse, C. B., M.B. Camb., M.R.C.P., hon. medical clinical 
tant to the Royal Alexandra Hospital for Sick 


ASSİS 

Children, Brighton. 

RADCLIFFE, ANTHONY, M.B. Dubl., F.R.C.S., D.L.O., assistant 
surgeon to the Central London Throat, Nose, and Ear 
Hospital 

SMITH, A. ELLIOT, M.A. Camb., F.R.C.S., surgical registrar at 
the Royal Ber kshire Hospital, Reading. 
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WATSON, A. J., M.B. Lond., F.R.C.S., orthopredic surgeon to 
the Coventry and Warwickshire Hospital. 

WATTERSON, J. W., M.B. Edin., deputy medical officer of 
health for Morecambe. 

“WEBSTER, R. C., M.D. N.U.I., D.P.H., medical officer of health 
for Darwen. 

WHITE, J. GRAHAM, M.D. Ontario, resident surgical officer 
at the Birmingham and Midland Eye Hospital. 


Westminster Hospital.—The 
announced :— 
HARDING, H. E., F.R.C.S., assistant orthopeedic surgeon ; 
SEARLE, W. N., M.B. N.Z., F.R.C.S, M.R.C.0.G., assistant 
obstetric surgeon ; ; 
STEADMAN, B. ST. J., B.D.S. Lond., L.R.C.P., L.D.S., dental 


following appointments are 


surgeon ; > 
ORGANE, GEOFFREY, M.B. Camb., D.A., anesthetist ; 
O'DOHERTY, COLMAN, M.B. N.U.L., D.P.H., D.M.R. & E., 


assistant physician to the radiological department ; 

GAVEY, C. J., M.D. Lond., M.R.C.P., chief medical assistant 
and registrar : : 

. HARLAND, J. C., M.B. Lond., M.R.C.P., chief medical assistant 
and registrar : 

HART, F. DUDLEY, M.B. Edin., M.R.C.P., 
assistant and registrar ; : 

D’ ABREU, F. A., Ch.M. Birm., F.R.C.S., chief surgical assistant 
and registrar : 3 

RUNDLE, F. F., M.B. Sydney, F.R.C.S., chief surgical assistant 
and registrar ; ; 

ASHOROFT, D. WALKER, M.B. N.Z., F.R.C.S., D.L.O., chief 
assistant and registrar to the ear, nose, and throat 
department ; 

HAMBLY, E., M.B. Lond., F.R.C.S., chief assistant and 
registrar to the orthopedic department ; ; 

GRAHAM, JOHN, M.R.O.S., medical officer to the surgery and 
outpatient reception "centre. 

TOWNSEND, R. -5., medical officer to the surgery 
and outpatient reception centre. 


Cox, ROBERT, M.B. Lond., F.R.C.S., medical officer to the 
surgery and outpatient reception centre. 


Exon Surgeons under the Factories Act, 1937: Dr. 
H. . F. Crorr ord District, Lancaster) : ; Dr. S. 
McOLEMENTS (Wolllnstos District, Somerset) ; ; Dr. G. A. 
MACARTHUR (Oban District, Argyll) : Dr. W. A. 
CLEMENTS (Daventry District, N orthampton). 


V acancies 


For further information refer to the advertisement columns 


Antrim County Mental Hosp.—Res. med. supt., £900. 

Aue ee, Pied ges Buckinghamshire Hosp. —Second res. M. O., at 
rate o 

Bangor, Ceernarvonshire and Anglesey Infirmary.—Sen. and 
jun. H.S.’s, £170 and £120 respectively. 

Barnsley, Beckett Hosp. and Dispensary.—Jun. H.S., £150. 

Barnstaple, North Devon Infirmary.—Sole res. W O., at rate 
o r 

Barrow-in-Furness County Borough, £c. o amig officer, £1000. 

Berkshire County Council.—Asst. M.O., £500. 

Berkshire Education Committee.—Asst. school M. O., £500. 


Birmingham Maternity Hosp.—Res. M.O. and registrar, £200. 
Barmi gnam and Midland Hosp. for Women.—H.S., at rate of 


Bolingbroke Hosp., Wandsworth Common, S.W.11.—H.S. and 
cas. O., each at rate of £120. 

Bristol University.—Lectureship in pathology, £400 to £500. 

British Postgraduate Medical School, Ducane Road, W.12.—First 
asst. in dept. of eureery £300. 

Cambridge, Addenbrooke’s Hosp.—Res. anesthetist and emer- 
gency officer, at rate of £130. 

Canterbury City and County.—M.O.H. and school M.O., £800. 

Central London Throat, Nose and Ear Hosp., Gray's Inn Road, 
W.C.1 .—Reeistrar, £150. 

Chester City Hosp.—Jun. res. M.O., at rate of £150. 

Connaught Hosp., Walthamstow, E. 17.—H. P., H.S. and cas. O., 
each at rate of £110. 

Cornwall County Council.—Deputy county M.O., £720. 

Derby, ‘Derbyshire Royal Infirmary.—H.S. for cas. de t., £150. 

Doncaster Royal Infirmary.—H.S. to ear, nose and t roat dept. 
and ree, ancethiotist at rate of £150. 

Dorset County.— Asst. county M.O., £500. 

Aredia onon JTO D: Greenwich, S.E. 10.—H.P. and H. S., each at 
rate o 

East Lothian, East Fortune Sanatorium.—Jun. asst. M.O., at 
rate of £180. 

Elizabeth Garrett Anderson Hosp., Euston Road, N.W.1.—Hon. 
asst. obstetrician. 

Essex County Council.—Temp. tuberculosis officer, £12 per 
week 

Finchley Borough.—Asst. M.O.H., £500. 

Folkestone, Royal Victoria Hosp. —Two H.S’ s., each £120. 

General Lying- -in Hosp., York Road, Lambeth, S. E.1..—Jun. res. 
M.O. and anæsthetist, at rate of £100. 

Guy's Hosp., S.1.1.—Medical otticer for eee of V.D., £350. 

Halifax General FHosp.—Jun. res. M.O., £25 

Halifax Royal Infirmary.—Cas. O., £150 

Hosp. for Sick Children, Great Ormond Street, WV.C.1.—Two H.P.’s 
and H.S., each at rate of £50. 

Hosp. for Women, Soho Square, W.1.—Two hon. anesthetists. 

Huddersfield Ronal Infirmary. "—H.S. to abnormal maternity 
dept., and two H.S.’s, each at rate of £150. 


*Subject to confirmation. 


chief medical 


India, Assam Medical Research Society, Shillong.—Research 
officer, Rs. 1000/— per mensem. 

Kidderminster and District General Hosp.—Sen. and jun. H.S.’s, 
at rate of £150 and £100 respectively. 

King’s College Hosp., Denmark Hill, S. £.5.—Asst. physician to 
children’s dept. 

Kingston County Hosp.—Res. asst. obstetrician, £350. Also 
res. asst. physician, £350. 

Leeds, Meanwood Park Colony.—Med. supt., £800. 


l London County Council.—Res. med. supt. for St. James’ Hosp., 


Balham, £1300. 
London Hosp., E.1.—Clin. asst. in X-ray dept. 
London University. —Chair of pathology at St. 
Medical School, £1200. 
Manchester, Ancoats Hosp.—Asst. M.O. for V.D. 
1 guinea per attendance. 
Manchester, Duchess of York Hosp. for Babies.—Sen. res. M.O., 
at rate of £125. 
Manchester, Saint Mary’s Hosps.—Res. aneesthetist, £100. 
Manchester Hosp. for Consumption and Diseases of the Throat 
and Chest.—Asst. M.O. for Crossley Sanatorium, £200. 


Manchester Royal Children’s Hosp., Pendlebury.—Res. M.O., at 
rate of £150. 


£100. 
‘Thomas’ s Hosp. 


clinics, 


‘Manchester Royal Infirmary.—Chief asst. to surgical unit, £250. 


SEn E. aa Salford Hosp. for Skin Diseases. —Two asst. 

’s 

Manchester University.—Asst. directorin dept. of clinicalinvesti- 
gations and research at Manchester Royal Infirmary, £400. 

Mansfeld, Harlow Wood Orthopedic Hosp.—H.S., at rate of £200. 

Middlesex County Council.—Various appointments, £650 a year 
to 3 guineas weekly. 

Newcastle-upon-Tyne, Hosp. for Sick Children.—Hon. physician. 
Hon. surgeon. Two hon. asst. physicians. Also two hon. 
asst. surgeons. 

Newport County Borough.—Asst. M.O.H., £500. 

Nottingham City Education Committee. 2 Asst. school dentist, 


£450. 

Nottingham General Hosp.—H.S. and res. anæsthetist, each at 
rate of £150. 

Oldham County Borough.—Deputy M.O.H. and ‘asst. tuber. 
officer, £750. 

Cae es: Robert Jones and Agnes Hunt Orthopedic Hosp.— 

at rate of £200. 
Oxford, Bate Infirmary.—Surg. reg., £400. 
Oxford University. .—Horatio Symonds studentship in surgery, 


£8 

Plymouth, Prince of Wales’s Hosp., Greenbank Road.—Res. 
sure. O., at rate of £225 

Portsmouth, ‘Saint Mary's Hosp.—Jun. asst. res. M.O., £250. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
Asst. physician. Also H.S. and cas. O., each at rate of £125. 

Queen Mary’s Hosp. for the East End, Stratford, E.15.—Radio- 
vor £350. Also registrar to ear, nose and throat dept.. 

ineas. 

Queen’s Hoep: for Children, Hackney Road, E.2.—Asst. surgeon. 

Reading, Royal Berkshire Hosp. Res. H.S., res. H.S. to special 
depts., and res. cas. O., each at rate of £150. 

Royal Air orce.—Commissions. 

Royal Eve Hosp., St. Come: s Circus, S.E.1.—Refractionist to 
L.C.C. children’s dept., 

Royal Free Hosp., &c., W. C. $ —Res. asst. pathologist, £150. 

Royal Masonic Hosp., Ravenscourt Park, W.6.—Res. surg. O., at 

rate o 
Royal Naval Medical Service.—M.0.’r. 


Royal Northern Hosp., Holloway, N.7.—Second physician for 


dieeases of the skin. 

St. Bartholomew’s Hosp. Medical College, E.C.1.—Sen. demon» 
strator of physiology. 

St. Mark’s Hosp. for Cancer, Fistula, &c., City Road, E.C.1.— 

.S., at rate of £120. À 

St. Mary’s Hosp., W.2.—Hon. physician in charge of dept. for 
diseases of children. 

Saint Pancras Borough Council, N.W.1.—Temp. asst. M.O., £500. 

St. Peter’s Hosp. for Stone, Ec., Henrietta Street, W.C.2 —Clin. 
assts. to hon. staff. 

Salvation Army, Mothers’ Hosp., Lower Clapton Road, E.5.— 

. Jun. res. M.O., at rate of £80. 

Samaritan Free Hosp. for Women, Marylebone Road, N.W.1.— 
Pathologist, at rate of £250. 

Sheffield , Jessop Hosp. for Women.—Registrar, £250. Sen. res. O. 
and res. M. O., each at rate of £150. Also H.S.’ 8, each at 
rate of £100. 

Shefield Royal Infirmary.—Two surgical first assts. and clin. 
asst., each £300. Also res. H.S., at rate of £80-£120. 

Sheffield University.—Professor of bacteriology, £1000. Also 
asst. lecturer in pbharmarology, £350. 

Sittingbourne and Milton Urban District—M.0O.H., £800. 

Stoke-on-Trent, North Staffordshire Royal Infirmary. —H S. to 
aural and 'ophth. depts.. at rate of £150. 

Siwansea County Borough. — asst. M. O., £500. 

Tunbridge Wells, Kent and Sussex Hosp.—Res. surg. O., £250. 

Wakefield, Scalebor Park Mental Hosp.—Asst. M.O., £400. 

Warrington County Borough —M.O. in charge at Borough 
General Hosp.. £900 

West Bromwich, Hallam Hosp. —H.P., af rane of £200. 

West London Hosp. .. Hammersmith, W.6.—Res. cas. 
res. anæsthetist. each at rate of Ma 

Westminster City.—Temporary asst. M.O.H., £600. 

Westminster Hosp., Broad Sanctuary. S.W. 1.—Hon. anesthetic 
asst. and registrar. Also chief obstetric asst. and registrar, 
£250. 

Winchester, Royal Hampshire County Hosp.—Res. surg. O. and 

at. rate of £200 and £100 respectively. 

Windsor, "King Edward VII Hosp. — Pathologist, £500. 

Wolverhampton Royal Hosp.—Two H.S.’s and H.P., each at 
rate of £100. 

TTorcester Royal Infirmary. —Cas. O., £140. 

York County Hosp.— H.S. to eye, ear, pose and throat dept.. 
£150. 


O. and 
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NOTES, COMMENTS, AND ABSTRACTS 


A FURTHER STAGE IN AIR-CONDITIONING 


THE ability to control the temperature of the 
atmosphere and to exclude soot and sound is looked 
on in this country as a luxury even after due allow- 
ance is made for its proved value in certain chronic 
pulmonary disorders. It is otherwise in the tropics 
where it is becoming increasingly evident that con- 
ditioned ventilation should not be regarded only as a 
privilege of the wealthy but as of real economic 
importance. It is not merely physiological caprice 
that enables the British miner to work under con- 
ditions that are little removed from tropical without 
ill effect while the West African administrator 


requires frequent periods of leave: the day’s work: 


of a miner is rounded with an equable sleep, but the 
tropical worker has no such nocturnal respite from a 
trying climate, and hence any device that gives him 
a chance of ‘sleeping cool ” will profoundly affech 
his health and efficiency. 

This problem has been approached scientifically 
by Dr. G. P. Crowden, of the London School of 
Hygiene and Tropical Medicine, assisted by Newcon 
Industries Ltd., and his work has resulted in the 
“ Rektifair ’’ air-conditioned cubicle for use in the 
tropics. It is a. practical application of Crowden’s 
original experiments on the conduction of heat and 
cold, in which he showed that bright metallic surfaces 
radiate little heat compared with black matt surfaces 
(see Lancet, 1934, 1, 37). With this in mind he has 
constructed a cubicle containing a thin layer of 
aluminium felt within its walls. This has been found 
to reduce considerably the dry-bulb temperature of 
‘the air inside.. It has, however, no influence on the 
degree of humidity, and a satisfactory lowering of 
the wet-bulb temperature is, if anything, more 
important than a fall in the dry-bulb reading. This 
difficulty is overcome by fitting a small air-conditioning 
plant to the cubicle for the purpose of controlling the 
humidity and the end-result is a ‘“‘room within a 
room ” having a comfortable temperature and suitable 
humidity and, presumably, proof to invasion from 
all forms of insect life. This apparatus has already 
been tried and found adequate. It is simple in design 
and a moderate-sized cubicle can easily be fitted up 
in an hour. The insulated cubicle itself does a good 
deal of the work and hence. no elaborate air- 
conditioning plant, which would otherwise be required 
to deal effectively with a tropical environment, is 
necessary. This reduces initial expense and lowers 
running costs to about half a unit of electricity per 
hour. Moreover, no drastic lowering of temperature 
is desirable if tropical clothing is worn. The cubicles 
cost £68 to £100 and the air-conditioning unit £75, 
and the whole apparatus has the advantage of being 
portable. 


A JEWISH SYMPOSIUM 


THE group of Jewish doctors who planned a 
periodical to deal with Jewish medical history and 
contemporary problems, and launched it two years 
ago, have good reason for pride in their second number. 
‘ Medical Leaves ”?” (Chicago: Medical Leaves Inc., 
pp. 196, $3) is a happy title, for the contributions are 
of the most varied character: historical and literary, 
scientific and political, and, as is natural, much that 
relates ta the Jewish difficulties, social and medical, 
in Palestine. On the biographical side there is a 
charming account of the late Prof. Jacob Erdheim 
of Vienna by a former pupil, Dr. Aaron Arkin, whose 
enthusiastic eulogy of his master forms a worthy 
monument. Erdheim was essentially a happy man: 
successful and beloved in his chosen path, and 
fortunate in the date of his departure. 

In his account of Maimonides, the outstanding 
genius of the Jewish race in the twelfth century, 
philosopher, learned scholar, and physician, Dr. 
Abraham Levinson, the editor-in-chief, reminds us 


that his teaching as regards health was so highly 
valued as to be incorporated among the religious 
precepts of his people, and were largely responsible 
for the fact that, when the entire medieval world 
fell a prey to terrible epidemic diseases, the Jews 
alone escaped. So noticeable was the immunity of 
the Jews that they were often accused of being 
responsible for the epidemics. In his thesis on the 
psycho-pathology of Nazism Dr. Hershel Meyer 
attempts to give a reasoned explanation of the under- 
lying causes of the persecution of the Jewish race in 
Germany. He believes that the primary factor in the 
development of modern Fascism is purely economic 
in nature ; but ‘‘ the Nazi terror, its solemn glorifica- 
tion of murder, its lust for’ blood, cannot be resolved 
totally into terms of political economy; events in 
Nazi Germany definitely point toward a coexistent 
pathological state of mind, by which the Nazi brand 
of Fascism was greatly aided and abetted.” This 
pathological state he proceeds to trace to its origins 
in history, and especially in the history of its Junker 
class, an aristocracy which has never succeeded in 
ridding itself of its medieval doctrine of the virtues 
of the mailed fist. He believes that a war is all but 


inevitable, unless Nazism should collapse economic- 


ally ; but even so “ Germany will still need many 
years of thorough disinfection, many blasts of clean 
fresh air, many years of mental hygiene, until the 
virulence of its implanted psychosis will finally 
abate.” Whether it carries conviction or not—and 
its effect is marred by some pardonable exaggerations 
—this is a notable contribution to an understanding 
of the Nazi mind. Other articles deal with the 
various aspects of medical life in Palestine, and the 
notable advances which are being made in the diag- 
nosis and treatment of the endemic fevers and malarias 
of the Jewish settlements. They show that with 
straitened means but with admirable devotion the 
Jewish medical service is living up to the finest 
traditions of medicine, and bringing both to their 
own people and to their Arab neighbours new visions 
of the meaning and the blessings of health. 


NUTRITION IN INDIA 


A MEETING was held in London last week, under 
the auspices of the Committee Against Malnutrition, 
with Sir Cuthbert Sprawson in the chair, to discuss 
the nutritional state of the peoples of India. 

Dr. Margaret Balfour pointed out that whereas 
the Englishman in times of scarcity can usually fall 
back on cheaper foods, such as bread and cheese 
and potatoes, the Indian can only reduce the amount 
he eats. The most urgent need of India, she thought, 
is attention to the requirements of pregnant and 
lactating women. 

Sir John Megaw maintained that heredity plays a 
relatively small part in producing the poor physique 
of the peoples of India. From the researches of 
McCay, McCarrison and Aykroyd it is becoming clear 
that a deficient diet—deficient in quality even more 
than in quantity—is the chief cause of the poor 
physique of most Indian peasants and their prone- 
ness to disease. Eight years ago returns from 571 
doctors in rural areas showed that 40 per cent. of the 
people under review were well nourished, 40 per cent. 
were poorly nourished and 20 per cent. very badly 
nourished. The diets were especially deficient in 
high-grade proteins, fats and vitamins. The problems 
of child marriage and of a rapidly increasing popula- 
tion must be examined when one is trying to analyse 
the causes of malnourishment in India. Sir John 
believed that England would be as depressed as 
India if girls of 14 were compelled to undertake the 
perils and responsibilities of childbearing. The 
people of India should not adopt our social customs 
wholesale—there is no need to rush from one extreme 
to another—but we cannot be wrong in trying to 
save them from a state in which they have neither 
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the strength to struggle for better conditions nor 
even an aspiration for a higher standard of existence. 
The remedy lies in education in the planning of life ; 
the materia] foundations of the better life he visualised 
consist in scientific production, equitable distribution 
of the fruits of labour, and the regulation of repro- 
duction. India is an invalid whose condition demands 
a diagnosis by skilled scientists, followed by rational 
treatment. 

‘Dr. D. Curjel Wilson spoke of the work of the 
Indian National Nutritional Advisory Committee, 
which has been recently established. Indian women 
are in her opinion beginning to interest themselves 
strongly in nutrition. 

Mr. N. Gangulee, Ph.D., formerly professor of 
agriculture at Calcutta, said his investigations have 
led him to conclude that in large areas of India 
there are only two rice bowls to every three mouths. 
And is the rice even in the two bowls nutritious ? 
The highly polished rice in common use is the main 
cause of beriberi, and the state ought to control the 
rice-milling industry. As early as 1921 the Far 
Eastern Association of Tropical Medicine proposed 
the prohibition of milled rice; but few steps in this 
direction have yet been taken. 

„Among those contributing to the subsequent 
discussion were Sir Evelyn Howell, Prof. V. 
Subrahmanyan, Prof. J. R. Marrack, and Dr. G. G. 
Banerji. At the close of the meeting Mr. F. Le Gros 
Clark, secretary of the Committee Against Mal- 
nutrition, spoke of the work done in this country 
by unofficial and self-constituted bodies in bringing 
before the public the need for improved standards 
of nutrition. A similar part could be played in 
India by committees; and he trusted that the 
present meeting would show Indians that the British 
public is beginning to realise, however slightly, the 
need for common action. 


ANESTHETIST’S EQUIPMENT IN WAR-TIME 


Dr. RONALD JARMAN writes: With reference to 
my letter on anesthesia in war-time in THE LANCET 
of April 8 (p. 845) the portable case shown in the 
figure here given has been prepared by Abbott 
Laboratories Ltd., of Wadsworth Road, Perivale, 
Middlesex. The case is made of ply-wood, covered 
with khaki cloth. It weighs 4 lb. 14 oz., measures 
11 in. x8 in. x3 in., and costs 5-54 guineas, depending 
on the fittings. The whole of the interior is lined with 
washable material and the two lids are padded also. 
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The grooves for the ampoules are lined so as to 
prevent movement and breakage. There are two 
10 c.cm. syringes in metal containers full of spirit, 
each supplied with six intravenous needles, size 
14 or 17. The case also contains two mouth-pieces, 
an airway, tongue forceps [and a small tourniquet, 
and in the space under the large 1 gramme ampoules 
there is room for a 1 or 2 c.cm. syringe and emer- 
gency drugs. The case can be filled and opened 
rapidly, and can be thrown about with a reasonable 
amount of care without fear of breaking. It can 
either be slung round the shoulders, or two straps 


can be attached so that the anzsthetist can carry it 
on his back or front. It would also be possible 
to put the whole of the contents of the case in a box 
on a cartridge bandolier round the shoulders. 

Since the case was designed it has been suggested 
that two small loops could be fitted on the front of 
the case to take a Sparklet J. CO, apparatus (CO, 
resuscitator), as supplied by A. Charles King Ltd., 
of 34, Devonshire Street, Harley Street, W.1. Space 
could also be provided for a container for tincture of 
iodine and for cotton-wool. These additions would 
make the case more useful in ordinary practice as 
well as in war. 


TUBERCULOSIS IN FINLAND 


THE death-rate from pulmonary tuberculosis in 
Finland ig one of the highest in Europe, the figure 
for 1934 being 18-5 per 10,000 inhabitants, compared 
with 7-4 in England and only 4:6 in Denmark. In 
1936 meat inspection of cattle in Finland revealed 
bovine tuberculosis in only 0:02 per cent. Tuberculin 
tests in cattle in the same year showed higher rates, 
definitely positive reactions being obtained in 0-71 per 
cent. and weak positive reactions in 1:72 per cent. 
The investigations undertaken by Stenius suggested 
that the conflicting evidence of meat inspection and 
tuberculin testing might in part be explained by his 
observation that cattle exposed to infection from 
open pulmonary tuberculosis in human beings may 
become tuberculin-positive without developing macro- 
scopic changes detectable in the course of meat 
inspection. Hence Dr. J. Pikkarainen concludes 
(Nord. Med. Jan. 28, 1939, p. 224) that the positive 
tuberculin reactions found in Finnish herds do not 


depend on foci of tuberculosis in the cattle but on 


the manner in which they react to human infection. 
Since 1935 the Finnish government has systematic- 
ally waged war on tuberculosis in cattle, and has 
succeeded in reducing the number of diseased animals 
to about 2000—i.e., only about 0-1 per cent. of all 
the cattle in Finland. It is the government’s intention 
to pursue this policy till the disease has been com- 
pletely stamped out in cattle. Meanwhile Pikkarainen 
has carried out type determinations of 140 samples 
of tubercle bacilli obtained from human cases of 
tuberculosis in different organs and at various ages. 
Although he used the latest technique in his deter- 
minations, he did not identify one sample as of 
bovine type. 
DELIRIUM TREMENS 


IN spite of the condition having been described 
by Thomas Sutton as long ago as 1813 Bowman, 
Wortis and Keiser (J. Amer. med. Ass. April, 1939, 
p. 1217) point out that little is still known about the 
setiology of delirium tremens. Because cerebral 
cedema is often found post mortem recent therapies 
aim at dehydration when, in fact, generalised dehydra- 
tion and toxicity are already present in these patients. 
The prodromal disgust for alcohol sometimes observed 
is often mistakenly regarded as a precipitating cause 
but Philip Piker has shown that the vast majority 
of patients develop delirium tremens while still 
drinking. Thus Bowman and his colleagues maintain 
that alcohol has no place either in prophylaxis or 
therapy and should be abruptly withdrawn. Similarly, 
mechanical] restraints are best avoided as far as 
possible. Of sedatives they think paraldehyde is 
the best ; morphia, because it masks symptoms and 
raises intracranial] tension, the worst. Hydro- 
therapy, properly applied, has a definite value. The 
next step is to readjust the deranged metabolism. ` 
The brain feeds essentially on dextrose, and this 
should be abundantly available in the form of orange 
juice to which vitamin C has been added. This, 
especially if insulin is given with it, accelerates the 
elimination of alcohol. In delirium tremens the 
blood-chloride content is lowered, and 2-gramme 
capsules of sodium chloride should be given four- 
hourly to combat dehydration and acidosis. A 
soft diet containing 3000—4000 calories daily should 
be given and this should be rich in vitamins A, and 
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B, and C for their effect on the metabolism of nervous 
tissue in combating secondary infection. These 
American authors believe that in the absence of 
cedeina cardiac failure or nephritis a high fluid 
intake—3000-—4000 c.cm. daily—has a sedative effect 
and should be forced during the acute phase of the 
illness. Similarly, high enemas should be given not 
only to relieve constipation but also to increase the 
fluid intake. Failure to rule out concomitant 
syphilis, which was present in at least 10 per cent. 
of their cases, may have serious consequences, and 
for this reason diagnostic lumbar puncture is 
permissible. The common complications include 
head injuries, fractures, respiratory and focal infec- 
tions, and finally vasomotor collapse, possibly due to 
toxic myocarditis and perhaps warranting the routine 
use of digitalis. The importance of «individual 
psychotherapy during convalescence and after need 
not be stressed. Before adopting these methods of 


treatment Bowman and his colleagues had 16 deaths’ 


in a series of 92 cases. Since using them, of 65 
patients only 3 have died. Although these numbers 
are too small to be in any way conclusive, a reduction 
in mortality of 12 per cent. cannot be ignored. 


STERILE MARRIAGES 


THE public undoubtedly needs education on the 
subject of sterility, for few people know how often 
involuntarily sterile marriages can be made fertile 
provided both husband and wife are willing to 
undergo thorough examination. Dr. Griffith’s attempt? 
to explain the procedure and chances of success is 
not altogether satisfactory, though his book is cer- 
tainly readable and may lead those anxious for 
children to seek expert advice. Dogmatic informa- 
tion is offered on some matters which are by no 
means settled and the notes on pathology are not 
all accurate. The hormonal aspects of sterility are 
perhaps overemphasised, but the diagnostic value of 
endometrial scrapings and B.M.R. estimations is not 
noted. Again, though the technique of tubal 
insufflation and lipiodol injection is described, tubal 
blockage is mentioned only in connexion with the 
gonococcus. The illustrations of the pelvis after 
lipiodol injections into the uterine cavity are good. 
The title of this book is ill-chosen. A family can 
hardly be said to exist until there are children. 


THE LONDON AMBULANCE SERVICE 


THE London County Council’s ambulance service 
for accidents and sudden illness in streets and public 
places, though originally opposed by the House of 
Lords, the Home Office and the police, continues to 
render aid, in increasing numbers, to casualties 
within the county. With its 16 stations and 
25 ambulances in commission under telephonic 
control from the County Hall it last year answered 
56,318 calls to the site of the accident within (on an 
average) seven minutes. The frequency of the calls 
depends mainly on the numbers of persons using the 
streets at a given time; the largest hourly record is 
between noon and 1 o’clock, Saturdays being the 
days when the ambulances are most in demand and 
December the month with the highest total. It is 
natural that the stations centrally situated should 
receive the most requisitions; that in Bloomsbury 
registered no fewer than 6801 calls in 1988. The 
service is now so well recognised and relied upon by 
the public that the statistics show that, while last 
year 17,738 calls were received from the police, no 
fewer than 30,549 were made by the public. The 
proportionate number of cases taken to voluntary 
hospitals and to L.C.C. hospitals and institutions is 
significant; while 18,887 were received by the 
former 29,623 were taken to the latter. It is also 
worthy of note that removals within twenty-four 
hours either to the patients’ homes or to ‘ other 
institutions ” were more numerous in the case of the 
voluntary hospitals than the municipal institutions. 


1. The Childless Family, its Cause and Cure. By Edward F. 
Griflith, M.R.C.S. London: Kegan Paul, Trench, Triibner 
and Co. 1939. Pp. 128. 3s. 6d. 
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During the past year the emergency service organised 
by the King Edward’s Hospital Fund has received 
valuable coöperation from the council’s service. 
While it is accidents in the streets or other places 
for which the service is most frequently resorted to 
more than 10,000 cases of illness were dealt with last 
year, of which 1548 were epilepsy. During recent 
years the service has been made available for cases 
of parturition, if accompanied by a doctor, midwife 
or female friend. This has proved a great boon to 
women in labour for conveyance to hospital at times 
when ordinary transport is not available. ‘Those 
who can recall the haphazard means of transport of 
street casualties to hospital before the county council 
put in operation the Metropolitan Ambulances Act 
of 1909 can realise the extent to which avoidable 
detriment to the sufferer has been obviated by this 
beneficent municipal service. 


A HOSPITAL IN CHINA CARRIES ON 


WHEN Canton fell to Japanese troops in the middle 
of October Dr. Wong Man, dean of the Sun Yat Sen 
medical college of Lingnan University, had already 


: left, according to plan, with a contingent of 140 


doctors and nurses for the north, where he established 
three base hospitals, Dr.-William Cadbury, professor 
of medicine in the university, remained behind as 


superintendent of Canton Hospital, for it was thought 


it would be easier for the hospital to carry on with a 
foreigner in charge. During the actual conquest of 
the city the hospital was closed, but on Oct. 31 as 
soon as the street fires had somewhat subsided it 
opened its doors and it has remained open ever since. 
Doctors, nurses, and patients soon found their way 
to it, and it became the rallying point for all who 
wanted to give or receive medical help. Lingnan 
University itself agreed to take in refugees and soon 
housed 7000 old men, women, and children. Food 
became scarce and famine threatened, but a relief 
ship arrived in time from Hong-Kong and help was 
also given by the American Red Cross and the British 
Fund for the Relief of Distress in China. Volunteer 
workers, some themselves refugees from Europe, came 
to help, and Canton Hospital is now staffed by men 
and women of five or six different nationalities. The 
urgency of the task of relief of suffering, Dr. 
Cadbury remarks, breaks all barriers of race and creed. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
MAY 13, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1001; diphtheria, 799; enteric fever 
20 (26 ‘‘expected’’); pneumonia (primary or 
influenzal), 768 ; ~puerperal pyrexia, 184; cerebro- 
spinal fever, 31 ; acute poliomyelitis, 5; acute polio- 
encephalitis, 2; encephalitis lethargica, 3; relapsing 
fever, 1 (Whitley U.D.); dysentery, 24; ophthalmia 
neonatorum, 119; No case of cholera, plague, or 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on May 19 was 3151, which included: Scarlet 
fever, 696; diphtheria, 572 (carriers, 27); measles, 4: 
whooping-cough, 1040 ; ‘puerperal fever, 24 mothers (plus 13 
babies); encephalitis lethargica, 303; poliomyelitis, 3. Af 
St. pee) ate Hospital there were 25 babies (plus 14 mothers 
with ophthalmia neonatorum. 

Deaths.—In [26 great towns, including London, 
there was no death from smallpox, 1 (1) from enteric 
fever, 4 (0) from measles, 2 (0) from scarlet fever, 
23 (1) from whooping-cough, 18 (0) from diphtheria, 
48 (9) from diarrhoa and enteritis under two years, 
and 45 (6) from influenza, The figures in parentheses 
are those for London itself. 

Twickenham, Middlesbrough and Birmingham each re d 
2 deaths from whooping-cough. Fatal cases of dil ht horia aren 
scattered over 11 great towns, Liverpool reporting 5, Birming- 
ham 3, Middlesbrough 2. irmingham had 5 deaths from 
diarrhoea, Leeds and Bristol each 4. 
The number of stillbirths notified during the week 
was 261 (corresponding to a rate of 38 per 1000 
total births), including 55 in London. 
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DIAGNOSIS AND TREATMENT OF 
ACUTE APPENDICITIS IN CHILDREN 
A REVIEW OF 467 CONSECUTIVE CASES 
By G. Gorpon Bruce, F.R.C.S. 


SURGEON TO ROYAL ABERDEEN HOSPITAL FOR SIOK OHILDREN AND 
ASSISTANT SURGEON TO ABERDEEN ROYAL INFIRMARY 


DuRInG the period 1925-39 I operated on 467 
children under twelve years of age suffering from 
acute appendicitis, the majority in the Royal Aberdeen 
Hospital for Sick Children. Immediate operation was 
the rule and expectant treatment was carried out in 
3 cases Only. No case was refused operation. The 
results are recorded in tables I and II. 


TABLE I—-RESULTS OF OPERATION ON 467 CONSECUTIVE 
CASES OF ACUTE APPENDICITIS 


Group! — Cases | Deaths 
1 Acute appendicitis without gangrene | 206 0 
2 Ditto with gangrene .. 


3 Ditto perforated with local peri- 
tonitis* or commencing abscess .. 


Ditto perforated with general peri- 

tonitis ee e o » o ee 

5 | Established appendicular abscess .. 
| Total 


*The term “ peritonitis” denotes suppurative peritonitis 
secondary to the rupture of a gangrenous appendix. 


TABLE II—cAUSES OF DEATH 


ases 
General peritonitis a <a es 5 
Pylephlebitis as ar; it oe 2 
Secondary abdominal abscess .. as 1 

1 


Unknown .. 


It will be seen that, when the disease was limited 
to the appendix, recovery always took place; but in 
147 the appendix had already perforated and peri- 
tonitis or abscess had supervened before admission 
to hospital. How can we explain this tragic delay in 
31 per cent. of cases? Murphy’s (1909) original 
description of acute appendicitis has long been 
regarded as a classic and has been quoted verbatim 
on countless occasions throughout the surgical world, 
“ First pain in the abdomen sudden and severe, 
primarily referred to the epigastrium, followed by 
(second) nausea and vomiting, most commonly 
between three and four hours after the onset of 
pain. Third, general abdominal sensitiveness most 
marked on the right side and more particularly over 
the appendix. Fourth, elevation of temperature 
from two to twenty-four hours after the onset of 
pain.” Again Murphy states “ Temperature is not 
absent in a single infective case in its early stages.” 
Although such dogmatic statements are doubtless 
admirable in general and true in typical cases, they 
constitute a danger in the atypical forms of the 
disease and have led to many errors in diagnosis. 
How often has a surgeon heard a doctor sadly 
remark, “I did not think appendicitis possible 
because the vomiting came before the pain,” or “I 
thought I could exclude appendicitis because the 
child’s temperature was normal”? Thus pain is 
not always the first symptom and an unusual onset 
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may be expected in at least 12 per cent. of cases 
(table III). 


TABLE III—MODE OF ONSET IN PRESENT SERIES 


Earliest complaint Cases 
Abdominal pain— 
Epigastric or umbilical e.. 238 
In right iliac fossa ae ae 114 407 
Hypogastric .. ate 55 
Vomiting .. si “ca na ss 34 
Diarrhea .. ~~ Gra sa Pe 12 
Headache .. ae ste ee a 6 
Shivering .. ` .. re sa oe 5 
Drowsiness and listlessness ius zs 8 


In 1914 Wilkie did much to elucidate the pathology 
and symptoms of acute appendicitis by recognising 
two primary acute diseases of the appendix : (1) acute 
inflammation of its wall, and (2) acute obstruction of 
its lumen (Wilkie 1931). The former is mild and 
seldom fatal, the latter is always dangerous with 
tension-gangrene and perforation liable to occur in 
six to twenty-four hours. In acute appendicular 
obstruction the appendix may be gangrenous and on 
the point of rupture and yet the temperature and 
the pulse-rate may be normal. Wilkie’s description 
is very different from Murphy’s and is not suff- 
ciently known throughout the medical profession. 
The abrupt onset of severe pain is always ominous 
and the history of general abdominal pain ultimately 
settling in the right iliac fossa is almost diagnostic. 
The absence of other symptoms never excludes 
appendicitis. The acuteness of both symptoms and 
signs varies from hour to hour and there may be a 
brief symptom-free period immediately preceding 
perforation, but it is only in exceptional cases that 
pain and tenderness entirely disappear. Very rarely 
a child may complain of pain only in the left side. 
This is suggestive of pelvic peritonitis complicating 
an attack of appendicitis and of an infection spreading 
upwards from the pelvis to the left of the meso- 
sigmoid. Although trauma and exposure to cold 
may cause abdominal pain and gastro-intestinal 
symptoms, both may predispose to an attack of 
appendicitis. Repeated vomiting is an ominous 
symptom and often heralds impending gangrene and 
rupture of an obstructed appendix. 


PHYSICAL SIGNS IN ACUTE APPENDICITIS 


Although most children look flushed and anxious 
during an acute attack, many appear in perfect 
health and a normal temperature is of no diagnostic 
significance. In doubtful cases the advice to count 
the pulse-rate and to wait to see whether it rises or 
not is occasionally useful, but I have always thought 
that in the diagnosis of appendicitis too much stress 
is laid on the temperature and pulse-rate and too 
little on the state of the abdomen. If the appendix 
is gangrenous or distended with pus, a child’s breath 
may smell of Bacillus coli pus. 

The abdomen must be examined with the greatest 
care and most delicately in order that the slightest 
degree of rigidity and tenderness may be appreciated. 
This will be impossible unless a child be comfortably 
reclining with at least two pillows beneath the head 
and shoulders to relax the abdominal muscles. It is 
essential not to hurry. The examining hand must 
be warm and should be passed gently and lightly 
over the whole abdomen and over both loins, esti- 
mating the resistance of the muscles, group by group 
and side by side. No attempt should be made to 
press or to elicit tenderness at this stage. After 
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deciding on the state of the muscles, tenderness may 
be gently sought for, and if at this moment a child 
slowly flexes the right thigh the case is almost 
certainly one of acute appendicitis. Tenderness 
found on deep and rough palpation may be very mis- 
leading. Most commonly both rigidity and tenderness 
are present but they may not be equal in degree, or 
one may find a complete absence of physical signs. 
On several occasions I have examined children during 
the first hour of the attack without finding signs 
suggestive of acute appendicitis. This fleeting stage, 
which seldom lasts for more than a few hours, may 
mimic colic very closely. In fact the earliest pain in 
appendicitis is probably due to irregular peristalsis 
in the appendix and terminal ileum, and is entirely 
splanchnic or visceral in nature, The peritoneum 
reacts later with the typical tender resistant 
abdominal wall. If a doctor is in doubt in an early 
case, as he well may be, he should re-examine the 
child after an interval of two or three hours. Morphia 
should not be given and on no account should castor 
oil be prescribed ; for there is no more certain method 
of hastening the rupture of a gangrenous appendix. 
Even an enema is not free from risk. 


CLINICAL PICTURES 


It is a mistake to think of a single clinical picture 
in acute appendicitis; there are several, each with 
its distinctive physical signs. 

Tyree 1.—With rigidity and tenderness over 
McBurney’s point in the right iliac fossa, we have the 
typical book-picture of acute appendicitis. If the 
appendix lies immediately beneath the abdominal 
wall, uncovered by bowel or omentum, the physical 
signs may be limited to an acutely tender rigid area 
not much larger than a florin (fig. 1). Naturally the 
size of this area will depend on the extent of the 
peritoneal reaction, and although the appendix be 
only moderately inflamed, rigidity and tenderness 
may be elicited far beyond the middle line. On the 
other hand, an obstructed gangrenous appendix may 
excite only a slight peritoneal reaction until rupture 
has taken place. 


Tyre 2,—If the appendix lies along the lateral 


wall of the right iliac fossa, the physical signs may be 
limited to a zone about two fingers-breadth or less 
parallel to Poupart’s ligament (fig. 2). 
common site of appendicular abscess in cases neglected 
for three or four days when a mass will be palpable. 
If a tumour mass be present earlier in the attack, the 
appendix is probably wrapped up in omentum and 
may not have perforated. 


TYPE 3.—Pelvic appendicitis has been said to be 
the most difficult type to diagnose and thus the most 
liable to cause acute general peritonitis. A child 
complains of pain low down in the abdomen and may 
have discomfort in passing urine. The latter com- 
plaint is seldom made within the first few hours of 
an attack of appendicitis, in contradistinction to the 
urinary symptoms of renal and ureteral conditions 
which are present usually from the first. In pelvic 
appendicitis the appendix lies so far distant from the 
anterior abdominal wall that the intensity of all 
physical signs is diminished and the right iliac fossa 
is often clear; but in every case without exception 
there may be found over the lower right rectus 
muscle a small triangular rigid area which tapers 
gradually outwards towards the iliac fossa and to a 
lesser extent across the middle line (fig. 3). If this 
distinctive feature is missed, there are infinite possi- 
bilities of a mistake in diagnosis. A rectal examina- 
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tion may confirm the diagnosis of pelvic appendicitis 
and in late cases may be the only means of detecting 
a small appendicular abscess. 

With the onset of pelvic peritonitis following the 
rupture of a gangrenous appendix, tenderness and 
rigidity, although most acute on the right side, will 
be found to have spread over the whole hypogastrium. 
For the first time, distension will be seen in the lower 
abdomen and a vague mass may be palpable above 
the brim of the pelvis caused by omentum and 
distended loops of small intestine which form a 
canopy shutting off the general peritoneal cavity 
from the infection in the pelvis. Occasionally a pelvic 
abscess, complicated by a secondary collection of pus 
spreading up beneath the ileum under both recti 
muscles, may give a peculiar ‘‘ midline ”? picture of 
rigidity and tenderness. If the infection passes 
beyond the pelvis, signs of general peritonitis appear. 
Now there is no mistaking the acute distress, the 
bright restless eyes, the signs of overwhelming 
toxemia and increasing dehydration, the cofice-ground 
vomit and the small thready pulse. Tenderness 
spreads up beyond the umbilicus and the whole 
abdomen becomes tense and distended. Even in 
advanced cases the physical signs are sutliciently 
acute in the right side to differentiate peritonitis 
following the rupture of a gangrenous appendix from 
the rarer forms of pneumococcal and streptococcal 
peritonitis. If the appendix perforates along the 
right lateral wall of the pelvis, the inflammatory 
focus is frequently covered in by the terminal ileum 
which readily becomes adherent in the pelvis and 
may be so edematous and distended that a picture 
suggestive of intestinal obstruction may be super- 
added on that of appendicitis. 


TYPE 4. Retrocecal appendicitis—All appendices 
found behind the cecum may be called ‘“retro- 
cecal’? but the term is generally applied to a sessile 
appendix closely adherent to the posterolateral wall 
of the cecum or ascending colon. The right iliac 
fossa is comparatively superficial but it shelves very 
steeply into the deep loin recess towards Morrison’s 
kidney pouch. Here a retrocecal appendix lying 
high in the loin is far nearer the muscles of the back 
than the anterior abdominal wall, from which it is 
always separated by the cecum or ascending colon 
and often by coils of small intestine. Thus pain 
the back is common and the usual physical signs in 
front are often dull and ill-defined. Frequently the 
acute symptoms tend to subside and are replaced by 
a lethargic septic state. Very little tenderness may 
be elicited but on bimanual palpation an appreciable 
fullness may be found in the loin compared with the 
contralateral side (fig. 4). This increases when an 
abscess is present. : 


TYPE 5. High appendicitis.—The relations of a 
high appendix are governed by embryonic conditions. 
There are two varieties: (1) an appendix, sessile and 
fixed like the retrocecal type, lying with the cecum 
far up beneath the liver often with the terminal 
ileum adherent in the loin; (2) a mobile appendix 
and cecum hanging free in the upper abdomen with 
the ascending colon unattached in the right flank. 
Early in an attack, it may be difficult to differentiate 
high appendicitis from pneumonia, but in the latter 
disease there is more respiratory distress and the 
general picture is out of proportion and not in keeping 
with the signs of commencing appendicitis. Jaundice 
is not uncommon if the attack has lasted a few days. 
The physical signs of high appendicitis resemble 
those present in adults suffering from acute chole- 
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cystitis or subacute perforation of a duodenal ulcer 
(fig. 5). 

Occasionally the appendix has been found in the 
left iliac fossa, and the possibility of acute appendi- 
citis in a hernial sac must not be forgotten. 

Various tests have been described—Zachary Cope’s, 
Bastedo’s, the rebound-tenderness test, zones of 
hyperesthesia. Doubtless they are often positive ; 
but I mistrust tests. On several occasions a positive 
rebound-tenderness test has proved totally mis- 
leading ; moreover, is it not a crude way of examining 
an apprebensive child? The diagnosis of acute 
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be performed at once or delayed for a few days, 


which incision should be made whether the appendix 
should be removed or whether simple drainage is to 
be preferred. Most children with acute appendicitis 
should be operated on without delay ; the exceptions 
are those who come after an illness of two or three 
days with unequivocal evidence of localisation—i.e., 
when a mass is palpable along the parietal abdominal 
wall or in Douglas’s pouch and when (and this is most 
important) the rest of the abdomen is soft and lax 
and free from any sign of peritoneal reaction. In 
these the Oschner-Sherren treatment is indicated. 


2 3 4 5 
A | A A A A 
Fie. 1—Acute appendicitis. Appendix lying in right iliac fossa. (Type I.) 
Fie. 2—Acute appendicitis. Appendix lying lateral parallel to Poupart’s ligament. 


Fie. 3—Pelvic appendicitis. (Type ITI.) Fia. 4—Retrocecal appendicitis. 
Fie. 5—High appendicitis. (Type V.) 


(Type IT.) ` 
(Type IV.) 


appendicitis appears to be particularly difficult in very 
young children and this doubtless accounts for the 
greater incidence of peritonitis and the very high 
mortality as table IV will show. i 

In reading over the case-histories it is painfully 
evident how often castor oil had been prescribed in 
the peritonitis group and how frequently a child’s 
parents were responsible for the delay in sending for 
medical advice. Nothing but the education of the 
public in the symptoms and danger of acute appendi- 
citis will help to avert such mistakes in the future. 
Physicians expect too clear a picture! Let me 
emphasise the importance of the slightest degree of 
local rigidity and tenderness following the onset of 
abdominal pain; and the extreme danger of diag- 
nosing intestinal colic, enteritis and abdominal 
influenza, or of considering an attack of appendicitis 
so mild that immediate operation is unnecessary. 


TABLE IV—AGE IN RELATION TO DURATION OF ILLNESS 
BEFORE OPERATION, COMPLICATIONS AND MORTALITY 


A full differential diagnosis is beyond the scope of 
this paper. Many diseases mimic acute appendicitis 
but few have the distinctive little physical signs of 
appendicitis which I have attempted to describe. 


SURGICAL TREATMENT 


Experience should enable a surgeon to foretell 
before operation the position and the pathological 
changes in the appendix and its surroundings. An 
accurate diagnosis is the first step in surgical treat- 
unent. Then a surgeon can decide if operation should 


I do not agree with Coller and Potter (1934) who 
maintain that cases showing evidence of a generalised 
peritoneal reaction should be treated conservatively 
until recovery or abscess occurs; but it is possible 
that a profoundly ill and seemingly moribund child 
suffering from general peritonitis, acidosis and extreme 
dehydration, might be benefited by intravenous 
saline, rest and warmth and by postponing operation 
for a few hours. 

Nitrous oxide and oxygensupplemented by Novocain 
infiltration is the ideal anzsthetic. When a child is 
fully anzsthetised, it is advisable again to palpate 
the abdomen because the presence of a mass, pre- 
viously undiscovered, may show that the original 
focus is already walled off from the general peritoneal 
cavity. Two assistants are always better than one, 
and the easier an operation is, the more gently and 
speedily will it be performed. Although speed is 
doubtless of less importance than gentleness and 
accuracy, quickness in operating is essential in a 
dangerously ill child. 


j = I have never pinned my faith to any one incision 
Age in Ill two days | Complicated and would be loth to follow the recommendation 
years | Cases orlonger | PY Peritonitis | Deaths from certain clinics in America that the McBurney 
—_— 5 z —; n., incision should be made in every case. Like all the 

aii 20 19 (13%) LOS a 315%) best things in life, the operation of appendicectomy 

~ 4- 8 157 65 (41% 54 (34%) 2 (1%) needs a little planning! The McBurney incision is 
8-12 290 108 (37%) 79 (27%) 4 (1%) ideal if the diagnosis is certain, if the appendix lies 


immediately beneath the abdominal] wall in the right 
iliac fossa, and if the operation is likely to be a simple 
one, It is so easy to withdraw a mobile cecum and 
appendix through a small muscle-splitting incision ; 
but I cannot imagine anything more dangerous than 
blunt dissection with the finger in attempting to 
elevate a fixed, gangrenous appendix through such a 
limited space. This happens too frequently in 
indifferent surgical clinics. Too often the appendix 
is ruptured, the retroperitoneal tissues torn and 
suffused with blood, hemostasis is inaccurate, and 
the stage is set for general peritonitis, abscess, 
and ileus. In decrying ae universal choice of the 
Y 
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McBurney incision because of insufficient exposure, | 


I am fully aware that the incision may be extended 
downwards through the sheath of the rectus muscle 
and upwards by cutting across the internal oblique 
and transversalis muscles. Grey Turner’s modifica- 
tion of the McBurney incision, in which all the muscles 
are divided obliquely, gives excellent access to an 
appendix lying far out in the loin above the level of 
the anterior superior iliac spine. But there are risks 
in operating through small incisions, as the following 
case will show ;— 


A boy, aged 10, was admitted to the Royal 
Aberdeen Hospital for Sick Children in October, 
1936. On the evening before admission he was 
seized with acute abdominal pain and he vomited 
several times. Rigidity and tenderness were present 
over the hypogastrium and right iliac fossa, Acute 
appendicitis was diagnosed and the abdomen was 
opened through a McBurney incision, The appendix, 
which looked red and swollen, was removed. When 
preparations were being made to close the abdomen, 
a bubble of gas was seen to rise from the pelvis. 
This aroused my suspicions and on exploring the 
pelvis I found a large, black gangrenous Meckel’s 
diverticulum on the point of rupture. The inflam- 
matory changes in the appendix had been of a 
secondary nature. 


“ We tread on thin and slippery ice.” 


Suitable exposure is the keynote of successful 
surgery. If I suspect that the appendix lies high in 
the abdomen or low in the pelvis, I prefer a para- 
median incision, especially if a child has been ill for 
a few days and I anticipate a gangrenous appendix 
and technical difficulties. 


TABLE V—MOBURNEY vV. PARAMEDIAN INCISION 


McBurney or 


Paramedian 
Grey Turner EROE 
at modification incision 
Cases | Died | Cases; Died 
Acute appendicitis manos 
gangrene .. 134 0 72 0 
Ditto with gangrene ais 59 0 55 0 
Ditto with local peritonitis 
or commencing abscess .. 24 1 52 0 
Ditto with general peri- 
tonitis bus sa ae 11 2 36 6 
Established appendicular 
abscess os re ee 15 0 9 0 
3 (1:2 %) 224 |6(2°7%) 


— 243 


Although table V appears to favour the McBurney 
incision, it will be seen that the McBurney has been 
chosen for the more simple cases while the para- 
median has been employed in most of the cases of 
peritonitis. Doubtless a Battle’s incision, if used 
intelligently, would give equally satisfactory results ; 
but I would again emphasise that much depends on 
choosing the most suitable incision to meet the state 
of affairs expected in each case. 

After the abdomen has been opened, the surround- 
ing coils of small intestine are carefully walled off 
with moist gauze strips and the appendix is removed 
under direct vision. Nothing varies so much in 
surgical clinics as a surgeon’s idea of gentleness, and 
the advice of Socrates might apply to all of us. Are 
we as gentle as we think? If the appendix is gan- 
grenous and adherent it should not be touched by 
the finger, and no attempt should be made to elevate 
it, until it has been released by dividing with a knife 
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or pair of scissors the various strands of tissue which 
bind it down to the surrounding structures. If the 
cecal wall is healthy, the base of the appendix is 
ligatured and inverted by means of a purse-string 
suture followed by a letter N stitch. No trouble 
has ever arisen from the inverted stump. When the 
wall of the cecum is inflamed and friable, ligation of 
the base without further suturing has proved per- 
fectly safe if the wound is drained. Sometimes the 
appendix is most easily removed by first severing its 
attachment to the cecum. I deliberately raise and 
inspect the terminal ileal loop when it is adherent in 
the pelvis. This manœuvre combined with gentle and 
accurate operating is in my opinion the greatest 
safeguard against postoperative ileus, a complication 
noteworthy for its rarity in the present series of cases. 

Prophylactic enterostomy is seldom if ever indicated. 
There is no risk in separating coils of small intestine 
which lie gummed together in the vicinity of an early 
perforated appendix and, unless the surrounding area 
is most carefully inspected, localised collections of pus 
in the pelvis, in the left iliac fossa, and along the 
right paracolic gutter are liable to be missed and 
will be responsible for many abscesses which are 
supposed to form after operation. Where the appendix 
is gangrenous or perforated all purulent fluid is 
removed by suction and two rubber drainage-tubes 
are inserted down to the infected area from which 
the appendix has been removed. Drainage is rarely 
satisfactory through stab wounds. 


TREATMENT OF APPENDICULAR ABSCESS 


There are two types: (1) the recent abscess 12—24 
hours old, a local collection of pus lying round a 
perforated appendix and walled in by omentum and 
contiguous loops of bowel which are only loosely 
gummed together; (2) the established abscess of a 
few days’ duration when the surrounding structures 
are densely adherent. In the first it is easy to remove 
the appendix and this is probably the correct treat- 
ment; in the second appendicectomy may be very 
difficult without inflicting a degree of trauma which 
may precipitate serious trouble in the future. 

There are few more dangerous and ill-timed 
abdominal operations than the rough removal of a 
gangrenous appendix complicated by abscess. As 
Wilkie has said, ‘‘ Honesty in reflection will bring to 
the mind of most surgeons cases of this order which 
they would willingly forget.” Simple drainage is 
indicated and the appendix can be removed in two 
or three months, When the inflammatory reaction 
has reached the abdominal wall, a muscle-splitting 
approach should be made down to the abscess, and 
after a little pus has been aspirated with an exploring 
syringe, a narrow-bladed scalpel should be passed 
along the needle into the abscess. It is dangerous to 
force a blunt Mayo’s scissors along the needle track, 


because of the risk of rupturing the abscess into the - 


peritoneal cavity. If the abscess is gently explored 
with the finger, a concretion which may have escaped 
from the appendix can often be found and removed. 
If the abscess appears to be too deep to be tapped in 
the usual manner, it may be reached by a retro- 
peritoneal approach such a8 one makes in exposing 
the lower end of the right ureter ; or an abscess lying 
deep in Douglas’s pouch may be drained through the 
rectum or vagina. 

In the present series there were 24 cases of estab- 
lished appendicular abscesses, 11 of which were 
treated some time ago, perhaps foolishly, by appendi- 
cectomy and drainage, and 13 more sensibly in recent 
years by drainage only. With the exception of 
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1 - child who was suffering from a concurrent 
pneumonia, all were operated. on as soon as possible. 
Although it is probably safe to wait two or three 
days before draining an abscess, the risk of such 
complications as pylephlebitis ‘and fecal fistula 
increases with delay. 


POSTOPERATIVE TREATMENT 


After operation, recovery! The first can be 
performed expeditiously, the second takes time. In 
gangrenous appendicitis with peritonitis, the removal of 
the appendix with drainage is but the first step in treat- 
ment and is of little avail unless a child has sufficient 
resistance to defeat the virulent infection still active 


.in the peritoneal cavity. During this phase, fluid, 


warmth, rest and sleep are of vital importance and 
any meddlesome interference in the way of local or 
general treatment will diminish the chances of 
recovery. I know of no contra-indication to heroin 
in suitable doses. Most children require gr. 1/25-1/12 
at least three times in twenty-four hours, The 
water-balance must be maintained, and if a child 
can drink without suffering from sickness, pain or 
abdominal distension, ample fluid should be allowed 
by the mouth. Rectal saline is given for the first 
few days. If the abdomen remains distended and if 
persistent vomiting points to a threatened ileus, 
nothing whatever should be given by the mouth ; the 
stomach should be kept empty by means of an 
indwelling duodenal tube, and fluid should be pro- 
vided by continuous hypodermoclysis. I have no 
great faith in intravenous saline unless there is an 
urgent need for fluid. Too often intravenous saline 
is given for shock, or profound infection, when the 
indications are far from clear. If a child can drink 
water freely without abdominal pain or distension, 
milk can soon be added. 

A small soap-and-water enema is given on the 
second or third day. An aperient is never allowed 
until complete recovery has taken place, evidenced 
by the appearance of the patient and a soft, lax 
abdomen. The bowels will move in their own time 
when the acute reaction within the abdomen subsides. 
An attempt to whip up peristalsis is most unwise and 
is more likely to precipitate ileus than to produce a 
bowel motion. The Fowler position is used as a 
routine. Large fomentations over the whole of the 
abdomen and both loins appear to aid drainage, If 
one of the two drains is removed on the third day, 
free drainage is provided for along the side of the 
remaining tube which is shortened daily after the 
fifth day. I have had no experience of sulphanil- 
amide in the treatment of acute appendicitis but 
Graham (1938) claims to have cured 2 cases of 
appendicular pylephlebitis with this drug. 


POSTOPERATIVE COMPLICATIONS 


Excluding the fatal cases already noted in table I 
the postoperative complications were as follows :— 


Pneumonia mae oe 4 Residual abscess ee 1l 
Empyema oe 4 Ileus sa l 
Subphrenic abscess .. 2 Pulmonary embolus .. 1 


A pulmonary embolus is very rare in a young child. 


A girl, aged 11, was admitted on July 5, 1934, 
suffering from gangrenous appendicitis and a small 
abscess. She was treated by appendicectomy and 
drainage, and was discharged healed in fourteen days. 
Six days later she was seized with pain in-the right 
side, gasped for breath, became cyanosed and suffered 
from acute dyspnoea for several hours. A gradual 
improvement took place, but in a few days an 
empyema became manifest, requiring rib-resection 
and drainage. 
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The fact that there were only 2 residual abscesses 
in 467 cases of acute appendicitis (an incidence of 
0-4 per cent.) tends to confirm the value of drainage 
in septic cases, It is interesting to contrast the 
figures (3:3 per cent. in 2126 adult cases) of Sworn 
and FitzGibbon (1932), who are somewhat sceptical 
of drainage. The only patient with.ileus recovered 
with the aid of an indwelling duodenal tube and 
continuous drip saline after being very seriously ill 
for five days. Fecal fistule have not appeared in 
the present series, They should be regarded as relics 
of the past due to sloughing of the cecum or ileum 
secondary to suppuration or to trauma inflicted at 
operation. Drainage alone does not cause fæcal 
fistulæ. 

In cases of postoperative pyrexia it is advisable to 
examine the chest, the abdomen in general, and the 
subphrenic spaces by screening. In very toxic cases 
a pure growth of Staphylococcus aureus may be 
isolated from the blood. Other diseases unrelated 
to appendicitis but prevalent in children, such as 
scarlet fever and otitis media, should not be forgotten. 
If the abdominal incision refuses to heal, a search 
should be made for a distant untapped focus of 
suppuration. This retards healing as Carrel (1924) 
pointed out many years ago. 


CASE-MORTALITY 


A death-rate of 1:9 per cent. may be compared 
with others recently recorded (table VI). 


TABLE VI 
= a Cases PDEs 

Ladd (1938)... .. +. | 632 (0) 35 
Maes, Boyce and McFetridge 

(1934) oe Sie is 250 (C) 7'6 
Keyes (1934) .. oe T 380 (C) 7°8 
Aird (1938) 400 (A and C) 1°0 
Nuttall (1934).. 551 (A and C) 2:5 
Raw (1930) a 619 (A and C) 2°5 
Wevil and Wallace (1934) .. , 8000 (A and ©) ' 4:5 
Turner (1938) .. 7329 (A only) 4:0 


C= children; A= adults. 


CONCLUSIONS 


(1) 467 consecutive cases of acute appendicitis in 
children were operated on with a mortality of 
1-9 per cent. 

(2) Immediate operation is advisable in children. 

(3) It is essential to diagnose the existing state of 
affairs before opening the abdomen; and to operate 
quickly, gently and accurately. 


It is a pleasure to acknowledge my indebtedness 
to Drs. Elisabeth M. Williams and Dorothy I. 
Mortimer for their help in the preparation of this 
paper, and to Dr. D. Dawson for his excellent 
diagrams. 

REFERENCES 


Aird, J. rents Lancet, 2, 127. 

Carrel, A. (1924) C.R. "Soc. Biol., Paris, 90, 333 

Coller, F. JAS and Potter, E. B. (1934) J. "Amer. med. ASS. 23,1753. 
Graham, E. A. (1938) Ann. ie , 822. 

Keyes, E. L. (1934) Ibid, 99 

Ladd, W. E. (1938) New Ent 7 med. 219, 329. 

Maes, Boyce and RAN e (1934) Surg. Gynec. Obstet. 58, 32. 
Murphy, J. B. (1909) in Keen’s Surgery, Philadelphia, vol. iv, 


p 
Se H. W. (1934) a rf Surg. 78, 197. 
Raw, S” 1990) Brit. med. J. 23 

Sworn, B. R., and ritecibbon, G. M. (1932) Brit. J. Surg. 19, 410. 
Turner, G. Grey (1938) Brit. med. J. 2, 

Wevil, L. eS pane Wallace, H.L. (1934) Edinb. med. J. 41, 557. 
Wilkie, D. P D. (1931) Brit. med. J. 1, 253. 


1252 THE LANCET] 


MR. LOVE: THE ‘‘ APPENDIX MASS ”’ 


[JONE 3, 1939 


THE ‘‘ APPENDIX MASS” 
By R. J. McNett Love, M.S. Lond., F.R.C.S. 


SURGEON TO THE ROYAL NORTHERN HOSPITAL, LONDON 


‘It is a common occurrence for most of us to meet 
people who express dogmatic opinions about subjects 
of which they have no first-hand experience. This is 
to some extent explained by the innate conservatism 
characteristic of the human mentality. On many 
occasions I have discussed the treatment of the 
appendix mass with surgical friends and colleagues. 
Almost all of them who treat these cases by immediate 
operation admit that they have never given delayed 
treatment a trial, yet they stoutly affirm their con- 
viction that an emergency operation holds out the 
best prospects of safety for the patient. My early 
training ignored any other procedure than immediate 
operation. After returning from the late war I was 
appointed surgical registrar to a large teaching 
hospital, where, to my surprise, I found that some 
cases of late appendicitis were not treated by emer- 
gency operation. This heresy, as I then thought it, 
demanded investigation, and my conversion to 
expectant treatment followed automatically when 
I compared the progress of cases treated by the two 
methods in the same hospital. 

It may be well to consider briefly the clinical 
features of the appendix mass, Although pathological 
changes do not necessarily synchronise with the 
clock, most cases present themselves 48 hours or 
more after the onset, and show a variable elevation of 
temperature and pulse. Three quadrants of the 
abdomen are relatively normal, but there is tenderness, 
rigidity or a lump in the right iliac fossa or right loin, 
or a tender mass is palpable on rectal examination. 
The appendix mass is due either to local peritonitis 
or, in the later stages, to abscess formation. 


IMMEDIATE OPERATION OR EXPECTANT TREATMENT ? 


The surgeon has the choice of two lines of treatment 
in dealing with the appendix mass. If immediate 
operation is undertaken removal of the appendix is 
usually unwise and often difficult or impossible. 
Unless the appendix happily presents itself, searching 
for the organ is liable to separate protective adhesions 
and spread infection, which increases toxic absorp- 
tion. Congestion and friability of tissues add to the 
difficulties of the operation, and the insertion of a 
drainage-tube, with its attendant evils, is usually 
necessary. On analysing combined statistics published 
for some of the teaching hospitals the mortality of 
immediate operation in the case of an appendix 
mass is found to be 6 per cent. I am aware that 
individual surgeons of great experience have published 
their personal results which show a much lower mor- 
tality (Nuttall 1935). On the other hand, the 
surgical amenities in small provincial and cottage 
hospitals are below the standard of those in town or 
city hospitals, so that the unpublished results from 
these sources would probably disclose a mortality of 
over 6 per cent. If it were possible to compile 
statistics of immediate operation on the appendix 
mass from all sources, therefore, the total mortality 
would probably be at least 6 per cent. 

The alternative to immediate operation is expectant 
treatment. The patient is nursed in the Fowler 
position, fomentations are applied locally to relieve 
pain, and a constant watch is kept on the pulse, 
temperature, and changes in the character of the 
mass. Until recently a small amount of fluid was 
administered by mouth, a procedure that was physio- 


logically unsound, for the entry of fluid into the 
stomach causes relaxation of the ileo-cwcal valve 
and consequent local peristalsis. This danger is now 
obviated by the continuous intravenous infusion of 
saline and glucose, which has done much to safeguard 
the patient during the phase of expectant treatment. 
Anti-gas-gangrene serum is administered so as to 
tide the patient over the period when his immunity 
is.low. If the patient is apprehensive or nervous one 
moderate dose of Omnopon may be given at the 
beginning of expectant treatment. This quietens peri- 
stalsis and allays anxiety, especially if intravenous 
infusion is necessary, and its effect will have subsided 
by the time the next examination is due. 

It is generally agreed that expectant treatment is 
not suitable for children and the aged. In the case 
of children an accurate history is difficult to obtain, 
and the mother has usually administered a purgative, 
while in the aged, as Hermon Taylor (1935) has 
emphasised, gangrene develops rapidly and the 
patient’s resistance is low. 

If expectant treatment is adopted the case pro- 
gresses in one of three different ways. (1) The pulse 
and temperature fall and the localised inflammation 
resolves. In the combined statistics from Various 
sources 65 per cent. of cases subsided. The appendix 
is removed three months later, when the patient enjoys 
the benefit of a clean operation. The freedom from 
adhesions is remarkable, and the mortality negligible. 

(2) An abscess forms; this happens in about 
25 per cent. of cases. An abscess is no cause for 
panic, for it indicates that the resistance of the 
patient has arrested the spread of infection. As 
Rayner (1933) states, ‘‘if the mass becomes converted 
into an abscess the patient has gained rather than 
lost by the delay.” 
show that the most dangerous time for operative 
interference is from the third to the fifth day, when 
immunity to infection is low. If the patient can be 
tided over this dangerous period operative interference, 
if such is needed, is less likely to cause spreading 
infection, for not only is the resistance improving 
but the pus is less virulent. If an abscess is diagnosed 
expectant treatment is still adopted, and it is useful 
to outline the margin of the abscess with silver stick 
on the abdominal wall, so that its progress can be 
estimated with accuracy. The abscess may require 
drainage for two reasons: (a) Increase in size, owing 
to the risk of rupture into the peritoneal cavity. 
Usually an abscess ruptures into the bowel and 
spontaneous cure results, but it is unwise to await 
this natural method of relief. (b) A slow absorption 
of the abscess. Visceral degeneration is a possible 
consequence of prolonged toxæmia, and drainage of 
the abscess shortens the period of disability. 

(3) The third possibility is that operation becomes 
imperative owing to exacerbation of pain, increasing 
local rigidity, or elevation of pulse and temperature. 
Expectant treatment must be abandoned in about 
10 per cent. of cases, but this figure will be reduced 
when intravenous infusion is adopted to the exclusion 
of any fluids whatever by the mouth. It is the 
failure of expectant treatment in this small minority 
that unfortunately causes surgeons to hesitate to 
adopt it. However, even in these cases in which opera- 
tion becomes a necessity, the mortality, as based on 
77 cases from the London Hospital (Love 1933), 
was only 6-5 per cent., so that little was lost by the 
delay. It must be remembered that even if delay 
has allowed local inflammation to spread, some com- 
pensation accrues in that the patient has had the 
benefit of physical rest and physiological repose to 
his alimentary canal. As Sir James Berry wrote in 


Also the majority of statistics 
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1922, “a few days’ delay often puts the patient into 
a more favourable condition for operation if that 
should prove necessary.” 


PROS AND CONS OF POSTPONING OPERATION 


A summary of the results of expectant treatment 
shows an average mortality of under 3 per cent. 
Some of the criticisms levelled at this procedure are 
as follows. It is said that public opinion may be 
influenced, so' that medical assistance might not be 
called in immediately. No exponent of expectant 
treatment condones delay in summoning surgical 
advice. Districts in which the virtues of expectant 
treatment are preached are said to show an unduly 
high mortality for appendicitis, owing to such delay. 
This is not a result of the treatment but is due to 
faulty teaching and. neglect in emphasising that 
expert surgical advice and supervision are necessary 
at every stage of acute appendicitis. Further, it is 
said to be impossible to judge the condition of the 
appendix unless the abdomen is explored. It is 


equally impossible to estimate the position of the | 


appendix, which may be inaccessible in the presence 
of acute infection, and it is also impossible to assess 
the resistance of the patient, which may be quite 
capable of walling off infection and allowing subse- 
quent resolution. Also it is generally accepted that 
necrosis of the appendix does not in itself constitute 
a danger to life, except in so far as it may cause 
Spreading peritonitis. 

Delayed.treatment imposes a tax on the courage 
and judgment of the surgeon, and psychologically it is 
much easier to operate at once than await the result 
of delayed treatment. However, these considerations 
are of no moment if delay is repaid by fewer com- 
plications and a diminished mortality. 

Postoperative complications are said to be more 
frequent if treatment is delayed, but I can find no 
justification of this statement in any statistics in 
which the two methods of treatment are compared. 
To take a typical example, Sworn and FitzGibbon 
(1932) analysed the cases with an appendix mass 
admitted to St. Thomas’s Hospital between 1920 
and 1929 and found that immediate operation was 
followed by postoperative complications in 17-1 per 
cent. of cases, whereas only 6:76 per cent. of those 
not operated on developed complications. 

With regard to the relative mortality of the two 
lines of treatment, I have assessed the average mor- 
tality of immediate operation at 6 per cent., while 
that of expectant treatment is under 3 per cent. 
Experienced surgeons have published their personal 
statistics showing a low mortality .with immediate 
operation. Doubtless their exceptional skill enables 
them to operate with exceptional delicacy and 
judgment. They have learned how much pressure 
should be applied to an adhesion, and the degree of 
traction which can be applied with safety to the 
cæcum. As Zachary Cope (1936) writes, ‘‘ When the 
operator has great experience and judgment .. . 
complications are uncommon.” However, considering 
the question from a broader point of view, it is the 
less experienced surgeon who operates on the majority 
of cases, a contention which is supported by time 
periods and figures quoted at the end of this article. 
If the task of the junior surgeon can be simplified 
his patients will reap the benefit. It requires little 
experience to decide whether a pulse is rising, whether 
a lump is increasing in size, or a zone of tenderness is 
extending. As three out of four cases treated 
expectantly completely subside the emergency opera- 
tions are reduced to a quarter, many of which demand 
merely the introduction of a drainage-tube. 


RESULTS 


I have not yet read of any exponent of expectant 
treatment who has reverted to immediate operation. 
On the other hand, surgeons often express their 
satisfaction with the results of changing over to 
expectant treatment. For example, Patterson (1936) 
states that “the mortality of operations on appendix 
abscess was 8-6 per cent., particularly high if operated 
on between 50 and 72 hours. This led to a change 
of policy in our treatment of appendiceal abscesses, 
so that now, if an abscess is diagnosed, operation is 
delayed until a period when adequate walling-off has 
occurred.” Again, Sherren (1925) wrote after over 
twenty years’ experience at the London Hospital, 
“ The only change I have made has been to greater 
conservatism and more patience in dealing with cases 
of appendix abscess.” However, generalisations 
regarding statistics are often misleading, so I quote 
below my own experience with these two lines of 
treatment during two periods of my surgical career. 


RESULTS OF TREATMENT IN CASES WITH A LOCAL 
APPENDIX MASS 


GROUP I 
June, 1920- 
June, 1922 


GROUP II 
1933-38 


Immediate [Immediate| Expectant 
operation operation | treatment 
Total cases oe 124 104 
Deaths ee Es 9 3 
Mortality (per cent.) 7-3 2°9 


It will be noted that the second group includes 
12 cases treated by immediate operation. Of these 
cases 11 were at one or other extreme of life so that 
expectant treatment was inadvisable ; the other was 
in a remote country nursing-home where surgical 
supervision was impossible, and domestic conditions 
precluded transport to a more accessible centre. My 
own experience, therefore, is that with the adoption 
of expectant measures the mortality has fallen from 
over 7 to under 3 per cent, 


SUMMARY 


In cases with an appendix mass, due either to local 
peritonitis or abscess, immediate operation is often 
difficult and shows an average mortality of 6 per cent. 
or more. 

Expectant treatment requires careful medical and 
nursing supervision and includes the Fowler position, 
fomentations, continuous intravenous saline and 
glucose, and anti-gas-gangrene serum. Of cases so 
treated two-thirds subside and the appendix can be 
removed three months later ; in a quarter an abscess 
forms, which must be drained if it enlarges or is slow 
to be absorbed ; and the remainder require surgical 
intervention because of local or general signs of 
exacerbation. The average mortality of expectant 
treatment is under 3 per cent. 

Expectant treatment is unsuitable for children 
and old people, but should be generally adopted in 
other cases. 
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TESTOSTERONE PROPIONATE 


ITS EFFECT ON THE HISTOLOGY OF 
PROSTATIC ENLARGEMENT IN MAN 


By E. P. SHARPEY-SCHAFER, M.R.C.P. 


FIRST ASSISTANT IN THE DEPARTMENT OF MEDIOINE AT THE 
BRITISH POSTGRADUATE MEDICAL SCHOOL, LONDON; AND 


R. SHACKMAN, F.R.C.S. 


FIRST ASSISTANT IN THE DEPARTMENT OF SURGERY 
AT THE SOHOOL 


THE belief that senile enlargement of the prostate 
in man is in some way connected with an endocrine 
imbalance has been expressed by many writers. 
Proof of such a belief is lacking, though analogies 
have been drawn and some suggestive indirect 
evidence has been put forward. Lacassagne (1933) in 
mice, de Jongh and Kok (1935) in dogs, and Parkes 
and Zuckerman (1935) in primates have shown that 
the administration of cstrogens causes enlargement 
of the prostate, and that this effect can be prevented 
by the simultaneous administration of androgens 
(Zuckerman and Parkes 1936), The histology of the 
enlarged prostate produced in monkeys by the injec- 
tion of cstrogens is unlike that usually found in 
senile enlargement in man. In monkeys, apart from 
a general increase in size, the most pronounced 
changes are a fibromuscular growth and stratification 
of the uterus masculinus, the acini and tubules being 
but little affected. Very rarely in man a somewhat 
similar picture is found; more usually the glandular 
elements are most involved. A full discussion of the 
experimental evidence and its bearing on the human 
disease has been published by Zuckerman (1936). 

The therapeutics of prostatic enlargement, on an 
endocrine basis, have gone through several unfor- 
tunate phases. Castration, originally advocated by 
White (1893), has fallen into disrepute, and the 
Steinach operations lack experimental support. In 
recent years the administration of androgens has 
been enthusiastically accepted by many workers as a 
valuable therapeutic measure. Results have been 
judged by the symptoms of the patient, by estimation 
of the residual urine, by the size of the prostate, 
gauged by rectal palpation, and by cystoscopy. The 
published reports are favourable in nearly every 
instance, A control series of cases has been carefully 
investigated by Clarke (1937), who found that, when 
there was a minimum of instrumentation and no 
treatment of any sort was given, there was yet great 
variability in the course of the disease, and often 
there was apparently spontaneous cure, It seems 
probable that many of the reports of favourable 
results, following the administration of androgens to 
patients with prostatic enlargement, are open to 
criticism and may be misleading. 

The dosage of androgenic substance commonly 
given raises another difficulty. Zuckerman and 


Parkes (1936), using a rhesus monkey weighing 3 kg., . 


reversed the changes produced by 100 ug. of cestrone 
daily by the simultaneous injection of 5 mg. of andro- 
stanediol and 100 ug. of estrone daily, continued for 
a further thirty-nine days. To treat prostatic enlarge- 
ment in man, van Cappellen (1936) used up to 
20 capon units (equivalent to 0°66 mg. of andro- 
stanediol) daily. Among many others, Cary (1938) 
advocates 5 mg. of testosterone propionate every 
fourth day for six injections. Walther and Willoughby 
(1938) used somewhat similar dosage, though Laroche 
et al. (1937) gave 20-40 mg. a day in a few cases. 


It was felt that more objective evidence might be 
obtained by observing the microscopical appearances 
of enlarged human prostates before and after the 
injection of large doses of testosterone propionate, 
In view of the quantity of this substance used and 
the difficulty of finding suitable subjects, it is con- 
sidered justifiable to record observations on a single 
case, 


CASE-RECORD 


A labourer, aged 53, complained that for three 
years he had been getting up at night to micturate, 
For six months there had been frequency during the 
day, a small amount of urine being passed every hour, 
There was sometimes difficulty in starting the act, 
and the stream was poor. A stinging sensation, 
referred to the tip of the penis, had been noticed for 
three weeks. A few days before admission there had 
been slight hematuria, with the passage of several 
blood-clots. He never had acute retention of urine, 
He also complained of dyspeptic symptoms. 

There were no previous illnesses, No abnormality 
was found on general examination. Rectal examina- 


-tion revealed moderate enlargement of the prostate, 


the lateral and median grooves being normal and the 
surface smooth. The residual urine was 234 oz. 
Cystoscopy showed a bladder with a good capacity 
and moderate trabeculation of its walls. There was 
considerable enlargement of the intravesical portion of 
the prostate, especially on the right side. The urine 
contained a moderate number of pus cells but was 


sterile on culture. The blood-urea was 24 mg. per: 


100 c.cm., and intravenous pyelography showed both 
kidneys to be excreting normally. 

On Oct. 17, 1938, the bladder was opened, and 
considerable enlargement of the intravesical portion 
of the prostate was found, the lateral lobes being 
moderately enlarged. An attempt was made to judge 
the size of the gland by palpation. From the 
“ middle ” lobe a piece of tissue about 1x1x2 cm, 
was excised with scissors. A de Pezzer’s catheter 
was inserted and the wound closed. 


Injection of testosterone.—From Oct. 18 to Nov. 20, 
1938, 100 mg. of testosterone propionate in oil was 
injected daily—a total of 3400 mg. over thirty-four 
days. The symptoms produced by this heavy dosage 
were comparatively slight. They will be published 
in detail elsewhere. ; 

Since a suprapubic drain was left in for this period, 
the effect on urinary symptoms could not be judged. 
Recovery from the first operation was uninterrupted. 
Infection of the bladder was slight. 

On Nov. 21 the bladder was again opened, and by 
palpation it was estimated that the prostate had 
decreased in size, It was judged that the gland was 
now only a third of its previous bulk. The prostate 
was enucleated with considerable difficulty. 

Recovery from the second operation was uneventful, 
and the patient, seen three months later, had no 
frequency and was free from other urinary symptoms, 


Histological report on specimens of prostate before 
and after testosterone propionate (Prof. J. H. Dible),— 
The examination of these two specimens of prostate 
does not reveal any unequivocal difference between 
them. In the specimen taken before the adminis- 
tration of testosterone propionate there is included 
only a single adenomatous focus, and in this the 
glands are rather less plicated and rather more open 
than they are in most of the comparable foci seen in 
the specimen which was removed after treatment 
with hormone. This difference is, however, very 
slight and may be entirely due to the fact that the 
single nodule in the smaller specimen was not repre- 
sentative of most of such nodules. Having regard to 
the great variability of the picture ordinarily seen in 
the different parts of the senile enlarged prostate, and 
to the trauma to which the gland is exposed in the 
operation for its removal, the conclusion is reached 
that these two specimens show no significant 
differences in their histological structure. 
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Photomicrographs of sections of prostate removed by biopsy: a, before and B, after treatment with testosterone 
(hematoxylin and eosin; x 60). 


COMMENT 


The results of this observation appear to show that 
no striking change is produced in the histology of an 
enlarged prostate after the injection of massive doses 
of testosterone propionate. This is only a single 
observation, and both the dosage of testosterone 
and the period of administration may be inadequate. 
So far as is known, the dosage is greater than has 
been given by most other workers, and, apart from 
any possible direct action on the prostate, such a 
dose (100 mg. a day) has been shown to depress one 
function of the anterior pituitary, which is probably 
associated with the gonadotropic hormone, in the case 
of a young male with acromegaly (Schrire and 
Sharpey-Schafer 1938). It has been suggested by 
Champy and Coujard (1937) that the effect of 
androgens in relieving symptoms of prostatic obstruc- 
tion may be due to an action on plain muscle. In the 
case reported here suprapubic drainage precluded any 
observations on such a possible action The apparent 
decrease in size of the gland cannot be regarded as 
necessarily due to the injection of testosterone 
propionate. It is well known that an enlarged 
- prostate may apparently decrease in size either 
spontaneously or after suprapubic drainage of the 
bladder. 

Finally, a plea is made for more objective methods 
of judging the effect of androgens in cases of prostatic 
enlargement, and for consideration of Clarke’s (1937) 
series of controls, before assessing results by clinical 
methods alone, 


SUMMARY 


In a case of prostatic enlargement the histology of 
the prostate was studied before and after the injec- 
tion of 100 mg. of testosterone propionate daily for 
thirty-four days. No significant change was observed. 


We thank Prof. J. H. Dible for his opinion on the 
microscopic sections; the chief medical officer for 
the county of London for permission to publish the 
case-record ; and Ciba Ltd. for generous supplies of 
testosterone propionate, 
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PROGNOSIS IN ACUTE NEPHRITIS IN 
CHILDHOOD 
A FURTHER NOTE 


By K. H. TALLERMAN, M.C., M.D. Camb., 
F. R.C.P. j 


ASSISTANT PHYSIOIAN TO THE OHILDREN’S DEPARTMENT, THE 
LONDON HOSPITAL; PHYSICIAN TO THE INFANTS 
HOSPITAL, LONDON ; AND 


JoHN H. BurxinsHaw, M.R.C.S. 
(From the Children’s Department, the London Hospital) 


In 1931 a follow-up study was carried out by one 
of us (Tallerman 1932) on a series of 27 children 
who had had an attack of acute nephritis in the 
three-year period 1927-29 inclusive; 25 of them had 
survived, and 2 had died during the acute attack. 
At the time the report was made, only 4 of the 25 
survivors were considered to show any evidence of 
persisting renal damage. The present note records 
a second follow-up study of the original series of 
cases carried out after a minimal period of some 
eight years had elapsed from the time of any of the 
original attacks of acute nephritis. 


FIRST FOLLOW-UP EXAMINATION 


In the first review of these patients the degree of 
recovery was assessed after a clinical examination, 
including estimation of blood-pressure, and certain 
investigations had been carried out. These latter 
consisted of analysis and microscopical examination 
of an early-morning non-catheter specimen of urine, 
estimation of blood-urea, and the phenolsulphon- 
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phthalein-excretion and wurea-concentration tests. 
Judged by these criteria the degrees of recovery were 
classified, on a critical and conservative basis, under 
the following headings :— l 

Complete recovery : clinical condition, urine, blood- 
urea, and tests of renal function all normal. 

Recovery: clinical condition, blood-urea, and 
tests of renal function normal, but a cloud of albumin 
present in the urine, which, however, contained 
no casts or abnormal cells. 

Probably complete recovery: clinical condition, 
urine, blood-urea, and urea-concentration test normal, 
but excretion of phenolsulphonphthalein diminished. 

Renal damage: evidence of renal impairment. 


The results were as follows :— 


Cases 
Complete recovery .. Sa = oe Aigo “abe 
Recovery eee s. a ae ay sin 6 
Probably complete recovery . ee ee es 3 
Renal damage a 2s ats ee ee 4 
Total ita ae ee 25 
SECOND FOLLOW-UP RESULTS 
Between November, 1937, and June, 1938, a 
similar follow-up study was undertaken. All the 


original 25 patients who had survived were sent for, 


RESULTS OF FOLLOW-UP OF 16 CHILDREN SOME EIGHT 
YEARS OR MORE AFTER ACUTE NEPHRITIS 


+ fa 2p 
AS ulie a3 l od 
wol 2| 83 EB Present abnormality E 
68 & | Se Š 

2| F]|15| oR | Cloud of albumin in urine _ R 

3 F 18 OR n ” ” ” 

4| F| 13 cR | Cloud of albumin and occasional R 

red cells in urine 

6|F 1] 15 OR il CR 

9i F| 16 R Trace of albumin in urine R 

10 | M] 15 R History of further exacerbations | R D 
of nephritis in March and 
May, 1933, and June, 1934 
Aortic 2nd sound accentuated 
B.P. 125/90 
Urine : S.G. 1-007 ; heavy cloud 
of albumin 
Blood-urea 0:129% 
Urea-concentration up to 0°96 
er cent. o 
P.S.P.: only a trace excreted 
12 | M| 13 R Nil CR 
13 | M] 18 | por | Trace of albumin in urine R 
14/F |13{ oR | Nil i OR 
15 | M| 16 | ?RD| Said to tire easily and has exer- | CR 
cise restricted 
No abnormality in urine 
16 |M} 13 oR | Nil OR 
17 | F:| 12 OR | Trace of albumin in urine R 
18 | F | 11 | Some | Urea-concentration up to 2°3|?RD 
RD per cent. 
21 | M| 12 oR | Trace of albumin in urine R 
22 | F/13|PoR 


Tachycardia; B.P. 150/90; no | POR 
other abnormality. B.P. and 
tachycardia thought to be 


nervous 
23 | F | 12 | POR | Trace of albumin in urine R 


*See Lancet, 1932, 2, 66. 
All the patients were in good health and showed no abnormal] 
symptoms, except in the 3 cases where it is specifically stated. 
CR= complete recovery; R= recovery; PCR= probably 
complete recovery ; R D= renal damage. 


but only 16 attended. Of the 9 who defaulted 7 
could not be traced, and 2 were unable to come up 
for re-examination on account of their work but 
were apparently in perfectly good health. The same 
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investigations were made now as in the previous 
study, and a similar classification of the findings 
was adopted. The accompanying table shows the 
results, which may be summarised as follows : 


- Cases 
Complete recovery .. ot é we 5 5 
Recovery — .. oe es si is 8 
Probably complete recovery Se sie 1 
Renal damage se ee nga a os 2 
Total ia ‘ -» 16 


It will be seen that 10 of the 16 patients re-examined 
have changed the category in which they were 
originally placed. 

COMMENTS 


The number of cases classed as ‘‘ complete 
recovery ° has apparently decreased since 1931. 
An important point to note in this connexion, how- 
ever, is the fact that, of the 8 cases now classified 
as “‘recovery’’ on account of a cloud of albumin 
in the urine, 4 were girls over the age of 12 years, who 
had formerly shown no abnormality. Since the 
urine examined was a non-catheter specimen, the 
source of the albumin may well have been vaginal 
rather than renal. It is possible, therefore, 
these 4 cases should really belong to the class 
“complete recovery.” One of these girls (case 4) 
showed an occasional red cell in the urinary deposit, 
but this, in view of her age and of the absence of 
symptoms and of urinary casts, was regarded as of 
no real significance. 

Case 10 was formerly classed as ‘‘ recovery >° on 
account of the findings being normal except for a 
cloud of albumin in the urine. This boy now has 
considerable impairment of renal function. He was, 
however, readmitted to hospital in March, 1933, and 
was then found to have definite renal damage. <A 
diagnosis of subacute nephritis was then made, and 
he has had acute exacerbations with hematuria 
since. 

Case 18 was formerly thought to have some renal 
damage, on account of an impaired excretion of 
phenolsulphonphthalein and the presence of a trace 
of albumin in the urine. She remains still in the 
class of “renal damage ” on account of a slightly 
diminished urea-concentration, although the other 
findings are now all normal. The evidence of renal 
damage here is perhaps more of academic than of 
real significance. ; 


Case 13, a boy formerly classed as “probably 


complete recovery ” owing to a slight impairment 
of excretion of phenolsulphonphthalein, now shows 
a trace of albumin in the urine, a finding that gains 
significance because of his sex. 

In delivering a prognosis critical consideration 
must always be given both to any impairment of 
renal function and to albuminuria, although really 
slight deviations from normal in the former may not 
be of any significance, and albuminuria may be 
orthostatic and does not seem necessarily by itself 
to be a matter of serious prognostic importance. 

Whereas case 12 formerly had a trace of albumin 
in the urine and was therefore classed as ‘‘ recovery,” 
the child now shows no abnormality and in con- 
sequence is promoted to the category of “ complete 
recovery.” 

The fate of those of the original series who failed 
to attend the recent follow-up investigation must 
be a matter of conjecture. Two of them, as has 
been said above, are known to be alive and at work ; 
they were both classed as “complete recovery ” 
in the 1931 investigation. Of the other 7 patients, 
2 at that time showed some evidence of renal damage, 


that® 
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3 a trace of albumin in the urine, and 2 complete 


recovery. 
SUMMARY 


A further follow-up examination has been made of 
16 of the 25 cases of acute nephritis reported in THE 
Lancet (Tallerman 1932). Of the 16 children seen 
at least eight years after their acute attack, only 
1 shows definite evidence of renal damage. In 
1 other some degree of damage may possibly, exist. 


We are indebted to Dr. A. G. Maitland-Jones for 
permission to report such cases as were under his 
care and to Dr. P. N. Panton, director of the London 
Hospital clinical laboratories, in which ue special 
investigations were carried out. 
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FATAL PULMONARY EMBOLISM 
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THE lack of correlation between clinical features 
and post-mortem findings in fatal pulmonary embolism 
must be apparent to all who study this accident. 
Many have commented on the occurrence of sudden 
or rapid death in the presence of a degree of obstruc- 
tion thought to be compatible with life, though 
survival of a patient for many hours in spite of gross 
obstruction has attracted less attention. One main 
branch of the pulmonary artery may be ligatured 
without killing a patient and without untoward 
symptoms, Removal of a pulmonary embolus rarely 
saves a patient’s life, In animals it seems almost 
impossible to reproduce the picture of human pul- 
monary embolism by methods in which obstruction 
of the main vessels is attempted. It is not sur- 
prising therefore that the fatal outcome in pulmonary 
embolism has been attributed to other causes than 
mechanical obstruction. 

Villaret, Justin-Besancgon and Bardin (1936) reject 
obstruction as a cause and invoke reflex disturbances 
set up by the impact of the embolus. From their 
animal experiments, in which the nearest approach 
to the picture of pulmonary embolism as seen in man 
was obtained with small emboli, they infer that small 
‘emboli are a more likely cause of sudden or rapid 
death than large. Many papers have been written 
on these experiments and their clinical application, 
and a summary of this work can be found in a small 
book recently published by Villaret (1938). Others 
regard spasm of the pulmonary artery as the important 
factor, the spasm being a reflex set up by the embolus. 
Such spasm can certainly be seen in peripheral arterial 
embolism, but I have not found any direct observa- 
tion of it in pulmonary embolism. This theory does 
not rule out obstruction as a cause of death, but 
minimises the contribution of the embolus itself to 
the obstruction. 

The application of these theories to the pathology 
and therapeutics of pulmonary embolism in man rests 
on the assumption that the embolus does not kill 
by simple mechanical obstruction of the pulmonary 
circulation. The purpose of this paper is to examine 
the validity of this assumption. This is the more 
important since the rejection of the obstructive 
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theory has been followed by the elaboration of treat- 
ment aimed at the postulated reflexes. Thus Villaret 
and his colleagues rely mainly on the vigorous 
administration of sympatheticomimetic drugs, while 
Denk (1936) and others employ antispasmodics, 
notably preparations of papaverine, both claiming ~ 
good results. Now the majority of diagnosed 
embolisms are not fatal and it is natural that any 
form of therapy should give a good survival-rate, 
It has yet to be shown that these remedies can save 
a case from a fatal outcome, or indeed that they 
reduce the mortality of embolism. In cases reported 
by Denk in which papaverine failed, failure was due 
to obstruction of the pulmonary circulation. I shall 
attempt to show that this is the rule and not the 
exception in fatal cases. 

Bardin (1937), one of Villaret’s co-workers, states 
that it is exceptional to find the embolus in the 
pulmonary artery or in one of its main branches, a 
bifurcation of a lobar branch being the usual site of 
arrest. Unless this statement is true the application 
of the experimental work of the French group to 
human pathology lacks any reasonable basis. Bardin 
further states that the large branched clots found in 
the pulmonary artery are formed in situ and are not 
emboli. He does not explain, however, how these 
clots become coiled and folded upon themselves as 
they are so often found. He cannot conceive how 
such a branched clot can pass without hindrance 
through the vena cava, the auricle and the right 
ventricle. The answer is that sometimes it cannot. 
I have several times seen a clot continuous through 
the heart from thé vena cava to the pulmonary 
artery. In no less than 15 cases in my series was the 
clot continuous through the ventricle into the artery. 


ANALYSIS OF 130 FATAL CASES 


At University College Hospital in the decade 
1929-38 pulmonary embolism was found in 130 out 
of 2861 post mortems. It was not the sole or even 
the chief cause of death in all, but all have been 
included in order to study the effect of small emboli 
as well as large. The clinical histories of the cases 
have also been examined. The points to which 
attention is directed are: (1) the size and site of 
the clot, with reference to its obstructive effect ; (2) the 
mode of death; (3) the general condition of the 
patient. The last point seems to have been over- 
looked by those interested in discounting the 
importance of obstruction. The oft-repeated observa- 
tion that the surgeon can ligature one main branch 
of the pulmonary artery has little bearing on the 
average case of fatal pulmonary embolism. I doubt 
if more than 10 per cent. of patients who die of 
embolism would be regarded as fit for this inter- 
vention by a surgeon. So few of them are good lives ; 
still fewer are free from debilitating illness. It is not 
reasonable to expect a patient with even a slight 
bronchopneumonia, or a patient who a few days 
before has had a major operation, to tolerate the same 
degree of pulmonary obstruction as a healthy subject. 

The site of the clot was recorded in all cases, The 
following are the findings: 


Clot in the main pulmonary artery (of which 
15 extended into the heart) 


Clot in both main branches RAS eae ... 26 
Clot in one main branch oo sai ssa 23 
Clot in branches on both sides aes sea’ 2D 
Clot in branches on one side _... es ... (10 

Total ... se - 130 


Of the 46 cases in the first group, in 2 the clot was 
small, leaving 44 in which the clot was obstructive. 
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In 3 cases of clot in one main branch there was also 
clot in many smaller branches of the opposite side. 
Thus, out of 130 cases, there were 73 in which there 
was complete, or nearly complete, obstruction of the 
pulmonary circulation. It must be remembered that 
“in any case which survives for a few hours secondary 
coagulation thrombosis takes place round the embolus, 
and may convert an incomplete obstruction into a 
complete one. I have previously drawn attention 
to the possibility of survival for several hours in the 
presence of a very large embolus (1938). 

The mode of death was unfortunately not recorded 
in all cases. In only 84 of the 130 were there useful 
notes on this point. Three types of cases are seen : 
sudden death, rapid death, gradual death. The first 
includes instantaneous death, which is rare, and 
death within ten minutes. Rapid death means death 
within a period of more than ten minutes and less 
than an hour. Gradual death means death within 
any period longer than an hour. 

Pay the obstructive and non-obstructive groups we 


Obstructive Non-obstructive 
| group (cases) group (cases) 
Sudden death* 0 6 
Rapid death ... ues 15 tea 2 
Gradual death ise 15 a 16 


* Duration of survival uncertain in some recorded as sudden. 


With regard to the general health of the subjects 
it appears that in the whole series of 130 cases there 
were only 43 in whom at the time of admission a 

‘return to health could have been expected if there 
had been no embolism. In an additional 9 expecta- 
tion of life was fair, these being mostly operations for 
cancer in old people. Of the 43 good lives there were 
11 under forty-five years of age. 

The distribution of the healthy subjects in the 
obstructive and non-obstructive groups is of interest : 


Obstructive Non-obstructive 
group group 


> 
Good Fair Good Fair 
Total ‘lives lives Total fives lives 


Sudden death... 30 ... 10 ... 3 6! TD eee | 
Rapid death ... 15 ... 9 ... 2 2, “owe, Ar oxen, 0 
Gradual death 15 .. 8 .. 2 16) E S | 


Among the sudden deaths in the obstructive group 
there was only one good life under forty-five. 

These figures are, I think, too small to draw 
definite conclusions about the influence of general 
condition on the rate of death, but in 30 sudden 
deaths there are 10 good lives, while in 30 rapid 
and gradual deaths there are 17. This does suggest 
that the healthy patient is killed less rapidly, and 
this may be an encouragement to those who favour 
embolectomy. 

Turning now to the non-obstructive group we find 
that, with the exception of one death during opera- 
tion, there were no examples’ of sudden death in 
good lives from non-obstructive emboli. The case of 
operation death was found to have a small embolus 
in the main pulmonary artery, and as this patient 
died under anzesthesia other causes may have been at 
work. The only rapid death in a case classed as a 
good life on admission was in a man who had gan- 
grenous pneumonia after operation. He is classed as 
a good life since he was admitted with nothing 
worse than a peptic ulcer. There is no recorded 
example in this series of a sudden or rapid death 
caused by a non-obstructive embolus in the absence 
of other important factors. Against this must be 
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set the absence of records of the mode of death in 
46 cases, of which 29 were non-obstructive. However, 
of the whole group of incomplete obstructions, includ- 
ing those in which the mode of death is not recorded 
—i.e., 57 cases—all except 3 were very ill patients, 
many with other pulmonary disease or pulmonary 
infarcts from previous emboli. In the obstructive 
group, on the other hand, of 73 cases there were 37 
with no disease likely to kill other than the embolism. 
Of these 37 cases 33 were postoperative ; the other 4 
included 2 cases of apparently idiopathic thrombosis 
of the femoral vein, 1 case of osteo-arthritis having 
radiant heat, and 1 of abscess of the ankle. There is 
therefore a contrast between the obstructive and non- 
obstructive groups. In the former there are 37 healthy 
subjects out of 73; in the latter there are 3 healthy 
subjects out of 57. 


CONCLUSIONS 


Contrary to Bardin’s statement this series shows 
that it is the exception to find in a fatal pulmonary 
embolism a clot which is not producing a serious 
degree of obstruction. When a patient dies after a 
small embolism there is nearly always other gross 
disease contributing to the fatal outcome. 
pulmonary embolism is not such a serious menace as 
some make out, for so few of the victims are good 
lives. There are, however, enough good lives lost 
from this accident to put not only surgeons but also 
physicians on their mettle to prevent it and to treat it. 
If we consider those good lives in which death was 
due to embolism with no other important contribu- 
tory cause, we find that in 37 out of 40 the embolism 
was obstructive. I can see little prospect of saving 
such cases except by removing the clot. There is 
here no encouragement for the belief that injecting 
sympatheticomimetic or antispasmodic drugs can do 
anything except postpone death for a short time. 
There is, however, encouragement to practise embolec- 
tomy, since in half of the obstructive deaths there was 
ample time for embolectomy without undue haste, 
and moreover in the good lives death came slower 
than in the bad. I have previously written of slowly 
fatal embolism and this post-mortem study confirms 
my opinion that if the diagnosis of an obstructive 
embolus can be made with confidence, embolectomy 
should be undertaken ; even if at the onset obstruc- 
tion is incomplete it is likely to become complete as 
the result of secondary clotting unless the embolus is 
rapidly dislodged or fragmented. 


SUMMARY 
From the records of 130 cases in which pulmonary 


_ embolism was found post mortem the following 


conclusions are drawn :— 

1. When a pulmonary embolus is the cause of death 
it is large enough to cause serious obstruction of the 
pulmonary circulation. 

2. In more than half the cases the embolus occupied 
the trunk of the artery or both main branches. 

3. When death follows a small embolism it can 
rarely be attributed to the embolus alone. 

4. In healthy subjects death from pulmonary 
embolism is sudden in a minority of cases. 
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AUTOPSY INCIDENCE OF PULMONARY 
EMBOLISM 


By Tuomas H. Brett, M.B. Toronto 


SENIOR ASSISTANT IN PATHOLOGY, BRITISH POSTGRADUATE 
MEDIOAL SCHOOL, LONDON 


FoR some years I have been dissecting the 
pulmonary arteries with special care in routine 
autopsies, and have found an unexpectedly high 


incidence of pulmonary embolism. The technique, — 


which has been described elsewhere (Belt 1934b, 1936), 
consists essentially of opening the secondary and 
tertiary divisions of the pulmonary arteries. By 
this means many cases of embolism are disclosed 
which would otherwise be missed. Emboli of the 
lungs are among the most elusive of autopsy findings, 
and as Ceelen (1931) has pointed out, the frequency 
with which they are uncovered at autopsy tends to 
vary with the vigilance of the observer. Many, I 
believe, are mistaken for autochthonous thrombi. 
In his extensive inquiries into the incidence of 
embolism in London, Pilcher (1937) has collected 
a surprising number of cases and has suggested 
that the real incidence is probably greater than 
current statistics indicate. I am speaking now 
of the familiar type of embolus—namely, a gross 
red blood-clot which has come from a vein and 


lodged in the lung. Septic and other minute forms 


of emboli are excluded from this discussion. 

A rough but serviceable distinction may be made 
between major and minor embolism. If a half or 
more of the pulmonary circulation be occluded, we 
call it a major embolism and regard it, for purposes 
of certification, as either the main or the contributory 
cause of death. Anything less than that is a minor 
embolism. It often happens that a major embolism 
may result from a shower of relatively small emboli. 
They pass through the main pulmonary arteries and 
only become impacted in the secondary or tertiary 
branches, This is the type of case that can be brought 
to light with surprising frequency if one is on the 
-look- ‘out for it. 

There is a general tendency to underestimate not 
only the frequency but the significance of the smaller 
type of embolus, which causes most of the hemor- 
rhagic infarcts of the lung, as I hope to show in 
another paper, and is many times more frequent 
than autochthonous thrombus in the pulmonary 
arteries, 


INCIDENCE IN DIFFERENT CLINICAL GROUPS 


My observations now run to nearly 3000 autopsies, 
and of this number at least one in ten has shown 
pulmonary embolism of major or minor degree. 
About two-thirds of the cases are major embolism 
and a third minor. The greater number are bed-ridden 
patients beyond middle life, suffering from congestive 
heart-failure (group 1) or cachetic states (group 2), 
and the embolism is merely the superadded incident 
which hastens death. Only about a quarter of these 
embolism cases are of the dramatic type (group 3) 
in which sudden death supervenes out of a clear sky. 
But the phenomenon of thrombo-embolism seems to 
be essentially the same no matter the type of case 
or whether it is of major or minor degree. Therefore 
an analysis of the lesser cases represented by groups 2 
and 3 may help to throw light on those tragic 
instances of major embolism which follow sometimes 
in the wake of surgical operation or childbirth. The 
earlier investigations were made in Toronto (Belt 
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1934a, 1936), but it has been found that emboli 
can be demonstrated just as frequently here and in 
the same sort of cases. My first 225 autopsies in this 
department yielded 29 instances of pulmonary 
embolism. Some details of this series are set down 
briefly in the accompanying table. Practically the 


ANALYSIS OF 29 CASES OF PULMONARY EMBOLISM 


Group 1 Group 2 Group 3 


— a ee Gachetic sudden Totals - 

Average age 54 years | 62 years | 59 years — 

> weight 119 1b. | 104 Ib. | 162 Ib. — 
Medical oases ..| 8 10 2 y 
Surgical ,, 0 1 g J = 
Majorembolism .. 6 2 10 18 
Minor > << 2 9 0 11 
Infarction of lung.. 6 5 5 16 


same observations apply to this series as to the 
earlier ones I have reported. The majority are medical 
rather than surgical cases. Two-thirds of them are 
instances of major embolism, and about half show 
gross infarcts of the lungs. 

The origin of the emboli is usually to be found in 
thrombosed veins of thigh or pelvis. The figures for 
the present series are as follows: femorals 15, iliacs 
10, brachial 1, jugular 1, undetermined 2. Veins of 
the right leg appear to be affected about as often as 
those of the left and not infrequently both are 


‘thrombosed. Usually the thrombosis is of the “silent ” 


or so-called ‘‘spontaneous’’ sort, without evidence 
of phlebitis, and it is more than likely to escape 
notice during life. 


Groups 1 and 2,—Of the present series 8 had 
congestive failure and 11 others were more or less 
chronic invalids with various fatal affections, such 
as malignant neoplasm and pulmonary tuberculosis. 
In practically all of these there was evidence of 
chronic vascular congestion, and one gets the 
impression that most of them suffered from a 
slackened velocity of venous blood flow. The crucial 
observations of Blumgart and Weiss (1928) lend 
support to this impression. They have shown how 
the venous pressure rises and circulation-time increases 


when the heart is failing. 


Growp 3.—This group is made up chiefly of post- 
operative cases. Their expectancy of life was 
reasonably good up to the time of the embolic seizure. 
In the present series 5 were convalescing from 
laparotomy, 2 from herniotomy, and 1 from fractured 
femur. These cases also offer circumstantial evidence 
of a prolonged circulation-time. Here the heart is 
not necessarily at fault, but there is good reason to 
suppose that there is a local lag in the venous flow 
from the legs, the point where the emboli often arise. 
Indeed there are several reasons: the long column 
of blood in the veins from the lower extremities ; 
restriction of muscular movements in legs, abdomen, 
and diaphragm after abdominal operation; and 
pressure effects on the inferior vena cava due to 
postoperative meteorism. Apparently the only 
recorded observations on circulation-time in the lower 
extremities are those of Frimann-Dahl (1935), who 
by an ingenious method of venography has determined 
a very marked lag in the blood flow through the 
saphenous and femoral veins in a series of post- 
operative cases, 
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Thus one can point to the probability of a prolonged 
circulation-time in the majority of cases of thrombo- 
embolism. No-one would suggest that it is the only 
factor responsible for venous thrombosis, but it seems 
to be an important factor in the development of the 
dangerous type of venous thrombosis and one which 
is perhaps amenable to treatment. 


MECHANISM OF THROMBUS FORMATION 


There are probably three factors at work in the 
highly complex mechanism of thrombus formation : 
damage to the vessel wall, increased coagulability of 
the blood, and decreased velocity of flow. Thrombosis 
probably does not take place without at least two 
of these factors acting together. I am in‘no position 
to shed any light on the parts played by damage to 
the vessel wall and by increased coagulability of the 
blood in this series of cases. I have examined dozens 
of these thrombosed veins under the microscope 
without determining any particular lesion in the 
vessel wall. Sometimes the thrombus is loosely 
attached to the intima by a bland hyaline material ; 
sometimes it is partly organised. But there is usually 
no evidence of inflammatory reaction. Yet there 
probably is a lesion at the point where the thrombus 
starts. It may be only a minute inconspicuous eruption 
like that on the heart valves in rheumatic disease 
and therefore not easy of recognition once the 
thrombus is laid down. Whatever be the parts 
played by these two factors, we know that the 
formation of redundant red fibrin-clot is much favoured 
by stasis, and it is this type of clot rather than the 
white platelet coagulum with which we have to 
contend in the phenomenon of thrombo-embolism. 


SUMMARY 


Careful dissection of the lungs in routine autopsies 
on adults reveals a much higher incidence of 
pulmonary embolism than is commonly recognised. 
The phenomenon is to be observed more frequently in 
medical than in surgical cases. The thrombus from 
which emboli are likely to arise is usually formed in 
the larger veins of the thigh or pelvis without obvious 
concomitant phlebitis. In most cases of thrombo- 
embolism there is evidence of prolonged circulation- 
time. 


I am indebted to Prof. William Boyd, of Toronto, 
and to my present chief, Prof. J. H. Dible, for the 
encouragement they have given me in the pursuit 
of this study, and to Sir Frederick Menzies, medical 
officer of health for the county of London, for 
permission to publish records of cases from Hammer- 
smith Hospital. 
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‘©. . . It is impossible to calculate the number of 
casualties in the next war, but I don’t think the proportion 
is going to be any higher than it was at the end of the 
last war. We are not expecting large numbers of casualties 
among civilians from air-raids. 
precaution to protect our cities, of course. But we don’t 
think that any country is going to bomb civilian popula- 
tions.”—Major Bruno Branpi of the German Army 
Medical Service, in an interview given to the New York 
Times, May 11. 
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NICOTINIC ACID IN ENDEMIC 
GLOSSITIS 
By I. KaTZENELLENBOGEN, M.D, GRAZ 


(From the Skin Department of the Bicur Holim Hospital 
and Outpatient Department of Kupat Holim, Jerusalem) 


IN 1928 I published an account of epidemic glossitis 
developing during the winter in Palestine mainly 
in agricultural settlements where the diet was badly 
balanced and often insufficient (Katzenellenbogen 
1928a,b). The signs were swelling of the papillz of the 
tongue, particularly the fungiform papille, frequently 
inflammation of the angles of the mouth, and thick 
coating of the back of the tongue. The symptoms were 
severe pain in the tongue on taking sour or salty food, 
excessive salivation alternating with extreme dryness 
of the mouth, and in a few cases pain in the throat. 
There was little intake of nourishment in spite of 
a good appetite. Grooving of the tongue was seen 
in 80 per cent. of the patients and thickening of the 
epithelium between the grooves was found in the 
cases with frequent relapses. In most of the cases 
pneumococci grew in cultures from scrapings of the 
tongue, but, as I stated at the time, ‘‘ There is no 
doubt that a monotonous diet, consisting mainly of 
tinned food and pulses, predisposes to the develop- 
ment of glossitis.” 

I maintained my interest in this condition, but the 
number of cases fell from the high figures of 1926—27 
(when more than 100 came under my observation) 
and during the next ten years, which saw a 
considerable improvement in nutrition in the settle- 
ments, glossitis of this kind was rare, most of the 
patients being poor. In 10 cases an estimate of 
vitamin C in the blood and urine showed nothing 
abnormal, and treatment with vitamin C produced 
no cure. 

A FURTHER OUTBREAK 


In November and December, 1938, I again noted 
a considerable increase in the number of cases of 
glossitis, and 24 patients (18 men and 6 women) 
were kept under constant observation. They all 
showed the symptoms above described; 2 had an 
affection of the gall-bladder, 3 complained of worms, 
1 had a duodenal ulcer, and 1 was in the sixth month 
of pregnancy. These patients belonged to the middle 
classes and said that there had been no appreciable 
change in their diet in the past year. Thus, 16 
patients said that owing to adverse economic condi- 
tions they had to eat less food than before. Only 
1 patient (who was pregnant) said that she consumed 
a large quantity of milk and eggs. The diet of the 
others consisted of pulse, rice, bread, little butter, 
no milk, no eggs, and meat once or twice a week ; 
but all maintained that the change in diet had been 
one of quantity and not of quality. 

I was particularly interested in this question of 
nutrition, for much work on diseases of the tongue 
has been published in recent years showing a con- 
nexion between glossitis and a lack of vitamin B, 
(Aykroyd and Krishnan 1938). The fact that in 
the dog black-tongue, and in man pellagra, can be 
cured by a diet rich in vitamin B, (yeast, eggs, liver), 
and that conversely the condition can be brought 
about by administering Goldberger’s maize pellagra- 
producing diet 323, must point to a connexion 
between the pathological appearance of the tongue 
and the B, factor. Ishikawa (1937) in Japan, 
Aykroyd (1938) in India, and others reported cures 
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by the administration of liver, eggs, and yeast to 


patients with inflammation of the tongue and angles 
of the mouth and known to subsist on an ill-balanced 


. diet. Elvehjem and others (1937, 1938) published 


an account of the treatment of black-tongue with 
nicotinic acid, and this was followed by the successful 
treatment of human pellagra with nicotinic acid 
(Spies 1938). This induced me to treat the glossitis 
in the same way. 


CASE-RECORDS 


CASE 1.—A mason, aged 23, had complained of 
severe pain.in the tongue for the last two weeks. 
The angles of his mouth were inflamed and covered 
with crusts. His tongue was grooved, the margins 
being somewhat furred, the surface varnished, and the 
papille at the tip much swollen. His diet had 
consisted of rice, pulse, meat once a week, eggs 
rarely, little fresh vegetables, and no milk. Soreness 
had increased in the last week. The patient could 
take only warm fluids. He was given nicotinic acid 
50 mg. thrice daily. Three days later there was no 


soreness. There has been no appreciable clinical: 


change, but the patient can now eat everything— 
even oranges, which hitherto had caused much pain. 


CasE 2.—A clerk, aged 30, had had an intestinal 
complaint, said to be a duodenal ulcer, for several 
years. He had soreness of tongue, which was grooved, 
its borders being clean, its centre furred, and the 
papille much swollen. Considerable improvement 
followed treatment with nicotinic acid. Interruption 
of treatment induced a return of symptoms. A 
further course was given of nicotinic acid 50 mg. 
four times daily. Pain completely disappeared. The 
patient said that his digestion had not been so good 
for years. The only attendant discomfort was an 
unpleasant sensation of heat half an hour after taking 
nicotinic acid. l 

CASE 3.—A married woman, aged 28, six months’ 
pregnant, had had soreness of the tongue six weeks. 
Her tongue was grooved, with swollen papille, 
slight coating of the surface, and thickening of the 
epithelium. The patient was given liver, yeast, and 
milk for a week. Her condition became worse. 
Nicotinic acid 50 mg. four times a day was given. 
The tongue symptoms disappeared. Interruption 
of treatment brought a return of symptoms. There 
was transient pain in the region of the stomach. 


CASE 4.—A clerk, aged 35. Soreness of the tongue 
first appeared when he was in an agricultural settle- 
ment twelve years ago. Since then he had had pain 
almost every winter, especially on taking sour foods. 
He often had the sensation as of an open sore on the 
surface of the tongue. All papillæ were greatly 
swollen. He was treated with liver, yeast, and 
eggs. There was slight improvement a week later, 
followed by a recrudescence of severe pain in the 
tongue, and angles of the mouth. The patient was 
unable to sleep and was compelled to keep his mouth 
always open. There is a striking improvement 
forty-eight hours after treatment was begun with 
nicotinic acid 50 mg. four times a day. 


CASE 5.—A woman, aged 21, employed in a pro- 
vision shop, said that she had enough food at her 
disposal but suffered from loss of appetite and from 
abdominal pain. Two weeks ago hoarseness had 
set in, and three days ago severe pain in the tongue. 
Laryngological examination showed inflammatory 
reddening of the vocal chords. Her tongue was 
slightly grooved, particularly at the edges, and the 
papille were swollen. Nicotinic acid 50 mg. four 
times a day was given. Hoarseness and lingual pain 
disappeared after forty-eight hours. 


As against 21 cases which reacted successfully 
there were 3 cases in which treatment with nicotinic 
acid produced no improvement. For example :— 

CASE 6.—An unskilled labourer aged 20, had a 


grooved tongue, swollen papillæ, dryness at night, 
and excessive salivation during the day. His tongue 


` - 
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had white, bluish, and bright red patches. He was 
given 50 mg. of nicotinic acid four times daily, with 
no improvement. Increase of the dose to 50 mg. 
eight times a day brought no success. 


COMMENTS 


Of our 24 cases 21 showed a striking improvement 
in symptoms on the administration of nicotinic 
acid. I believe this variety of‘glossitis to be caused 
by a deficiency of nicotinic acid. Case 2 resembles that 
described by Manson-Bahr and Ransford (1938). 
Manson-Bahr believes that the skin manifestations of 
pellagra do not appear in temperate climates; the 
signs of the disease may be limited to stomatitis and 
diarrhea, Stannus (1936) says : “ Peculiar soreness of 
the angles of the mouth; angular stomatitis with a 
marginal glossitis are perhaps among the earliest 
signs of pellagra and may anticipate more active 
symptoms by many years.” Stannus would like to 
include in the pellagra group the cases of glossitis 
or stomatitis described in warm countries, including 
Palestine. Other authors—e.g., Mackie (1938)— 
are of the opinion that “ Lesions of the tongue are 
early indication of pellagra.”’ 

The clinical picture of the stomatitis I describe 
is reminiscent of that of the tongue in the acute 
stage of pellagra (Prinz and Greenbaum 1935), 
but it is confined to glossitis, with the addition 
sometimes of soreness of the angles of the 
mouth and sore-throat. Other signs of pellagra, 
such as dermatitis, diarrhoea, and dementia, never 
appear. Thus, 14 patients treated in 1926 for severe 
glossitis were observed over a period of twelve years 
and showed no signs of pellagra. The gastric juice 
was examined in 10 cases, of which only 1 showed 
achylia. Examinations of stools showed Ascaris 
lumbricoides in a few cases but no schistosomes, unlike 
what is frequently found in Egypt and is said by 
Egyptian authors to cause secondary pellagra. 

It is not at all clear when soreness of the tongue 
appears. Pellagra is not infrequently seen in Palestine, 
and here, as in Egypt, it comes in spring and autumn, 
when the characteristic skin condition usually appears 
on face, neck, and hands (Alport et al 1938). Mild 
cases of pellagra show clinical improvement in winter. 
Endemic glossitis is confined to winter. The theory, 
advanced a few years ago, that glossitis may be 
related to consumption of unripe oranges is untenable. 
There are cases in which the eating of oranges made 
the patient aware of soreness of the tongue. Of 
80 cases of glossitis investigated 50 had not eaten 
oranges at the time when symptoms appeared. 

The success of treatment with nicotinic acid supports 
the argument that what is present here is a deficiency 
disease, which might perhaps be included in the 
“ pellagra fruste ” group. As regards some of the 
unfavourable effects accompanying the administra- 
tion of nicotinic acid, Mackie (1938) says: ‘‘It has 
been my experience that the drug (ac. nic.) should 
be used with caution in treating patients presenting 
lesions of the tongue.” Apart from reddening of 
the face and a sensation of warmth immediately 
after administration, we found no discomfort worth 
mentioning. Even in the case of a pregnant woman, 
in which administration of the drug had to be 
temporarily suspended owing to epigastric pain, 
the same dose given after an interval was well tolerated. 
This is true not only for small doses, such as are 
generally employed, but also for large doses up to 
0'5 g. We have rarely used such doses, for we have 
found that patients who do not react to the smaller 
dose will not show appreciable improvement with a 
larger dose. 
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SUMMARY 


Small doses of nicotinic acid (50 mg. four to six 
times a day) brought about considerable improve- 
ment in 21 out of 24 cases of the stomatoglossitis 
that appears in Palestine in winter. In this condition 
there are no signs of pellagra apart from soreness of 
the tongue, sometimes also of the angles of the mouth, 
and sore-throat. To prevent relapse nicotinic acid 
must be administered for a long period. 
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LONG-LATENT INFECTION WITH 


PLASMODIUM OVALE 


BECOMING MANIFEST AFTER YELLOW-FEVER 
VACOINATION 


By F. Mureatroyp, M.D. Lpool, M.R.C.P., D.T.M. 


G. M. Finptay, C.B.E., M.D., D.Sc. Edin. 
AND | 
F. O. MacCattum, M.D., B.Sc. Toronto 


(From the Wellcome Bureau of Scientific Research 
London) 


WHILE investigating what was alleged to be a 
severe reaction associated with vaccination against 
yellow fever, the following case of malaria due to 
Plasmodium ovale was brought to light. It was 
remarkable for its long incubation and for the 
severity of the attack, and because for some time its 
true nature was unrecognised. . 


On Nov. 15, 1938, an apparently healthy Foong 

man who eight months | pro yionny had returned from 
& four months’ tour in West Africa and who ere osed. 
to return there, was vaccinated at the come 
Research Institution against yellow fever by a single 
subcutaneous injection of a pantropic tissue-culture 
virus, 
Nine days later he wrote saying that six hours 
after vaccination he had had an attack of shivering 
which had recurred with increasing severity on 
alternate evenings, the last three attacks being 
accompanied by progressively severe vomiting; he 
not unnaturally attributed this to the vaccination. 
In reply, it was pointed out that the symptoms were 
not typical of any reaction due to the inoculation 
but rather of some infection, such as malaria, and he 
was advised to call his doctor. Four days later the 
doctor communicated that the patient was still having 
severe rigors with high fever, and that he was jaun- 
diced with bile in his urine. The doctor was advised 
by telephone to take blood films for examination and 
to administer quinine immediately. The following 
morning one of us saw the patient and found him 
very anzmic, jaundiced, and with a spleen palpable 
about three inches below the costal margin; a rapid 
examination of the blood showed a number of 
malarial parasites, 


Although the periodicity of the ague was rather 
too well marked for a malignant tertian infection, 
the severity of the illness, the jaundice and the severe 
vomiting in a patient from West Africa suggested 
clinically this type of malaria ; but well-grown tropho- 
zoites and some young schizonts were seen in the blood 
films, and on examining the slides more carefully in 
the laboratory later a pure infection with P. ovale was 
found. Unfortunately, owing to the circumstances of 
the illness no precise biochemical observations were 
made, but clinically it was exceptionally severe for 
an ovale infection ; it was interesting to observe that, 
as in cases previously recorded, the paroxysms occurred 
in the evening. 

It was a little surprising to find the patient 
suffering from malaria as he had never before had the 
disease and had been in England for the last eight 
months, Until the present attack he had never 
suffered from the slightest indisposition either while 
in Africa or subsequently, so that it is reasonable to 
consider the long-latent period as a protracted 
incubation period rather than an interval between a 
primary attack and a relapse. Although long incu- 
bation periods may be unusual they are by no means 
rare in benign tertidn malaria, and periods from a 
few months up to a year or more have been described 
by numerous observers. Much less seems known 
about unusually long incubation periods for other 
species of malaria parasites. The only record of 
prolonged incubation period for quartan malaria 
appears to be the case described by Morenas and 
Brun (1936) where the primary attack occurred nine 
months after the probable date of infection. There 
appear to be no records of unusually long incubation 
periods for infections with P. falciparum or P. ovale, 
Sinton, Hutton and Shute (1939) in a study of 108 
induced primary infections with P. ovale concluded 
that no evidence of prolonged primary latency could 
be found, 

It must be added that while in Africa and during 
the subsequent month the present patient took 
5 grains of quinine daily, and then began to omit 
the dose on an increasing number of days each week 
so that at the end of the second month home he 
ceased to take any. An antimalarial drug may 
somewhat delay the onset of a primary attack but 
in this case, however, six months had elapsed since 
the patient had taken quinine, and the part played 
by the drug in determining the long incubation is a 
matter of speculation; It seems unlikely in one who 
had never previously had an attack of malaria that 
parasites could have been present in considerable 
numbers at any time without giving rise to symptoms, 
Colonel Sinton informs us that P. ovale produces a 
particularly high and long-lasting immunity and it 
may be, therefore, that a small number of such 
parasites, controlled originally by quinine and insuff- 
cient to produce a clinical attack, were nevertheless 
sufficient to stimulate an immunity which, although 
failing to cure, protected the patient for several 
months from symptoms, until for some reason or 
other the balance of immunity became upset, 

The final point of interest is that for some time the 
true nature of the attack was unrecognised, and it 
was thought to be a reaction associated with vaccina- 
tion against yellow fever. The majority of people 
immunised at the Wellcome Research Institution by 
inoculation with the present strain of tissue-culture 
virus have little or no reaction, A number experience 
towards the end of a week slight malaise, backache 
or headache lasting a few days, but records of actual 
fever are extremely rare. From time to time, how- 
ever, complaints are received attributing to the 
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vaccine various disturbances, some of which are 
obviously imaginary while others represent genuine 
errors of interpretation. On a number of occasions, 
patients complaining of what they consider to be re- 
actions have been found to be suffering from entirely 
different conditions, and notably from malaria. 

It is generally believed, of course, that various 
factors may precipitate a malarial relapse and in an 
attempt to determine whether there is any specific 
relationship between yellow-fever immunisation and 
malarial relapse, an experiment was carried out on 
three rhesus monkeys (Macaca mulatta) although it 
is fully recognised that monkey malaria cannot be 
exactly equated with human infections. The animals 
were infected with P. knowlest and during the 
subsequent severe reactions were treated with 
quinine so that the infection in each case became 
latent. Subsequently the monkeys were immunised 
against yellow fever, but no evidence was obtained 
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that this in any way influenced clinical relapses. A 
considerable proportion of patients who are immunised 
against yellow fever have been already exposed to 
malarial infection, and it seems probable that 


‘vaccination against yellow fever is no more than one 


of a number of non-specific factors which may 
sometimes either precipitate a malarial relapse or 
permit a latent infection to become manifest. 

The present case illustrates the necessity for keeping 
such a possibility in mind, since failure to recognise, 
for example, an incidental malignant tertian infection 
may have serious results; and it emphasises the 
importance of a proper investigation of all patients 
from the tropics who present more than a negligible 
reaction after any inoculation. 
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CLINICAL AND LABORATORY NOTES 


LARGE CALCULI IN THE POSTERIOR 
URETHRA 
A REPORT OF TWO CASES 
By ASHTON MILLER, M.A., M.B. Camb., F.R.C.S. 


RESIDENT SURGIOAL OFFICER AT ST. PETER’S HOSPITAL FOR 
STONE, LONDON 


CALCULI in the posterior urethra are of two varieties : 
those that become impacted there after passing 
down from a point higher in the urinary tract where 
they have been formed, and those that are formed 
in situ. These latter, if one excludes prostatic 
calculi and calculi formed in a pouch or diverticulum 
associated with the posterior urethra, are not common, 
and the two cases described below, both in patients 
admitted to St. Peter’s Hospital within a period of 
six weeks, are remarkable for the large size of their 
stones. 

Previous examples of this condition have been 
published by Bourdillat (1869), Englisch (1903), 
who analysed: 405 cases of urethral calculus, Morton 
(1906), and Monsarrat (1912), all of whom wrote 
before radiography was in general use. Huddy 
(1927) gave a very complete account of these stones, 
and Joly (1929) an exhaustive account with suggestions 
for treatment. 

CASE-RECORDS 


CASE 1.—A labourer, aged 36, gave a history of 
a severe kick in the perineum twenty years ago, 
after which he was in bed for ten days and 
passed much “ gravel.” He recovered and was well 
until four years ago, when he began to have 
difficulty in micturition, pains in the hips and 
perineum, and nocturnal incontinence—symptoms 
which gradually became worse until admission. 
He had frequency of micturition, hourly by day, and 
two-hourly by night; he could pass only a very 
poor stream, which was subject to sudden stoppages, 
and passed a few drops of blood after each act. His 
general health had been good, and he gave no history 
of venereal disease. 

On examination he appeared healthy: lungs, 
heart, and alimentary canal normal; blood-pressure 
150/90. Nervous system normal. The skin of the 
penis was excoriated by infected urine; rectal 
examination revealed a stony hard mass, the size 
of a tangerine orange, occupying the normal position 
of the prostate gland and projecting backwards into 
the rectum, the mucous membrane of which was 
freely movable over it. It was easily palpable 


bimanually but was firmly fixed. The prostate 
could not be felt but appeared to be thinned out over 
the surface of the mass. The urethra admitted an 
8/10E. steel sound only as far as the external 
sphincter, where it could be felt to grate against a 
stone. No instrument could be* passed into the - 
bladder. The urine contained pus, blood, and 
phosphatic crystals in large quantities; the blood- 
urea was 36 mg. per 100 c.cm. 

Radiography showed a large pyriform calculus lying 
in the position of the posterior urethra and projecting 
into the 
region 
of the 
bladder 
(fig. 1). 
Intra- 
venous 
pyelo- 
graphy 
showed 
a mild 
bilater al 
obstruc- 
t ive 
hydro- 
nephrosis, 
but good 
secre tion 
from both 
sides. 

Supra- 
pubic 
lithotomy 
under 
general ansesthesia was performed on Jan. 2, 1939, by 
Mr. J. Swift Joly. The upper portion of the calculus 
could be seen projecting into the bladder and was 
inadvertently broken off. The internal meatus was 
almost closed, but through it the calculus could be easily 
felt. The posterior margin of the internal meatus was 
divided with scissors in the middle line, but this did not 
give sufficient access; therefore the anterior margin 
was also divided in a similar manner. With large 
lithotomy forceps and a finger within the rectum 
pushing upwards, the stone (fig. 2) was removed with 
great difficulty, the process being somewhat similar 
to the enucleation of an adenoma of the prostate. 
There was moderate bleeding; so the bladder wall was 
sewn up round a Marion’s tube, which was removed 
on the fourth day. 

Suprapubic drainage was continued until the 
twenty-first day, when the tube was removed and the 
patient began to pass water naturally. The wound 
was dry on the twenty-fourth day, and on the twenty- 
eighth day, when he was discharged from hospital, 


Fie. 1—Radiogram showing large calculus 
in posterior urethra of case 1. 
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there was found to be no residual urine. He was 
seen again in the outpatients’ department two 
months later, when micturition was normal. 


CASE 2.—A man, aged 42, of no occupation, gave a 
history of a mining accident in Sunderland twenty- 
nine years ago, when he sustained a fractured pelvis 
and a ruptured urethra, and was in hospital for some 
eight months. His mother refused to have anything 
done in the way of treatment for his urethra. He 
developed a sinus in the right groin, through which 
he always passed urine, being able to a certain extent 
to control micturition, but in the course of years he 
developed sinuses, which discharged a mixture of 
pus and urine, in his left groin and his perineum. 
During the last five years the right leg had ‘‘ grown 
shorter,” and he had been unable to walk much, 
though his general health had remained remarkably 
good. He gave no history of venereal disease. 

On examination he appeared pale and unhealthy ; 
lungs, heart, and alimentary canal were normal; 
blood-pressure 140/80. A sinus $ in. above the right 
inguinal ligament had been kept patent by an indwell- 
ing catheter, which he removed when he wished to mic- 
turate; 
other 
sinuses, 
discharg- 
ing puru- 
lent urine, 
were pres- 
ent in 

Scarpa’s 
triangle 
on the 
right side 
and on 
both sides 
of the 
perineum. 
The right 
leg was 
wasted, 
with con- 
siderable 
apparent 
shorten- 
ing, and 


tainable 
at the 
right hip- 
joint was 
about 2 
degrees of 
flexion, 
limited by 
periartic- 
ular ad- 
hesions. The nervous system was normal. The 
blood-urea was 28 mg. per 100 c.cm. Rectal 
examination revealed a stony hard mass, exactly 
similar to that described in case 1, except that 
it was slightly larger and its upper limit could 
not be reached with the finger. The urethra was 
completely impermeable at the external meatus. 
Radiography showed a large pyriform shadow in 
the middle line behind the symphysis pubis, a healed 
fracture of the pelvis, and a normal right hip-joint. 
Intravenous pyelography showed no abnormality in 
the upper urinary tract, with good secretion from both 
kidneys ; the shadow of the bladder was higher than 
normal, and below it could be seen the shadow of the 
calculus with that of the catheter lying adjacent to it. 
Suprapubic cystostomy under general anzsthesia 
was performed on Feb. 14, 1939, by Mr. J. Alban 
Andrews. When the bladder was opened, precisely 
the same condition existed as in case 1; the stone, 
lying in the posterior urethra, could be easily palpated 
through the almost closed internal meatus. en 


Fia. 2—Photograph (actual size) of calculus 
removed from posterior urethra of case 1. 
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the internal meatus was opened, the stone was found 
to have an anterior prolongation wedged beneath the 
symphysis pubis, thus making removal by the supra- 
pubic route impossible without endangering the 
safety of the rectum. The bladder was therefore 
closed with suprapubic drainage. 

A fortnight later, perineal lithotomy was performed 
by Mr. Andrews. Access was extremely difficult 
owing to the adduction of the right femur and to the 
very narrow pubic angle due to the old fractured 
pelvis, but eventually the lower half of the stone 
was exposed and broken up with a hammer and 
chisel. This allowed the upper half to be reached 
and dealt with in a similar manner. Light packing 
was placed in the wound, which was dressed daily. 
The patient was considerably shocked after the opera- 
tion but after the first twenty-four hours was remark- 
ably little affected. Three weeks after operation the 
sinuses were healed and he was draining urine well from 
a permanent suprapubic tube. The mobility of 
his hip-joint had increased in all directions, and he 
was once more able to walk. 


COMMENTARY 


` 


In these two cases several facts, common to both, 


are very striking. i 

(1) History of trauma.—The development of these 
stones appears to depend on some injury to the 
posterior urethra, either by direct violence—as in 
case 1—or indirect, such as a spicule of bone from a 
fractured pelvis—as in case 2. 

(2) Length of history.—In case 1 twenty years, and 
in case 2 twenty-nine years elapsed before treat- 
ment was sought. 

(3) Size of the stones.—It seems remarkable that 
the narrow space of the posterior urethra, bounded 
by the elastic prostate gland, could ever be expanded 
to the extent necessary to include such stones. 

(4) Condition of the patient.—The comparatively 
unaffected general condition of the patient appears 
to be due to the absence of renal infection in both 
cases and to the gradual building up of resistance 
to the infecting organisms. 

(5) Difficulty of operation.—Removal by the trans- 
vesical route needs extensive division of the internal 
sphincter and introduces the risk of pelvic cellulitis, 
whereas removal by the perineal route, although it 
undoubtedly gives more room, almost invariably 
leads to incontinence, according to Joly (1929), who 
is quoting Legueu (1921). In case 2 this risk was 
disregarded, for the patient’s anterior urethra was 
already impermeable, and he was bound in any case 
to wear a permanent suprapubic tube ; consequently 
he unconsciously provided a very interesting- 
comparison between the two methods of approach. 


I am indebted to Mr. Swift Joly, Mr. Clifford 
Morson, and Mr. Alban Andrews for their kind 
permission to publish these two cases. 
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ACCORDING to the official German medical weekly, 
the German and Italian Governments have agreed 
on principles for the import of medical preparations, 
especially the traffic in medical specialities from 
Germany to Italy and vice-versa. When these 
principles are observed this traffic is to be free of 
duty and the imported preparations are not to 
receive less favourable handling than those produced 
in the country. 
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BILATERAL DISLOCATION OF THE HIP 
WITH FRACTURE OF THE PELVIS 


By R. H. GARDINER, B.M. Oxfd, F.R.C.S.E. 


BURGEON TO THE ROYAL BUOKINGHAMSHIRE HOSPITAL 


DISLOCATION of one hip is uncommon, and the 
following case of simultaneous bilateral dislocation 
may, I think, be unique. 

A lorry driver aged 28 was admitted to the Royal 
Bucks Hospital on Jan. 11, 1939, following an accident 
in which his vehicle skidded 'and ran head on into a 
stone wall. His legs and arms were pinned against 
the lorry dashboard and the bricks which were piled 
on the lorry pushed the back of the driver’s cabin 
forwards so that a large part of the weight of the 
bricks was transmitted to his back, This caused 
the whole of his trunk to be carried forwards, and 
both of his hips were dislocated backwards. 

The patient was a big, powerful man. He was in 
a state of profound shock and complained of severe 
pain in the region of the lower lumbar vertebree 
and sacrum, Both legs were semiflexed at the i 
and knee-joints. The knees were pressed tightly 
together and it was impossible to separate them on 
account of muscle spasm. He was tender in both 
groins. The knees were covered with shallow 
abrasions, He was unable to move the toes in either 
foot and there was complete loss of sensation from 
just below the left knee downwards to and including 
the toes. The bladder was apparently not distended, 


MEDICAL 


ROYAL SOCIETY OF MEDICINE 


SECTION OF UROLOGY 


At the annual general meeting of this section held 
on May 25 and 26 the chair was taken by Mr. H. P. 
WINSBURY-WHITE, the president, and a discussion on 


Radiotherapy in Urology 


was opened by Mr. B. W. WINDEYER. All types of 
renal carcinoma, he said, remain a surgical problem 
when operable: he had found no records of cure by 
radiotherapy alone, but an intensive course of high- 
voltage X rays may diminish recurrences and is a 
valuable palliative measure in inoperable cases. Bony 
metastases are very radiosensitive. For Wilms tumour 
he advised a pre- and post-operative course of high- 
voltage X rays. In inoperable cases of carcinoma of 
the bladder, about half of the total, the insertion 
of radon seeds, preferably by the cystoscopic rather 
than the suprapubic approach, except in advanced 
cases, has so far been more successful than X rays, 
the surface application of radium, or the insertion 
of radium needles. Favourable results have been 
reported with high-voltage X rays by Gunsett and 
Ferguson. Supervoltage X rays (800-1000 kV) and 
low-voltage high-intensity X rays with the Chaoul 
type of tube are still sub judice. When the ureter is 
obstructed, with consequent renal infection, no method 
of radiotherapy is adequate. In many cases of cancer 
of the cervix involving the base of the bladder 
complete regression can be obtained by intracavitary 
radium and high-voltage X rays. Muir (1934) has 
shown that, compared with other methods, the 
prognosis of cancer of the prostate is improved most 
after high-voltage X rays. In some of Mr. Windeyer’s 
cases aggravation of cystitis has been obviated by 
preliminary endoscopic resection. Hansonn of 


but as he did not pass urine within two hours a soft 
rubber catheter was passed and 10 oz. of normal 
urine withdrawn. 

A diagnosis of a spinal injury or a severe pelvic 
injury was made, and when the patient had sufficiently 
recovered from the shock a radiogram of the spine 
and pelvis was taken. This showed posterior bilateral 
dislocation of the hips with fractures running (1) across 
the right acetabulum; (2) through the right sacro- 
iliac joint; (3) through the left side of the pubis. 
There was no displacement, 

Treatment for shock was instituted and the same 
evening under deep general anssthesia both hips 
were reduced. The right leg was fixed on a Thomas 
splint with extension and in 24 hours all pain had 
disappeared. He remained in bed for 10 weeks, 
making a good recovery, except for loss of sensation 
and weakness of the extensor muscles of the left 
leg. This partial paralysis, due no doubt to injury 
to the left sciatic nerve (common peroneal division), 
is slowly yielding to treatment, 


In this case the findings seemed to point to a severe 
spinal injury, though it was impossible to test the 
reflexes or carry out a detailed examination on account 
of the severe pain the patient experienced on the 
slightest movement. The fact that both hips did 
dislocate no doubt prevented the far more severe 
injury of a fractured spine. The lack of any gross 
displacement of the fractured pelvis is also remarkable. 
It will be interesting to see whether further cases 
of such an injury will be recorded in these days of 
severe motor accidents. 


SOCIETIES 


Stockholm and American workers have published 
large series of cases of cancer of the penis treated by 
radiotherapy, but there are few reports from this 
country. At the Middlesex Hospital during 1929-35, 
in 15 out of 21 cases the penis was rendered free from 
carcinoma by radiotherapy, though necrosis developed 
in 3. After 1934 they had used primarily a cylindrical 
mould, which makes it possible to distribute the 
dosage evenly ; with this method the treatment can 
be spread over a fortnight, and necrosis is less likely. 
An occasional small area of residual growth may be 
treated by local radium implantation or diathermy 
excision. No case was complicated by retention of 
urine, cystitis, or contraction of the urinary meatus. 
Mr. Windeyer favours amputation for the deeply 
infiltrating cases, and he thinks that metastases, 
which usually involve the inguinal glands first, should 
be excised when operable, but if they are inoperable 
high-voltage X rays or teleradium may have a 
palliative effect. Dean has indicated that enlarged 
inguinal glands are sometimes inflammatory and 
subside during treatment of the primary lesion, so 
that unless there is clinical evidence of metastasis 
it is justifiable not to treat the inguinal regions but 
to keep the patient under observation. During 
1932-39, 9 out of 11 cases of tuberculous epididymitis 
(all with other, and the majority with pulmonary, 
tuberculous foci) were treated successfully by radio- 
therapy: 9 by surface application of radium, the 
other 2 by X rays. 

Mr. STANFORD CADE favoured a wide suprapubic 
cystotomy and the insertion of radium needles, 
rather than the cystoscopic insertion of radon seeds, 
for carcinoma of the bladder. Cystotomy revealed 
the surface extent of the tumour and thus enabled a 
rational decision to be made; if necessary diathermy, 
ureteral transplantation, and improved drainage 
could be carried out, and the sides, bed, and margin 
of the tumour could be needled. The cystoscopic 
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method does not give these advantages, and with 
radon seeds uniform intensity over the period of 
treatment is not obtain ined, If conditions permit, the 
delivery of say 8000'r to the tumour will produce 
complete but not permanent regression. A burn 
can be avoided by giving this at an optimum dosage- 
rate of 35-45 r/hr., thus prolonging the treatment to 
ten days. In a few cases he had obtained complete 
disappearance of a recurrence in the suprapubic 
scar by using the four-gramme radium unit. Inguinal 
glands without superadded infection may respond 
to teleradium or surface radium by plaques. Radium 
gives poor results in recurrence after surgical excision 
alone. He had treated 51 cases of carcinoma of the 
penis by interstitial radiation and 28 were still alive, 
the survival-rates ranging from five to ten years in 
15 cases. Surgery is necessary in cases with involve- 
ment of the urethra or corpora cavernosa, in the 
infiltrating type, and in cases at a late stage, whereas 
the papillary and to a lesser extent the ulcerative 
type and the early case are suitable for radium. 
Definite rules can be applied to the treatment of the 
lymphatic area—thus, if the inguinal glands are impal- 
pable irradiation is valueless; if palpable glands do not 
disappear rapidly on irradiation they should be excised ; 
and fixed glands are best treated by teleradium. 
During 1924-37 he had treated 12 cases of carcinoma 
of the female urethra, all proved histologically: 6 
are alive and well with survival periods of from five 
to eleven years. Needles were always implanted 
round and not inside the canal, and in some cases 


intravaginal cavitary radiation was applied. No. 


case required a suprapubic cystotomy, but one 
developed a stricture requiring urethral dilatation for 
five years following treatment. 

Dr. GEORGE VILVANDRE thought that X-ray 
therapy in carcinoma of the prostate was purely 
palliative: he put the expectation of life in untreated 
cases at from six months to five years, and remarked 
that one patient of his with bone metastases is at 
present working as a carman. In inoperable cases 
of renal carcinoma he was convinced of the value of 
deep X rays and suggested their use postoperatively 
to prevent recurrence: they were also of value in 
stimulating granulation df a sinus remaining after 
removal of a tuberculous kidney. 

Mr. WALTER W. GALBRAITH reported some regres- 
sion of the growth after X-ray therapy in 6 cases of 
renal tumour, 17 cases of vesical neoplasm, and 6 
cases of carcinoma of the prostate: all the cases 
were inoperable, 

Dr. STRUTHERS FULTON advocated the intracavitary 
X-ray method, which irradiated a small volume of 
tissue with a correspondingly higher dosage, in 
growths of the bladder not exceeding 3-4 cm. in 
diameter. 

Mr. CLIFFORD Morson said that of 5 cases of 
carcinoma of the penis which were irradiated ten 
years ago and apparently cured, only 1 (warty type) 
is now alive, and amputation for recurrence was 
performed in the other 4. During the past twenty 
years 1000 cases of carcinoma of the prostate had 
been seen at Whipps Cross Hospital: the view there 
was that surgery and radiotherapy were equally dis- 
appointing for this growth, and they now left the 
primary growth untreated until a suprapubic cysto- 
tomy was required. The average length of life in 
such cases was five years. 

Mr. Moore PATTERSON discussed testicular neo- 
plasms and quoted statistics showing that the five-year 
survival-rates with different methods of treatment 
were: radical excision, 6-6 per cent. ; orchidectomy 
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only, 17 per cent. ; radiation only, 20 per cent.; and 
orchidectomy plus irradiation, 55 per cent. He 
thought that orchidectomy should be performed even 
when metastases are present, and that in inoperable 
cases irradiation is a valuable palliative, especially 
for relief of pain. 

The PRESIDENT brought out certain points in 
connexion with the suprapubic implantation of 
radium needles in carcinoma of the bladder—namely, 
the necessity for preoperative indwelling catheter 
drainage in certain cases, the necessity of trans- 
planting a ureter if the growth is in the vicinity of 
its orifice, and the value of a permanent suprapubic 
apparatus which is worn for from four to six months 
(judged by cystoscopy) to obviate fistula formation, 
The operative mortality, he said, is low compared with 
partial cystectomy. 

Mr. H. W. Symons said that long-standing EEEH 
papillomatosis may be rendered suitable for fulguration 
after one or two courses of deep X rays. 

Mr. ARTHUR Jacoss had treated some wide-based. 
growths of the bladder by diathermy followed by 
radium (5500-6000r). Of 13 cases 4show no recurrence 
after from two and a half to five years. 

Mr. JOCELYN Swan had treated 7 cases of vesical can- 
cer by fulguration and irradiation by the Chaoul tube 
during the last eight months, the bladder being 
drained by continuous irrigation. In 2 cases so far 
the ulcer has healed, judged by cystoscopy. 

Mr. R. OcrER Warp thought that radon seeds had 
a place in the treatment of some cases of vesical 
cancer—for example, in those with recurrence after 
partial cystectomy. The seeds could be placed in a 
good position with a panendoscope ; it was unusual 


to get cystitis and only 2 of his cases had formed 


stones. 

Mr. T. J. MILLIN mentioned the desirability of a 
biopsy with loop before treatment of cancer of the 
bladder, and the value of the Stedman suction pump 
afterwards. 


Conservative Treatment of Hydronephrosis 


Mr. E. W. RICHES, on the second day, spoke on 
the treatment of hydronephrosis. He considered his 
results from conservative surgery by four methods 
—namely, (1) division of vessels, 6 cases; (2) minor 
plastic operations, 4 cases; (3) major magne opera- 
tions, 31 cases; (4) sympathectomy, 13 cases. The 
results, Judged by abolition of pain, radiological 
improvement, functional improvement, and absence 
of infection, were good in 6, 3, 19 and 11 cases 
respectively i in these groups, making a total of 72 per 
cent. good results in all groups. The period since 
operation ranged from a few months to eight years. 
Secondary nephrectomy had been necessary in 
about 10 per cent. of the 54 cases. In hydronephrosis 
his suggested procedure is first, to control the 
infection ; then, in the case of a small hydronephrosis, 
to do a sympathectomy if there is no mechanical 
obstruction, to divide moderate-sized vessels if there 
is external obstruction, or to do a minor plastic 
operation if there is ureteral stenosis. For a large 
hydronephrosis he advocates a major plastic operation 
if infection is absent or controllable, and nephrectomy 
if infection is gross and the other kidney is sound. 
Sympathectomy may be combined with any of the 
other conservative procedures. 

Mr. Victor Drx had performed a radical operation 
in 34 cases (nephrectomy in 32) and a conservative 
operation in 26 cases. In the latter group out of 6 
cases in which he had divided the lower-pole vessels 
5 lost their symptoms, with a perfect pyelogram 


THE LANCET] 


in 4; out of 10 cases in which the pelvis was excised 
with reimplantation of the ureter (von Lichtenberg) 
5 cases lost their symptoms, with a perfect pyelogram 
in 2, and there were 2 known failures; and out of 
8 cases in which a temporary nephrostomy was 
performed with a plastic procedure 7 lost their 
symptoms, with a perfect pyelogram in 4 cases. In 
some cases the result by conservative surgery was 
indifferent, though the patient was free from symp- 
toms. He tended to do more nephrectomies and 
fewer conservative operations. | 

Mr. HamitTon BarwEy discussed the results of 
drastic resection of the pelvis followed by end-to-end 
nephro-ureteric anastomosis, The renal vessels if 
large should be saved when possible, and the 
nephrostomy opening should be made through the 
calyx nearest the surface. Of 17 cases who had 
attended for investigation 15 were perfectly well 
judged by cystoscopy, the indigo test, pyelo- 
graphy and bacteriology; 6 others were perfectly 
well but refused cystoscopy; and 4 more were in 
full work though in 2 function was poor. He had only 
known 1 real failure, which was a case of renal fistula. 
The same operation may be employed to remove a 
cast calculus from the renal pelvis. Von Lichtenberg’s 
operation he thought ‘‘ unsound from a plumber’s 
point of view,” since the only way to get the necessary 
dependent drainage is by end-to-end anastomosis. 
Provided drainage is free, even cases of pyonephrosis 
are no trouble. 

Mr. W. E. UNDERWOOD urged that the ideal of 
conservatism is to tackle the early hydronephrosis 
due to nervous imbalance before the secondary 
mechanical factors come into play, and he described 
an apparatus by which cases suitable for denervation 
can be determined and by which the end-result of 
treatment may be assessed, The apparatus transmits 
contractions of the renal pelvis to a water manometer 
(via a ureteric catheter), the normal range of move- 
ments being 0°5-2 cm. of water: these are recorded 
on a drum. In cases where the suitability for sympa- 
thectomy is in doubt spinal anesthesia may reveal 
that the pelvis is able to contract regularly. On the 
theory that the pelvis may be subject to deficient 
parasympathetic impulses rather than overaction of 
the sympathetic he suggested it may be worth con- 
sidering splanchnic neurectomy in place of perirenal 
sympathectomy. This would obviate peripelvic 
fibrosis should subsequent pyeloplasty be necessary, 
there is no bleeding from the renal pedicle and no 
ill after-effects. 
fibres had to be divided, so that it was less extensive 
and perhaps more efficient. 

Mr. B. OLDHAM showed very satisfactory 
pyelograms from 3 cases of hydronephrosis, five, six 
and seven years after renal denervation alone. He 
thought that the essential lesion was neuromuscular 
inbalance at the pelvi-ureteric junction and that 
kinks and twists were a later development. He was 
impressed by Riches’ and Underwood’s results with 
sympathectomy and believed other good results were 
due to incidental renal denervation. He was against 
dividing aberrant renal vessels. 

The PRESIDENT maintained that nephrectomy is 
the best remedy for hydronephrosis because when 
expansion of the minor calyces is present to any 
extent it is likely to continue. Plastic procedures, 
which will not cure the condition, are useful when it 
is already or is likely to become bilateral. His opinion 
of von Lichtenberg’s operation was that although the 
pain is alleviated the hydronephrosis persists, obstruc- 
tion at the pelvi-ureteric junction returns and renal 
function is decreased. Nowadays he resects the pelvis 


ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 


Nerve trunks rather than individual - 


[JUNE 3, 19389 1267 


along the lower border and shapes it to give good 
dependent drainage, keeping clear of the pelvi-ureteric 
junction; the latter is then dilated, the pelvis 
restored, and the wound closed with a rubber drain 
down to the suture line. This is applicable when the 
pelvis only and not the calyces are dilated. 

Mr. T. J. MELIN mentioned a case in which after 
removing 44 pea-sized stones from the lower pole of 
a solitary kidney he left the patient with a permanent 
nephrostomy : if more stones form only one night’s 
hospitalisation is necessary. 

Mr. H. V. WELLS described a method of avoiding 
ureteric transplantation in a plastic operation by 
converting part of the pool of the pelvis. If sutured 
closely, nephrostomy—which is to be avoided if the 
pelvis is not infected—is unnecessary. 

Mr, Drx in reply said he still thought that abnormal 
lower-pole vessels are sometimes the cause of hydro- 
nephrosis. In some cases he was certain he had not 
divided the nerve-supply and yet they had improved. 


Mr. Hammron BarLEy considered nephrostomy— 
which was not included before von Lichtenberg’s 
operation—the turning-point in success, The stricture 
at the pelvi-ureteral junction should be excised. 


ROYAL MEDICO-PSYCHOLOGICAL 
ASSOCIATION 


At the quarterly meeting of this association held 
on May 23, with Dr. J. R. GILMOUR, the president, in 
the chair, five papers were read on the use of 


Recreational Therapy 


in mental disorders and mental defect, the first three 
dealing with psychiatry, the others with mental 
deficiency. 

Dr. P. K. McCowan emphasised the fact that 
recreational therapy differed from recreation as much 
as occupational therapy from occupation, and that | 
it was very beneficial, especially when conducted by 
trained recreational therapists. It should always be 
regarded as a means to an end and not as an end in 
itself. It brought the schizophrenic into touch again 
with reality and diverted the melancholiac from his 
depressive thoughts. Four forms of this treatment 
were especially beneficial: (1) physical drill in every 
ward for ten minutes before breakfast ; (2) gymnastic 
exercises, preferably in a separate gymnasium or in 
the dining-hall, each class numbering not more than 
12-20 and working for not more than forty minutes, 
starting with Swedish drill for ten minutes and then 
going on to other gymnastic exercises and ball-games 
or badminton, classes being divided into elementary, 
intermediate, and advanced, and the elementary 
class being given a minimal amount of drill; (3) 
swimming in a bathing-pool (extremely popular 
and sometimes the only recreation acceptable to 
patients); and (4) cycling, some of the patients at 
the Crichton Royal, Dumfries, being allowed away 
from the hospital for a couple of hours or so. 

Dr. J. M. SPEER said that dancing was preferable 
to other games because the latter had a limited appeal 
to the female patients, Physical training was valuable, 
but again the appeal was limited. Folk-dancing had 
four advantages over ordinary ballroom dancing: 
(1) it was never stereotyped and consequently was not 
apt to become monotonous or semi-automatic—there 
was always something new to learn; (2) it enabled 
the sexes to mingle more freely than they could in 
the ballroom ; (3) there was a mild form of discipline 
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and social coöperation in the figures; and (4) it 
appealed to the zsthetic taste. Classes were held for 
an hour each week in the winter. Reluctant patients 
were allowed to be passive spectators at first, and 
many soon asked to be allowed to join in. A uniform 
for the dancers was an added attraction (men dancing 
in white flannels), Folk-dancing appealed especially 
to schizophrenics. 

Dr. T. P. REES (whose paper was read in his 
absence) said that at Warlingham Park Hospital, 
Surrey, the physical training was conducted by an 
ex-army physical trainer who was also a qualified 
mental nurse, This form of recreational therapy was 
extremely useful for rousing patients from lethargy, 
improving their physique, encouraging their social 
activity, and, above all, producing muscular relaxa- 
tion, especially in catatonics, For the last-mentioned 
purpose passive rhythmic movements were practised 
in time to music (a catatonic standing idle with a 
broom began to sweep the carpet in time to the 
music and ceased with it), The proper grading of 
patients for recreational therapy was difficult but 


essential, different forms of exercise being suited to | 


stuporose and maniacal patients. Every patient on 
discharge was advised to attend continuation classes. 


MENTAL DEFICIENCY 


Dr. J. T. CURRAN gave some account of the scouts, 
guides, and concert parties instituted at Lennox 
Castle, Stirlingshire. Adult males, aged 18 or more, 
with a mental age of at least 8 (I.Q. 60) and a three 
months’ record of good behaviour, were allowed to 
apply to join the rovers, Patrols were named after 
clans, and a roll of honour was kept of famous 
members of each clan (there was some difficulty with 
the Macphersons about Aimée). The moral training 
of the alleged amoral defectives was a pill that had 
to be heavily gilded. For this purpose scout law was 
ideal; it was simple and positive, with no “thou 
shalt not.” The rovers were given a hut of their own, 
each clan having a corner for which it was responsible, 
They were encouraged to use tools and to cook their 
meals out of doors occasionally. Aments learned 
better through their hands than through their ears. 
The curriculum included a weekly hike combined 
with nature-study. Camp in the summer was a 
reward for good behaviour during the previous 
winter. The better patients should be, and were, 
allowed to attend the social activities of normal 
outside scouts and to compete with them ; but it was 
unfair both to the patients and to the normal scouts 
to allow those patients to attend who carried their 
diagnosis in their faces. Scouting was useful not only 
to the patients but also to the medical officer; it 
enabled him to become much better acquainted with 
them, being somewhat akin to play therapy in the 
case of children, by which they were disinhibited. 
One great advantage was that there was no need to 
spend money on a trained recreational therapist. Con- 
cert parties were also very valuable, because defectives 
usually liked the limelight, and unless they were 
given some such outlet their self-assertiveness might 
lead to bad behaviour to attract attention. Recreation 
was thus provided not only for actors, singers, and 
dancers but also for dressers and stage-carpenters. 

Dr, N. H. M. BURKE spoke on team games and 
other athletic pursuits at Cell Barnes, St. Albans. 
Mental defectives differed from other categories of 
patients in mental hospitals in that they were young 
in body, years, mind, and experience ; their prospect 
of leaving the institution was extremely small; and 
usually their parents and other relations had lost all 
interest in them. The colony therefore had to be 
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parent, friend, teacher, and nurse to them. In such 
a colony the task was not the reawakening or restora- 
tion, but the initial development, of social activities 
and responsibilities, Luckily most forms of recrea- 
tional therapy did this. Team games were of great 
value, and it was good for the patients to recognise 
that in some activities they could hold their own or 
even beat the normal staff and outsiders. Physical 
training should be recreational—i.e., interesting and 
amusing—and never compulsory. The improvement 
in posture due to physical training was so great that 
it was sometimes hard to recognise the patients. 
The annual display not only gave them self-confidence 
but also was a very valuable form of publicity and 
propaganda, 


BRITISH ORTHOPAEDIC ASSOCIATION 


THE spring meeting of this association was held 
at the Robert Jones and Agnes Hunt Orthopsedic 
Hospital, Oswestry, on May 5and 6. Ina presidential 
address entitled Some Aspects of Bone Surgery 
Mr. NAUGHTON DUNN surveyed the measures adopted 
to secure bony union in ununited fractures and in 
diseased and damaged joints. As a substitute for 
bone-grafting he advocated the subcortical exposure 
of the bone ends and a thorough refreshing producing 
multiple chips with intact periosteal attachments, 
His lecture was illustrated by many successful results, 

Mr. D. McCrazE AITKEN (London) set out some of 
his ideas on the postural function of the muscles of 
the lower limb. He emphasised the importance of 
these muscles in health and disease, not only of the 
lower extremity but of the body as a whole. In 
particular he was impressed by the value of the move- 
ment of rotation in all activities. 

Mr. R. C. Murray (Oswestry) gave a paper on 
fractures of the head and neck of the radius, This 
was a survey of 459 such fractures treated at the 
Liverpool Royal Infirmary during the ten years 
1927-37. Most of them appeared to have been caused 
by indirect violence. He concluded that conserva- 
tive treatment usually gives the best results and that 
operation should be reserved for fractures of the 
neck irreducible by manipulation, for the removal of 
a completely. detached fragment displaced into the 
joint, for grossly comminuted fractures and for certain 
depressed marginal fractures. As a rule complete 
excision of the head was preferable to partial removal. 

In a symposium on tuberculous joints Mr. G. T. 
PARTRIDGE (Chester), Mr. S. THOMPSON (Oswestry), 
and Mr. Murray described a follow-up of the patients 
treated in the Robert Jones and Agnes Hunt Ortho- 
peedic Hospital from 1920 until 1934 for tuberculosis 
of the sacro-iliac joint (48 patients), of the shoulder- 
joint (27), and of the knee (322). About a third of 
those with sacro-iliac disease died within 4} years 
of the onset; the remainder were alive and for the 
most part well. The results of sound conservative 
treatment appeared to be as good and as lasting as 
those in which a final arthrodesing operation was 
performed. Tuberculosis of the shoulder seemed to 


have a favourable outlook. It usually atfected 


young adults, and there was a long history of vague 
pain, treatment being seldom undertaken until an 
abscess appeared. The presence or absence of a 
sinus had an important bearing on the prognosis, 
whether the treatment was conservative or operative, 
Conservative treatment was advisable until the disease 
was healed, when an extra-articular arthrodesis 
was a useful stabilising procedure, Tuberculous 
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arthritis of the knee occurred in about 11 per cent. 
of all cases of bone and joint tuberculosis treated in 
the hospital. Primary synovial disease progressed 
to bone involvement in about 45 per cent. of cases 
and took on an average about three years to do so. 
The focal articular type had a high fatality-rate 
(22 per cent.), owing to subsequent lesions elsewhere. 
With most extra-articular lesions the prognosis was 
excellent. In tuberculosis of the knee lengthening of 
the affected limb was twice as common as shortening. 

Prof. E. W. HEY Groves (Bristol) described a 
combined. bed frame and splint for fractures of the 
lower limb. This consists of a portable tubular frame 
resembling a Bradford frame. To it is attached an 
adjustable back-rest and the mattress on it is parti- 
tioned to facilitate nursing: The object of the frame 
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is to allow traction to be applied to both lower extremi- 
ties with the patient in the sitting position. The trac- 
tion need not be disturbed fortransport, for radiography 
or for such operative procedures as the introduction 
of a Smith-Petersen nail into a fractured neck of femur. 

Mr. J. H. MAYER (London), speaking on the treat- 
ment of Colles’s fracture, said he thought that in 
as many as half the cases apparently successful 
reduction and adequate splintage is followed by 
recurrent displacement. He attributed this redis- 
placement to supination of the lower radial fragment, 
which was often not corrected during attempts at 
reduction. Forcible pronation of the distal fragment 
was an essential step in manipulative reduction, 
and should be maintained by including the wrist and 
elbow in plaster-of-paris. 


REVIEWS AND NOTICES OF BOOKS 


Carbon Monoxide Asphyxia 


By CEC K. DRINKER, professor of physiology and 
dean of the school of public health, Harvard 
University. London: Humphrey Milford, Oxford 
University Press. 1939. Pp. 276. 25s. 


Prof. Drinker has a reputation as a physiologist- 


for sound balanced writing, and this important 
monograph will undoubtedly enhance it. The book, 
profusely laden with statistics, concerns itself with 
the various medical aspects of exposure to carbon 
monoxide—physiology, biochemistry, symptomato- 
logy and pathology—and it also aims at wedding 
these with the industrial aspect. Such treatment 
provides an ideal forensic review for the medicolegal 
pathologist, the coroner, and the barrister in criminal 
and industrial practice. The interest of the book is 
enhanced by the personal observations and strictures 
of Drinker himself; his experience as physiologist in 
the Harvard school of public health and as scientific 
expert to the American Gas Association has provided 
him with unparalleled opportunities for acquiring 
first-hand knowledge, and as a result he can be not 
only exhaustive and authoritative but also critical— 
and always readable. Drinker’s personal contri- 
bution is completed by a section on analytical methods 
by Julius Sendrey and an extensive and modern 
bibliography. There is no other modern monograph 
on CO-poisoning, and for some time there will be no 
need for another. l 


A Textbook of Histology 

Functional Significance of Cells and Intercellular 

Substances. (2nd ed.) By E. V. COWDRY, professor 

of cytology in the school of medicine, Washington 

University, St. Louis. London: Henry Kimpton. 

1938. Pp. 600. 31s. 6d. 

As its secondary title suggests, this book contains 
much more than an account of the microscopic 
anatomy of various tissues and organs, After read- 
ing a few pages one ceases to consult a textbook or 
impersonal record of facts and slides into the com- 
panionship of a lively observer, indeed a master, 
willing to put his experience and reading at one’s 
disposal. He looks down the microscope with the 
eye of a physiologist and calls attention to appearances 
for which a functional meaning has already been 
worked out or for which a functional interpretation 
may be suggested. He makes no apology for this 
attitude. For example, he says (p. 471) of the cross 
striation pattern of the myofibrils of voluntary 
muscle, ‘‘ They have been studied in the most minute 
detail in the hope of discovering some logical explana- 
tion of the phenomena of contractility. . . . Purely 


morphological studies have come to an impasse. 
The tendency is now to concentrate on the experi- 
mental analysis of the chemical and physical properties 
of the fibres. Yet it is important at short notice to 
be able to correlate the newer findings with what is 
known of structure.” This paragraph will win the 
confidence of medical students. When they find on 
the next page a full account of the striation pattern, 
together with the recent results of micro-incineration 
studies, they will recognise with gratitude information 
clearly labelled “to be taken only when required.” 
The reference (p. 475) to the experimental work, as 
yet unconfirmed, which resulted in the transformation 
of the smooth muscle of the dog’s urinary bladder 
into striated muscle under the influencé of forced 
activity, gives a spur to the interest of all those 
who examine this tissue, whether their bias be 
morphological, biochemical or biophysical. The 
treatment of this subject of muscle striation is 

ical; a fine balance has been maintained through- 
out the book between the functional and morpho- 
logical aspects of histology. 

The plan is not to avoid controversial subjects 
but rather to seek them out and air them. Prof. 
Cowdry has succeeded in presenting the evidence 
fairly and has acknowledged the labours of leading - 
investigators. New techniques are described with 
references to original papers—for example, the cyclic 
functioning of the splenic venous sinuses as deter- 
mined by the translumination of the living organ 
(Knisely’s technique) is clearly set out both in text 
and figures. -The newcomer in the field is constantly 
made aware that the subject has need of his utmost 
service, The book acts as a canaliser of energy. 


Handbook of Ophthalmology 

(8rd ed.) By HUMPHREY NEAME, F.R.C.S., senior 

ophthalmic surgeon to University College Hospital ; 

surgeon to the Royal London (Moorfields) Oph- 
thalmic Hospital; and F. A. WILLIAMSON-NOBLE, 

F.R.C.S., assistant ophthalmic surgeon to St. Mary’s 

Hospital; ophthalmic surgeon to the National 

Hospital, Queen Square. London: J. and A. 

Churchill, 1939. Pp. 332. 13s. 6d. 

THE object of this book—to present the essential 
principles of ophthalmology—is achieved, These 
principles are illustrated in the descriptions of the 
common ocular disorders seen in daily practice, 
in the outpatient department and among medical 
inpatients in a general hospital. The pictures, many 
of which are in colour, show a number of external 
diseases and fundus disorders and are mostly admir- 
able. Fig. 153, a drawing of Greeves’s operation for 
ptosis, is, however, inaccurate ; the incisions are 
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incorrect in site, length, and number—there should 
be only one. In fig. 170, showing expression of the 
lens, pressure is being made at the wrong site on the 
cornea and the pupil is too small to facilitate delivery 
of the lens. A number of small alterations and 
additions have been made in the third edition. A 
section has been written on the principles and 
practical value of contact lenses, and the part played 
by vitamins in diseases of the eye has been described. 
Lieut.-Colonel Harold Williamson, I.M.S. (retd.), and 
Lieut.-Colonel E. W. O’G. Kirwan, I.M.S., have 
coéperated in modifying and enlarging the chapter 
on tropical ophthalmology. 

The book will continue to serve well the needs of 
general practitioners and students, 


Internal Medicine 
(8rd ed.) Edited by JoHN H. Musser, M.D., 
F.A.C.P., professor of medicine, Tulane University 
of Louisiana school of medicine. London: Henry 
` Kimpton. 1938. Pp. 1428. 46s. 


Tus third edition maintains the high standard 
usual in American clinical textbooks: it is a thorough, 
complete and highly finished production. Much has 
been rewritten and recent therapeutic advances, both 
chemical and surgical, have been included. The 
work makes no claim to the scope of an encyclopedia 
but the senior student or practitioner will rarely 
fail to find some mention of the most obscure condition. 
The contributors are authorities whose opinion counts 
and the value of each section is increased by brief 
historical notes and lists of references, mainly 
American, to amplify the text. The book provides 
a balanced survey of modern American views. 


Handbuch der Virusforschung . 

(Erste Hälfte). Edited by Prof. R. DOERR, Basel, 

and Prof. C. HALLAUER, Bern. (With the collabora- 

tion of Dr. F. M. Burnet, Dr. W. J. Elford, Dr. 

G. M. Findlay, Dr. M. Haitinger, Dr. M. Kaiser 

and Dr. W. M. Stanley.) Vienna: Julius Springer. 

1938. Pp. 546. RM.66. 

KNOWLEDGE of viruses and virus diseases advances 
so rapidly that books devoted to this subject may 
be in need of revision as soon as they appear, This 
one, however, is concerned only with the general 
aspects of virus research and its technical approach, 
and it is safe to predict that virus workers will consult 
it for some years to come. It begins with a historical 
introduction describing the investigations which led 
up to the conception of filtrable viruses and then 
proceeds to a consideration of the nature of these 
agents. Prof. Doerr has devoted much time and 
thought to this aspect of virus research, and those 
who have read his publications or heard him open 
the discussion on the subject at the International 
Congress of Microbiology held in London in 1937 
know how philosophic is his approach to it. Here 
he reviews all the available evidence and discusses 
its bearing on the nature of viruses with admirable 
balance and detachment. The description of the 
morphology of viruses begins with an essentially 
practical account by W. J. Elford of the methods 
available for the determination of the size of viruses : 
ultrafiltration, ultracentrifugation and ultraviolet- 
light photography. This article is concise and clear 
and is one of the most valuable parts of the book. 
M. Haitinger discusses fluorescence-microscopy, a 
recent addition to the technique of the microscopy 
of viruses, and M. Kaiser writes on methods of stain- 
ing. His account is comprehensive and in the main 
adequate, though some of the illustrations, in 
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particular that on p. 280 depicting psittacosis virus 
stained by Castaneda’s method, are not good; the 
description of this method of staining makes no 
mention of the modifications by which Castaneda’s 
original procedure has been improved. G. M. 
Findlay’s extensive knowledge of the subject makes 
his consideration of inclusion bodies and their 
relationship to viruses remarkably complete. His 
exclusion of the rickettsia from the virus group would 
not be generally accepted. When he speaks of 
“ saprophytic ” viruses living intracellularly he must 
surely mean parasitic but non-pathogenic viruses. 
C. Hallauer discusses the various methods of growing 
virus in conjunction with tissue fragments, while 
F. M. Burnet describes the technique of virus cultiva- 
tion on the chorio-allantoic membrane of the develop- 
ing hen’s egg and the application of this procedure 
to quantitative virus estimations and the study of 
immunological problems. Both articles are good, 
particularly the latter. W. M. Stanley writes on the 
biochemistry and biophysics of viruses. Those who 
contemplate applying to their investigations the 
methods which have resulted in the isolation of heavy 
virus proteins will find this section valuable, though 
to the biologist it seems that the conclusion that a 
certain virus is a heavy protein is sometimes based on 
insufficient evidence. In a table under the heading 
‘ molecular weight ” figures are given not only for 
all viruses but also for bacteria and even red blood- 
corpuscles; this is rather confusing. Stanley also 
says that the resistance of viruses to HgCl, marks 
them off from ordinary organisms or even bacterial 
spores, Since W. Bulloch has shown that some 
bacterial spores may be viable after 646 days’ exposure 
to 1 in 1000 HgCl, this statement is hardly justified. 
In general, however, Stanley’s section is very good, 
fully maintaining the high standard of the rest of 
the book, 


Surgery of the Ear 
Nelson Loose-leaf Series. Edited by SAMUEL J. 
KOoPETZKY, M.D., F.A.C.S., professor of otology, 
New York Polyclinic medical school and hospital, 
London: Thomas Nelson & Sons, 1938. Pp. 468. 603. 
THis book consists of a series of monographs by 
authorities all of whom, with the exception of Prof. G. 
Holmgren of Stockholm, hail from the United States, 
The editor claims with justice that the serious 
student of otological surgery will find little that will 
have to be skipped as obsolete, for the book gives 
detailed descriptions of the most recent opinions 
and technical procedures. In this respect the 
chapters on suppurative petrositis by Ralph Almour, 
on the surgery of facial paralysis by T. G. Tickle, ` 
and on surgical therapy in otosclerosis by Holmgren 
deserve special mention ; these supply full practical 
details by pioneers of surgical methods for conditions 
whose treatment has made great progress during the 
last few years. The editor contributes an informative 
preliminary chapter on the basic factors underlying 
otitic suppurations, which is an excellent essay in 
clinical pathology. W. E. Dandy describes the tech. 
nique of the operation for division of the auditory 
nerve in the treatment of Meniére’s disease, though 
he does not discuss other surgical methods such as 
injection of alcohol; apparently this chapter was 
written before the publication of the work of C. 8. 
Hallpike and H. Cairns, for Dandy says that, so far 
as he is aware, no cases of Meniére’s disease have been 
studied at necropsy. The illustrations are numerous 
and good, and each chapter has its bibliography. The 
work is of outstanding merit and will be indispensable 
to practising otologists, 
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THE PULMONARY EMBOLUS 


PULMONARY embolism is a possible complica- 
tion of any illness. It has attracted most atten- 
tion as a postoperative or puerperal accident, for 
as such it may kill patients who are expected to 
recover and have many years before them. In 
non-surgical cases it is accepted with greater 
equanimity, for few of its victims in this category 
are likely to recover useful health. Hence it is 
natural that the surgeon and obstetrician should 
be more concerned about embolism than the 
physician. But if more is to be learnt about it 
all its manifestations must be studied. Three 
basic facts may be recalled; they are familiar 
enough but seem to be conveniently forgotten 
from time to time. First, many cases of pul- 
monary embolism diagnosed with reasonable 
certainty recover spontaneously ; secondly, emboli 
are often found post mortem when death has 
been attributed to other causes; and thirdly, 
thrombosis often occurs without being followed 
by embolism. Nevertheless thrombosis is the 
necessary antecedent in every case and at present 
the main hope of reducing the mortality lies in 
preventing the thrombosis. Until this hope is 
realised the problem of treatment remains, and 
to solve it we need to know how often embolism 
kills, how it kills, and how far any methods in 
use prevent it from killing. 

Estimates of the incidence of pulmonary 
embolism differ—not only because of differences 
in material but also because it is sought with 
varying care. LERICHE and his collaborators 1 
found 225 fatal embolisms in 14,829 autopsies ; 
PILOHER* 731 in 36,145; and counting both 
fatal and non-fatal cases PILCHER found 130 
in 2861. Dr. BELT in our present issue reports 
that in making 3000 post-mortem examinations 
of unselected cases he has found evidence of 
pulmonary embolism in no less than 10 per cent. 
Such careful examination as BELT’s is essential 
for a reliable estimate of the true incidence of 
embolism apart from fatalities, and it could be of 
help in studying the effects of prophylaxis. To 
study them on the basis of fatalities alone is very 
difficult since they are infrequent and irregular 
in distribution. It may fall to the lot of any 
surgeon to work a year without a death from this 
cause and then meet with several in a few weeks. 

As to how embolism kills opinions again differ. 
Certain French authors maintain that death is 
due to reflexes set up by the embolus and that 
obstruction of the circulation through the lungs 


1. Leriche, R., Fontaine, R., and Friedmann, L., J. Chir., Paris, 
1937, 50, 737. 
2. Pilcher, R., Brit. J. Surg. 1937, 25, 42. 
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is not required. This view, which is ill supported 
by clinical experience, is mainly based on animal 
experiments suggesting that small emboli are a 
greater menace than large. BARDIN ? has stated 
that in human pulmonary embolism it is exceptional 
to find the embolus in the trunk or main branches 
of the artery, and if this were true it would support 
the parallel between the human and experimental 
embolisms. But Prof. PILCHER, who has investi- 
gated this point, records this week his finding that 
in most fatal cases the clot is in the trunk or main 
branches and there appears to be an insuperable 
obstruction to the circulation. LERICHE too found 
that in about two-thirds of the cases there was 
complete obstruction. Moreover PrcHER failed 
to find a single case in which the only apparent 
cause of death was a small embolus. This important 
difference in observation may be explained by 
BARDIN ’s view that large clots found in the trunk 
and main branches are formed in situ just before 
or after death and are not emboli; it probably 
depends on the criteria used in distinguishing 
between ante-mortem and post-mortem clots. But 
it may account for some of the fatalities attributed 
to small emboli. For instance in one described 
by Witmots and Morte ‘ death occurred in spite 
of prophylaxis and treatment according to the 
reflex theory ; a clot was found in a small branch 
but there is no note of the contents of the main 
artery. 

If there is an obstructive embolus it is hard to 
see how the injection of antispasmodic or sym- 
patheticomimetic drugs can do anything but delay 
death a little. Such delay will be of value only 
if one undertakes rational treatment—i.e., removal 
of the obstruction. The only means of removal 
at present is by the operation of embolectomy. 
PiucHER holds that the good lives lost are nearly 
all lost through obstructive emboli and these are 
the cases we are most concerned to save. The 
report by Ivor Lewis ë of his successful case, the 
first in this country and the twelfth in the world 
literature, should encourage others to persevere 
with this treatment until something better is 
found. OTERO and FERREIRA BERRUTI® report 
a case in which the embolus was found extending 
from the vena cava through the heart into the 
pulmonary artery and suggest that such a clot 
would be difficult to remove; technically the 
difficulty should not be insuperable, but the 
importance of this condition is shown by PILCHER’S 
finding 15 cases in which the clot was partly in the 
heart. While it seems clear that nothing short of 
operation can relieve a circulation which is 
mechanically obstructed, it remains true that 
death may take place in the absence of gross 
obstruction, and it is desirable to know what value 
nonoperative remedies have. For this purpose 
considerable experience is necessary and a know- 
ledge of the fatality-rate of the condition as a whole. 
All surgeons are familiar with recovery after 


. Bardin, P., L’embolie pulmonaire, Paris, 1937. 

. Wilmoth, P., and Motte, A., Pr. méd., March 1, 1939, p. 323. 

. Lewis, I., Lancet, May 6, 1939, p. 1037. 

. Otero, J. P., and Ferreira Berruti, P., Bol. Soc. Cirug. 
Montevideo, 1938, 9, 246 
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desperate symptoms, and little is known about the 
natural survival-rate. DENK’ and VoGEL ® using 
injections of Eupaverine have reported small 
series of cases—some successful, others not. But 
such reports, though interesting, justify no con- 
clusion about the value of this remedy. 


PLACENTAL INFARCTS AND TOX/EMIA 


A FEW months ago we drew attention to the 
work of BARTHOLOMEW and his colleagues of 
Atlanta, Georgia.? They emphasised a relation- 
ship between placental infarcts and toxemia of 
pregnancy, and in describing the ease with which 
infarcts may be overlooked they suggested an 
explanation why the relationship was not estab- 
lished long ago. From an examination of the 
placentas of patients whom he has never seen 
Dr. BARTHOLOMEW endeavours to deduce the 
clinical condition, and the degree of success he 
achieves entitles his claim to serious consideration. 
At the same time the correspondence between 
placental and clinical diagnosis is not perfect, and 
some rather less straightforward explanation than 
toxemia simply from the products of placental 
autolysis is probable. Later investigations by the 
same group of investigators,/° coupled with some 
older findings, while of great interest in themselves 
are made the foundation of a theory that we must 
regard with a certain amount of reserve. This is 
not because of doubt about the facts, but because 
the chain of evidence does not exclude alternative 
possibilities, and the longer the chain the greater 
its weakness. 

The lesions in the fotal placental vessels are 
similar to those found in experimental choles- 
terolemia, and investigation of 62 coloured 
adolescent primigravide, 24 of whom developed 
toxemia, showed that the average blood-cholesterol 
of the toxic group was somewhat higher than that 
of the non-toxic group; it is not clear from the 
plotted points whether or not this difference is 
statistically significant. The inverse relationship 
between blood-cholesterol and thyroid activity 
seems to hold good, and the correlation between 
basal metabolic rate (B.M.R.) in the third month 
and toxemia is suggestive. Not one case of 
toxemia was found in 12 members of the group 
whose B.M.R. was +10 or more; whereas nearly 
half the remamder, having a normal or subnormal 
B.M.R., developed toxemia. This failure of the 
thyroid to respond to the pregnant state is 
apparently related to age, none of the group being 
over eighteen years old. The sequence of events 
implied is: pregnancy during adolescence—inade- 
quate thyroid activity—increased blood-cholesterol 
—increased susceptibility of placental vessels to 
injury—infarction—autolysis—toxemia. Never- 
theless with the onset of symptoms the B.M.R. rose 
in the toxic group and continued to rise till the 
end of pregnancy, finishing much higher than in 
the non-toxic group; there was a concomitant 

7. Denk, W., Zbl. Chir. 1936, 63, 2. 
8. Vogel, A., Fortschr. Ther. 1938, 5, 245. 
9. Lance, Jan. 21, 1939, p. 156 


10. Colvin, E. D., and Bartholomew, R. A., Amer. J. Obstet. 
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fall in blood-cholesterol. This rise in B.M.R. 
which is strikingly shown in the published curves 


is attributed to absorption of autolytic products 


from the placental infarcts. Guanidine, which 
might result from the breakdown of arginine, an 
amino-acid of which the placenta contains an 
excessive amount, is favoured as the possible 
immediate cause of the toxic symptoms. It is 
also suggested as the cause of spasm of the retinal 
arteries, the degree of which follows closely the 
severity of the toxemia. The very high incidence 
of toxzsmia in the adolescent, the occurrence of 
placental infarcts, the change in B.M.R. from low 
to high, and the behaviour of the retinal arteries 
are of great interest, and the suggested relation 
between them may be correct. It is, however, 
scarcely necessary to point out that there is little 
evidence to support exclusively any given sequence 
of events. Dr. BaRTHOLOMEW’s insistence that if 
the toxsemia is the cause of the placental infarcts 
then infarction should be generalised is countered 
by an argument brought out in the discussion of 
one of his papers 4—namely, that the syncitium is 
very probably nourished from the maternal side 
and should therefore be unaffected by lesions of 
the foetal vessels. . Death of the fetus may be 
associated with survival of the placenta, and yet 
there may be no toxemia. The two arguments 
are equally valid in the present state of our know- 
ledge and therefore do not add to or detract from 
the factual findings. Doubtful points of this kind 
could be multiplied and raise the possibility of the 
facts being related in some other way than that 
suggested by Dr. BARTHOLOMEW. 


Another theory of toxemia, less securely based 
on evidence, has lately been put forward by Pacan 83 
and is noteworthy in this connexion because its 
starting-point is again the raised incidence of 
toxemia in a clinical group—namely, those 
developing hydatidiform mole. The sequence here 
is understood to be: “parasitic” action of 
placenta—necessity for enhanced blood-supply— 
secretion of pressor substance by placental tissue 
to increase maternal blood-pressure—improved 
blood-flow through uterus at the expense of 
secondary toxic symptoms and hypertension. To 
a uterus gravid for the first time, a normal placenta 
might present a problem similar to that of the 
rapidly growing mole, thus accounting for the 
increased incidence of toxemia in primigravide. 
The essence of the theory is a disproportion between 
placental growth and maternal blood-supply, 
however brought about. The rather fanciful (and, 
we imagine, diffident) analogy drawn between the 
placenta, “ the excretory organ of the fetus,” and 
the kidney is anchored to earth only by the slender 
thread of a pressor placental extract. Since the 
significance of the renal pressor substance is still 
sub judice, and since the presence of acetylcholine, 
a vasodilator, is still on the waiting-list of placental 
problems, the arguments are far from conclusive. 
On general grounds it cannot be denied that 
toxsemia is quite likely to be the result of abnormal 


—— 
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placental activity. Attempts to pin this down to 
something definite are therefore not open to 
criticism on the grounds of inherent improbability ; 
but they should be scrutinised carefully for their 
scientific validity. The chemical constitution of 
the placenta is different in many respects from that 
of other organs. 


THE VOICE OF NATURE 


“SYMPTOMS are universally available ; they are 
the voice of nature.” These words of Dr. JoHN 
Brown, the author of “ Rab and his Friends,” 
are quoted in a lecture in which Prof. Jonn RYLE ? 
asks for more careful study of the subjective 
phenomena of disease. With the aid of instruments 
and methods of precision, the extent of many 
morbid changes can be accurately measured. Not 
so symptoms ; yet their appearance often precedes 
that of signs and if they are intelligently studied 
and interpreted they may lead to earlier diagnosis. 

Although it is true that most of the attributes 
of a symptom cannot be measured, its temporal 
qualities at least can be assessed with some degree 
of accuracy. As an example Prof. RYLE speaks of 
angina of effort which lasts 2-5 minutes and dis- 
appears when the patient stands still. By contrast, 
the status anginosus of coronary occlusion may 
last for hours, or return in repeated storms during 
a period of hours or even days. Between the 
brief pain of early effort angina and the prolonged 
pain of cardiac infarction, one meets a pain of 
intermediate duration—perhaps a quarter of an 
hour—in people who have had angina for a long 
time. This is, moreover, induced more readily by 
effort and we may deduce from it that the vessels 
have grown narrower or more rigid, or that more 
of them are affected, so that the effects of 
myocardial anoxzemia are less easily corrected. 
Eventually angina may come on even when the 
patient is asleep, possibly through the influence of 
emotional dreams or possibly through the deficient 
oxygenation associated with shallow breathing. 
Thus in these cases the duration, the time-interval 
for development, the times of occurrence and (except 
in the very nervous) the frequency of attacks of 
pain are all significant. Again, the chief charac- 
teristic of the hunger pain usually associated with 
duodenal ulcer (but sometimes also with chole- 
cystitis, early pyloric carcinoma and certain 
nervous states) is that it disappears on taking food. 
If no food or medicine is taken it may last an hour 
or more but eventually passes off. In the same 
individual under constant living conditions the 
duration and food-pain interval are remarkably 
constant. Hunger pain is absent before breakfast 
but almost always develops before lunch and again 
between midnight and 2 A.m.—the longer interval 
after the last meal being attributable perhaps to 
the slowing of digestion during sleep. These time- 

relationships express a specific physiological dis- 
turbance which illustrates the natural gastric 
rhythm. When the pylorus narrows, the food-pain 
interval alters; the pain appears soon after the 
ingestion of food in response to the effort of the 
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stomach to overcome the obstruction. Prof. RYLE 
reminds us that pain in the right iliac fossa has 
many causes other than appendicitis. Some . 
patients describe their pain as continuous for 
hours on end and recurring day after day; others 
describe it as intermittent, occasional and transient. 
The point to be borne in mind is that neither 
description fits our conception of any known 
inflammatory pain. Both types of pain are common 
in nervous persons and, in both, abuse of purgatives 
may be a contributory cause. Proctalgia, a rectal 
spasm, is a more definite example of a neurosis, 
affecting the overworked and emotionally unstable. 
It usually occurs in the small hours, lasts but a few 
minutes, and is unrelated to fullness of the bowel 
or excess of flatus. Its time-behaviour distinguishes 
it at once from the pain of rectal carcinoma or 
anal fissure. Supra-orbital neuralgia, associated 
with frontal sinusitis, is likewise apt to recur at 
the same hour every day and migrainous headache 
tends to show a certain periodicity in any given 
case. 

These temporal qualities are of great diag- 
nostic importance and well repay the time and 


‘trouble required to elicit them. The same may 


be said of other symptoms besides pain. For 
instance, the duration, frequency and special 
time-incidence of recurrent loss of consciousness 
may be of real value in differential diagnosis. 
Fainting, unlike epilepsy, does not occur in bed 
at night. Epilepsy is the more likely of the two 
to return frequently and without the obvious 
relation to predisposing events which characterises 
fainting. Pyknolepsy is remarkable for the extreme 
frequency of the episodes, which may number 
fifty a day; it affects children before puberty and 
has a good prognosis. Prof. RYLE recalled a 
mnemonic informing the student that the hemi- 
plegia of embolism arrives in seconds, of apoplexy 
in seconds or minutes, of thrombosis in minutes 
or hours, of inflammation in days, weeks or months, 
and of tumours in weeks, months or years. Other 
fruits of temporal observation are that in the 
absence of pregnancy early-morning vomiting is 
almost always due to gastritis; that morning 
diarrhcea points to achlorhydric gastritis; that 
chronic diarrhcea with 16-20 stools a day suggests 
ulcerative colitis; and that whereas diurnal fre- 
quency of micturition is commonly of nervous 
origin, nocturia is likely to be caused by organic 
disease, either local or general. 


Mr. ALBERT Boyce Barrow, sometime senior 
Surgeon at King’s College and the Royal Free Hos. 
pitals, died on Monday as the result of a motoring 
accident. He was in his ninety-fifth year. 

Mr. FREDERICK SWINFORD EpWaRpDs, who died in 
London on Monday at the age of 86, joined the staff 
of St. Peter’s Hospital in 1881 and was also con- 
sulting surgeon to St. Mark’s and the West London. 
He had been president of the subsection of proctology, 
Royal Society of Medicine. 

We also regret to announce the death on May 29 of 
Dr. JEAN RENE PERDRAU, pathologist on the staff 
of the Medical Research Council and an authority 
on the virus of herpes. He died in Guy’s Hospital 
after a short illness. 
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ANNOTATIONS 


ORANGE JUICE FOR BREAST-FED BABIES 


SoME years ago Sir Frederic Still! scandalised 
many of his juniors in the pediatric world by 
asserting that orange juice was unnecessary for 
breast-fed babies ‘‘ under the conditions of feeding 
of the mothers which prevail in this country.” The 
younger physicians were inclined to dismiss this as 
the dictum of one out of touch with modern develop- 
ments, and they pointed to the fact that breast-fed 
babies could certainly suffer from deficiency diseases, 
of which, while scurvy was certainly a great rarity, 
rickets was not uncommon and iron-deficiency 
anemia fairly frequent. Still is, however, supported by 
Gyllensward ? of Stockholm, who maintained at the 
Northern Pediatric Congress at Oslo that fruit juice 
was not only unnecessary but might even be harmful. 
He gave alternate babies of a group a teaspoonful 
of orange juice daily from two months to four months 
of age and thereafter two teaspoonfuls daily, the 
others receiving only breast milk. An inadequate 
supply of breast milk, or any intercurrent affection 
apart from digestive upsets, led to the exclusion of 
the baby from the investigation, Failure to gain 
weight is said to be an early sign of vitamin-C 
deficiency, but there was no evidence that orange 
juice had any effect on the weight of these children. 
On the other hand, there was definite evidence that 
the babies receiving orange juice had more irregular 
and more frequent evacuation of the bowels, and 
their stools sometimes showed signs of faulty diges- 
tion. Similar investigations were made using lemon 
juice or tomato juice with similar results, tomato 
juice seeming to be the least easily digested. Some 
babies, too, developed various skin eruptions when 


they were having fruit juice. 


Gyllensward suggests 


that if child-welfare centres urge the use of orange 
juice the public may think that breast-milk is not a 
complete food. He has known babies who lost their 
taste for the breast when given fruit juice and he 
even alleges that fruit juice may be responsible for 


acute infections of the throat. 


He concludes that if 


any preventive treatment is required it should be 
directed towards making sure that the mother’s diet 
contains a sufficiency of vitamin C. Even this is not 
as simple as it sounds, for in the discussion that 
followed Gyllensward’s paper C. W. Herlitz estimated 
that in the worst cases of maternal undernutrition 
this would mean giving a lactating mother from 


four to six oranges daily. 


TREATMENT OF AGRANULOCYTOSIS 


AT a time when more and more cases of agranulo- 
cytosis are being reported, a study of their treat- 
ment and mortality is welcome, and it is supplied 
by Jackson and Tighe ® in a survey of some 390 cases 
recorded since 1933. They define carefully what is 
meant by agranulocytic angina, with its many 
synonyms, and exclude some cases diagnosed on 
insufficient data, The ætiology remains obscure, but 
it is generally agreed that amidopyrine and its 
congeners have been often responsible. In the 
absence of treatment the fatality-rate has been nearly 
80 per cent., with only a small reduction among those 
getting general hospital care or ‘‘ specific ” remedies 
in insufficient doses. Transfusions and X-ray treat- 


. Still, G. F., Lancet, 1933, 2, 1103. 
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ment seem to have been useless. In a few cases 
bone-marrow extract and “leucocyte cream >°’ have 
been given with results encouraging further trial. 
Other cases have been treated successfully with 
adenine sulphate. This material is a degradation 
product of pentose nucleotide which is known to 
raise the leucocyte count. According to Jackson and 
Tighe the mortality among cases treated with pentose 
nucleotide is only 35 per cent. and they regard this 
as the most promising direction of treatment. 


WELFARE OF THE BLIND 


BEFORE the passing of the first Blind Persons Act 
in 1920 the Government made no special provision 
for the care of the blind, who were left to the charity 
of present and past generations. The President of 
the Local Government Board appointed in December, 
1917, a committee to advise him in the necessary 
action and successive Ministers of Health have since 
kept this useful body in being. It represents all 


groups interested in the welfare of the blind, including 


representatives of local authorities and of the blind 
themselves, and for many years it has had the 
advantage of the sympathetic leadership of Lord 
Blanesburgh. Under the act of 1920 provision was 
made for grants from Government funds, and the 
old-age pension was given to blind people at 50 
instead of the normal 70 years. At the same time 
local authorities were nrade responsible for the welfare 
of blind persons in their areas, with wide powers. 
Fortunately many local authorities found already 
existing in their districts voluntary associations who 
had wide experience of this work. Even so, the new 
duties were not simple and in 1927 the advisory 
committee issued a practical handbook to be a guide 
in their application. The third edition, now published, 
has been rendered necessary by the passing of the 
Blind Persons Act, 1938. Three important changes 
are the lowering of the pension age from 50 to 40 
years, more generous consideration of the means 
of blind persons for the purposes of grants, and the 
complete divorce from the poor law of assistance to 
blind persons other than medical assistance or 
assistance in an institution. The advisory committee 
deal broadly with their subject, covering the definition 
and incidence of blindness, the development of 
services, classification and its limitations, the trainable 
blind, and the unemployable blind (some 80 per cent. 
of the total), social needs, organisation, and the 
prevention of blindness. Of all these, perhaps the 
last is the most important. The handbook brings 
out the steady reduction that has taken place in 
blindness due to ophthalmia neonatorum. In 1936 
there were in England and Wales only 10 blind 
children under one year of age and 196 between one 
and five years, of the total of 67,534 blind persons, 
many of whom, however, owed their blindness to 
this cause. But there are other known causes of 
blindness for which comparatively little is still done 
—for example, progressive myopia. For many years 
a committee of the Union of Counties Associations 
for the Blind have been collecting detailed information 
as to measures of prevention, and it is satisfactory 
that their useful work will not come to an end with 
the disappearance of the Union of Counties Associa- 
tions, for the Minister of Health has appointed a 
standing committee to carry it on, under the chair- 


1. Handbook on the Welfare of the blind. 3rd ed. 
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manship of Mr. P. M. Evans who was chairman of 
the union’s committee. The object of every worker, 
says the handbook, is to help the blind to lead a 
normal life, to recognise their limitations in a natural 
way, as a lame man recognises that he cannot run a 
race, to help them to mix with other blind people, 
but also with the sighted; to teach them to train 
themselves to do well the many things the blind 
are able to do well; and above all to help them not to 
think of themselves as ‘‘ blind in a blind world.” 


ANGINA PECTORIS AND XANTHOMATOSIS 


INVESTIGATIONS by Harbitz into the deposition of 
xanthomatous substances in the body have inspired 
a Norwegian physician, Carl Miller,! to make further 
inquiries, Having once begun to associate xanthoma- 

, tosis (in the form of xanthelasma of the skin and 
xanthoma tuberosum) with angina pectoris, he was 
soon impressed by the .familial character of this 
association; indeed including his first case of 
xanthoma tuberosum and angina pectoris observed 
in April, 1937, he has collected 79 cases of xanthoma- 


tosis, distributed over 17 families, in 69 of which . 


there were signs of heart disease and in 59 angina 
pectoris. Most of his patients were employed in 
business or professions, and there was not a single 
representative of the “ working classes,” ‘although 
much of Miiller’s practice is among them. The 
association of the two conditions is explained by 
saying that xanthomatous deposits are laid down in 
the coronary arteries and give rise to ischemia of the 
myocardium with resultant attacks of angina pectoris. 
In 5 of Miiller’s cases the deposits were held respon- 
sible for valvular disease of the heart, but patients 
may also show xanthomatosis without signs of heart 
disease. The two conditions may, he says, be found 
together at almost any age. 


THE INSANITY DEFENCE 


THE ordinary rules of procedure in criminal as well 
as in civil trials lay down that the evidence for the 
Crown or the plaintiff shall be heard first, and then 
the evidence for the defence. Exceptions are made 
where the judge considers them necessary, but that is 
the ordinary practice. Dr. L. A. Weatherly, that 
veteran and never-ageing expert in forensic psychiatry, 
urged before the Medico-Legal Society on May 25 
that a rule of procedure should be introduced laying 
down that, when insanity is pleaded as a defence to 
a criminal charge, the expert evidence called by the 
Crown to rebut that defence should be heard after 
the expert witnesses for the prisoner have spoken. 
Such a rule might be made by decision of the Court 
of Criminal Appeal, by the rule committee of the 
Supreme Court, or, of course, by Parliament. In 
support of his argument he recounted—without a 
single note—five cases in which he had been con- 
cerned at various times during this century. In 
four of them the procedure he proposed had been 
followed by direction of the judge. In two of them 
the Crown experts had refused to go into the box, 
so clearly was the defence of insanity made out ; and 
` in two others they agreed with the defence. In the 
fifth case the judge insisted on hearing the rebutting 
evidence first. The Crown expert said he could 
find no trace of insanity in the prisoner, and Dr, 
Weatherly, who followed for the defence, was laughed 
out of court. The prisoner was sentenced to death, 
but was reprieved and four days later was sent to 
Broadmoor, hopelessly insane, Shortly afterwards 
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the judge’s own brother, a doctor, became suddenly 
insane and died in an asylum. The judge sent for 
Dr. Weatherly and confessed that the insanity 
defence had always been to him like a red rag to a 
bull, but he now realised that he had sentenced many 
insane persons to death, and had been quite wrong 
in that particular case in allowing the medical witness 
for the Crown to go into the box before the evidence 
for the insanity defence had been heard. Dr. 
Weatherly’s point is that this arrangement should 
not be left to the discretion of the judge; and 
arising from that point he made another—namely, 
that the Medico-Legal Society should appoint a 
standing committee on legislation, to investigate 
cases in which it appears to them that the law should 
be altered or amplified, and to promote the necessary 
legislation. This certainly seems a possible function 
of a body which exists to reconcile the differences 
between law and medicine. Whether Dr. Weatherly’s 
example is a fitting one for the attention of such a 
committee is, as he recognised, debatable; for, as 
Judge W. G. Earengey pointed out in the discussioh, 
the rule he proposes has been very generally adopted. 
There is, however, scope for a considerable variety of 
medicolegal legislation. The society could render 
valuable assistance, for example, in such matters as 
the use and regulation of blood-tests in bastardy 
cases, the treatment of delinquency, and the reform 
of workmen’s compensation, 


TUBERCULIN TESTS IN CATTLE 


WHILE the tuberculin test in man and in cattle 
has a fundamental similarity in indicating sensitisa- — 
tion due to tuberculous infection, there are important 
differences between the two species both in the sphere 
of usefulness of the test and in the technique of its 
application. In man the chief use of tuberculin 
testing lies in the negative reaction: to exclude 
tuberculous disease in clinically suspect cases, and 
to identify young adults who are in contact with the 
disease but have still to acquire a sensitising first- 
infection (e.g., nurses and medical students). The 
positive reaction—except in infants and in adults 
known recently to have been negative—is of minor 
use, since it cannot satisfactorily distinguish tuber- 
culous infection which is progressive from that which 
is quiescent or healed. In cattle, on the other hand, 
infection and disease are more nearly synonymous, 
all naturally acquired tuberculous lesions being 
regarded as a potential source of danger whether 
accompanied by clinical evidence or not. Since the 
test in cattle can be made sufficiently sensitive for 
the positive reaction to detect, and the negative to ex- 
clude, tuberculous lesions with considerable accuracy, 
the two reactions are of equal value and the test has 
rightly become the sheet anchor in the eradication 
of bovine tuberculosis from herds. 

On the technical side the chief differences between 
herd and human testing are due to the much lower 
sensitivity of cattle. Although—as for man—the 
intracutaneous technique is the one generally 
employed in this country, a double test is widely 
used to enhance the reaction, the tuberculin being 
injected in undiluted form—a procedure that might 
produce severe local necrosis and a febrile response 
in a highly allergic human being, While this method 
on the whole gives satisfactory results in the field, 
a number of difficulties and discrepancies are associated 
with it. Among them may be mentioned the confus- 
ing non-specific reactions that are sometimes produced 
in the skin of normal animals with certain types of 
tuberculin, the desensitisation that may occur around 
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the site of an injection and possibly mislead when 
routine tests at short intervals are practised, and the 
alleged ‘“‘doping”’ of tuberculous animals by a 
previous injection of tuberculin in order to render a 
test negative. These and other anomalies have been 
investigated by Prof. J. B. Buxton, F.R.C.V.S., 
and Mr. R. E. Glover, F.R.C.V.S., under the auspices 
of the joint tuberculosis committee of the Medical 
Research Council and Agricultural Research Council, 
with the result that the position has been clarified.? 
The investigators decide in favour of an ammonium- 
sulphate precipitated synthetic medium tuberculin 
as providing a balance between adequate potency 
on the one hand and a minimum of anomalous 
reactions on the other, a view which is admittedly 
based upon comparative testing rather than on 
extensive post-mortem evidence. They find, further- 
more, that interference of one test with the next by 
local desensitisation of the skin can be avoided if 
due care is taken to choose sites sufficiently distant 
from one another, and they show also that it is very 
difficult to mask a reaction to the double intra- 
cutaneous test by any form of doping. 

This clarification is all to the good. What is now 
required is a general agreement upon the preparation 
and type of tuberculin for use in cattle, and upon the 
best method for standardising its potency. Besides 
the more usual synthetic medium tuberculins there 
are purified derivatives such as P.P.D., now familiar 
to those engaged in human testing, and knowledge 
of their value in veterinary work would be welcome. 
The lack of additional knowledge need not, however, 
_ hold up the advance of herd-testing, for in its absence 
it has been possible to reduce bovine tuberculosis 
in certain areas of the United States to. small 
proportions. l 


MARVELS AT THE ROYAL SOCIETY 


EVERY year the Royal Society stages an exhibition 
of wonders for the guests at its conversazione, and 
in the afternoon the exhibitors try to make clear the 
obscurities of their work to representatives of the 
press. This year the exhibition, held on May 24, 
had to face not only the local competition of the 
Royal Academy but the more remote counter- 
attractions of a fine-weather Derby. It was therefore 
fitting that the visitor should be greeted on arrival 
by good news—namely, that the bedbug, which has 
given as many sleepless nights to local authorities 
as to tenement-dwellers, is being simply and safely 
eradicated in Liverpool and elsewhere by a modifica- 
tion of the method described in THE LANCET two 
years ago (1937, 1, 530), using heavy naphtha. Mr. 
S. A. Ashmore, Mr. J. Macmillan and Mr. A. W. 
McKenny Hughes had borrowed a model gas-proof 
room from the A.R.P. authorities for their demon- 
stration. The naphtha is sprayed on light cotton 
screens hung on batons some 3 in. from the walls, 
and the resulting vapour is said to be lethal to the 
bedbug in 18-24 hours but harmless to man. Nearby 
the amplified drone of a fly’s wings could be heard 
varying with the changes that Mr. Gottfried Fraenkel 
and Mr. R. A. Davis made in its atmospheric pressure, 
Upstairs even the non-technical visitor could appre- 
ciate Capt. Guy Dollman’s complete set of armadillos ; 
the early daguerrotypes and talbotypes shown by 
Mr. George Gabb to celebrate the centenary of 
photography; the General Electric Company’s 
field emission electron microscope, in which the 
electrons shot off from a fine metal point at the 
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centre of an evacuated bulb form a highly magnified 
and characteristic pattern on the fluorescent walls 
of the bulb; the trade-secrets of ancient Peruvian 
potters as exposed radiographically by Mr. H. J. 
Plenderleith and Mr. A. Digby; and the National 
Physical Laboratory’s meteorological balloon which 
sends out a continuous record of temperature and 
pressure on its short-wave wireless transmitter. The 
exhibit of the biophysics laboratory of University 
College, London, came nearer the medical field, 
Here an electrical stimulus was applied at one end 
of a piece of frog’s nerve and the response was picked 
up at the other and shown as waves on a cathode- 
ray ‘oscillograph ; the rate of transmission of the 
impulse—and, when two stimuli were applied, the 
refractory period—were demonstrated clearly as 
distances on the screen. Dr. Adolf Schott showed 
an electrical ergograph he had designed for use with 
the gaseous exchange apparatus he exhibited last 
year. The subject drives: the rotor of a motor 
generator by hand, and the electrical equivalent of 
the work done is shown directly on a wattmeter, 
This should be helpful in determining exercise- 
tolerance both in health and disease. 


WOOD AND BONES 


ORTHOPEDIC surgery is akin to carpentry: both 
crafts share many of the same tools and they differ 
mainly in the materials they use. Or rather one 
should perhaps say that they used to differ, for there 
is a recent report from Rumania of the introduction 
of wood into orthopedic surgery. Theodorescu? 
came upon the idea by chance. He was consulted 
by a patient who complained that for several months 
she had had a painful lump in her leg at the site of 
an old injury. When this was incised a splinter of 
wood more than three inches long was found buried 
deep in the leg: it had been there nearly five years 
without causing symptoms, and there was hardly any 
reaction in the surrounding tissues, which seemed to 
have treated it with a “tolerance almost amounting 
to indifference.” Theodorescu decided to utilise this 
property of wood in the internal splinting of broken 
bones. After experimenting on dogs he applied the 
method in six human patients with fractures, and was 
successful in all of them. In most of the cases he 
fashioned a batten of wood which he used as an intra- 
medullary peg. He deliberately used a peg of oblong 
cross-section so as not to block the marrow cavity. 
Before operation the wood (preferably oak or acacia) 
is roughly shaped, and sterilised in an autoclave, 
which allows it to retain its valuable property of 
absorbing moisture from the tissues in which it is 
placed, thus causing it to expand slightly and so to 
fit more tightly in the bone ; boiled wood loses this 
property. So far from having trouble with infection, 
Theodorescu believes that the natural juices of the 
wood are actually antiseptic, an opinion based on his 
observations in a case of compound fracture. 

Two almost identical cases of fracture of both 
bones of the forearm provided an excellent opportunity 
for controlled experiment: in tle first case the radius 
was mended with wood and the ulna without internal - 
splinting, while in the second case the converse was 
done, and in neither did the foreign substance modify 
in any way the formation of new bone. But if 
Theodorescu shows a pretty appreciation of the value 
of controlled experiment, he does not appear to give 
due weight to the importance of time. When he wrote 
his report only two months had elapsed since the 
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operation on his most recent case, and his first case 
had been done only six months earlier. His last 
note on the case with a compound fracture states 
that “ 35 days after operation the skin wound is 
almost completely healed.” If the lady with the 
splinter in her leg began to have trouble from it after 
nearly five years, is it safe to say after only eight 
months that these fracture cases with big splinters 
buried in their bones are yet, so to speak, out of the 
wood? Time will show. 


THE AMERICAN SUBMARINE DISASTER 


ON May 23 the U.S. submarine Squalus sank in 
240 ft. of water off the coast of New Hampshire 
with about 60 men on board. Three methods were 
available for saving the lives of the crew. The captain 
suggested an attempt to blow out the water with 
compressed air and so to raise the submarine to the 
surface ; but this suggestion was vetoed for technical 
* reasons by the naval experts. . The ship was equipped 
with the “ Monsen escape lung,” which is similar 
in principle to the Davis escape apparatus used in 
British submarines. 
resort, however, either because of the partial flooding 
of the ship, or because of the danger of using it at 
so great a depth. It may be of interest to discuss 
the latter danger. 

One of the most serious ake that deep-sea divers 
face is the accident known as “squeeze.” As we 
recently pointed out,! a descent of only two feet 
increases the total pressure on the diver’s body by 
about a ton. The diver is normally encased in an 
incompressible helmet and a compressible suit. 
Compressed air within this suit keeps the pressure 
within equal to the pressure without. If this increased 
pressure fails, air is squeezed from the compressible 
suit into the incompressible helmet and in extreme 
cases the man himself may be moulded into his 
own head-piece. This happens, however, because 
of the incompressibility of the helmet. Native divers, 
using no diving suit, are said to have descended to 
immense depths without harm. Indeed it is difficult 
to see why any harm should be done directly by 
water pressure. The tissues of the body, with the 
exception of the bones, behave in this respect as 
liquids; and pressure, as Haldane has shown ? is 
transmitted instantly, equally, and undiminished 
in all directions through liquids. The body is there- 
fore no more likely to be squashed than is a volume of 
water. Moreover it should be remembered that the 
internal pressure of water has been calculated as 
being thousands of atmospheres, and it is therefore 
unlikely that tissues composed largely of water would 
be seriously inconvenienced by being subjected to 
some seven additional atmospheres. Since the time of 
Paul Bert? it has been realised that the dangers to 
which divers are subjected, apart from ‘‘ squeeze ” 
and minor inconveniences due to closed eustachian 
tubes, are the results of respiratory disorder and not 
of mechanical pressure. If the oxygen pressure in 
the respired air were continuously adjusted a human 
being could undergo with impunity immense changes 
in the external fluid pressure. On this fact the 
efficiency of the Davis apparatus partly depends. 
The apparatus has only been tested once on a large 
scale, in the wreck of the British submarine Poseidon. 
It then worked exactly according to plan, the only 
fatality being due not to any fault in the apparatus 
but to the failure of its wearer to breathe freely during 
his ascent. 

1. Lancet, Feb. ao 1939, 400. 
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water. 


This was regarded as a last 


[JUNE 3, 1939 1277 


The third method available to the imprisoned 
crew of the Squalus was the one adopted—the use 
of a diving bell of new design. This is a cylinder 
enclosed in a bell. In the bell is a diver whose duty 
it is to fix the rubber rim of the inner cylinder over 
the hatch of the submarine, with which it makes an 
airtight joint. Within the cylinder are two compart- 
ments, one above the other. The upper one, which 
has hitherto been closed, contains. air, the lower one 
After union has been made with the sub- 
marine, the water is expelled from the lower chamber, 
the hatches are opened and the men climb through 
into the upper chamber. Both hatches are then 
closed and the bell is hauled to the surface. Except 
for a temporary hitch on its third journey, the bell 
worked well. Its advantage appears to be that nine 
men can be carried at once, but it has several dis- 
advantages. The exact scene of the disaster must 
be known, the bell must be brought to the spot, and 
proper connexion made to the submarine—a task 
which cannot always be easy. It is hardly likely that 
any such device can replace the individual escape 
apparatus of Sir Robert Davis, which is always at 
hand and needs no assistance from without in bring- 
ing the men to the surface. 


TECHNICAL REQUIREMENTS OF 
~ PASTEURISATION 


WHEN the rules are closely followed pasteurisation 
destroys tubercle bacilli and other pathogenic organ- 
isms which may be present in raw milk, while it does 
not modify its nutritive qualities in any material 
way. This dictum is based on so large a body of 
scientific experiment as to be accepted by all unbiased 
observers. The need for pasteurisation is equally 
admitted by experts and discussion now centres 
round the technical problem of the best method for 
its performance and for ensuring its success. At 
present the only method officially recognised is what 
is called the “holder” process in which the milk is 
raised to a temperature not below 145° F. and not 
above 150° and held there for not less than 30 minutes. 
This method is efficient and gives a considerable 
margin of safety ; much of the milk consumed in this 
country is so treated. As a technical process and from 
the trade standpoint it has certain drawbacks, such 
as the cost of installation (for the larger plants), the 
space occupied in the dairy, and in particular the 
outlay of time. From the strictly trade aspect 
therefore it is always kept in mind that the official 
holder process is not of necessity the last word and 
that other methods of pasteurisation may be devised 
which are equally safe and reliable. Indeed on the 
Continent methods involving different time and 
temperature factors are extensively used and accepted 
as satisfactory. Taking as the yardstick of efficiency 
the tubercle bacillus, the most resistant organism 
likely to be present, we must remember that its 
destruction by heat is a factor of time and tempera- 
ture: the higher the temperature the shorter is the 
period of exposure to ensure destruction. Theoretic- 
ally higher temperatures for shorter periods are 
equally “efficient, the chief drawback of the shorter 
exposure being the difficulty of effective control. This 
question of efficiency and adequate control for shorter 
exposures is now being tested in a number of labora- 
tories. A recent paper! by Mattick and Hiscox 
from the National Institute for Research in Dairying, 
University of Reading, brings out well some of the 
essential points. Their experiments, made with 
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several plants under commercial conditions, show 
that 162° F. for 15 seconds is efficient as judged by 
the destruction of tubercle bacilli, offers a good margin 
of safety and does not damage the cream line (a point 
of interest to the trade). The phosphatase test, 
which has proved reliable for the control of pasteurisa- 
tion with the holder method as officially defined, 
appears to be equally efficient when pasteurisation is 
carried out for a shorter time at a higher temperature. 
It is satisfactory to learn that this valuable test is 
available for the whole of the time-temperature range. 
The authors agree that high-temperature short-time 
pasteurisation requires rather more control than does 
the official requirement but they consider that effec- 
tive control is possible. They do not go further now 
than to suggest that there is a case for considering 
the shortened process as an alternative to the holder 
process, but they do advocate that it should be 
permitted now for the pasteurisation of by-products 
—skim milk, whey, &c.—as required under the 
Tuberculosis (Affected Herds) Scheme, 1938. While 
at present there may be insufficient data available to 
justify any modification of official practice for milk 
intended for human consumption, it is proper that 
other methods should be submitted to detailed 
scientific study in the hope that a process may be 
found that is not only safe but convenient for the 
trade and easy to control effectively. _ i 


ASPIRIN AS A POISON 


PERHAPS no drug is so well known to the public 
as aspirin, for it is advertised everywhere and under 
many names as a panacea for many ills. Its vehicle 
is often the hospitality which provides it for the 
friend’s headache, in the spirit that ‘‘ even if it doesn’t 
do you any good, it can’t do you any harm.” It is 
only occasionally that we have a reminder that 
aspirin, acetylsalicylic acid, is a remedy that can be 
abused to the danger-point or even employed for self- 
destruction. In 1935 Dyke ! recorded a case in which 
some 435 grains gave rise to toxemia involving the 
hepatic, renal and nervous systems; recovery 
followed repeated lumbar punctures, a procedure 
which has been found useful in barbiturate poisoning. 
Several suicides by means of aspirin have lately 
been mentioned in the press, and in a case coming 
before the coroner at Epsom, Dr. Eric Gardner, in 
reporting the recovery of 60 grains from the body, 
said that this amount might well be fatal. The lethal 
dose varies widely from person to person, and though 
aspirin is astonishingly safe compared with most 
other effective drugs there is certainly room for 
greater discretion in the use of one that is so often 
taken in substantial quantities without good reason. 


ANAESTHETICS IN WAR-TIME 


In deciding in advance what would be the anæs- 
thetic methods of choice in another war we can 
fortunately draw on a good deal of experience from 
the last. We have learned, for example, the danger 
of spinal analgesia in patients who are already shocked, 
and the advantages of non-toxic inhaled anzsthetics. 
There are now, however, agents at our disposal 
which were not available in 1918, and the use that 
can be made of them was well outlined at the Inter- 


national Congress of Military Medicine at Washington. 


a week or two ago. The methods of anesthesia for 
war surgery must naturally vary according to whether 
the medico-military establishment is in the forward 
or the rear zone. Far enough in the rear the principles 
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established for civil surgery can be followed. In the 
forward zones it is a different matter. Here no major 
surgery is carried out, yet there is ample need for 
anzsthesia for those who have to be made fit to go 
safely on towards the base. The anesthesia needed 
is usually brief, and the means for procuring it must 
be simple and portable. Gas machines, for example, 
have no place in this type of surgery, whereas the 
rapidly acting barbiturates given by intravenous 
injection might well be of the highest service. Though 
some authorities think that any anesthetic beyond 
ether and perhaps nitrous oxide is a refinement 
unsuitable for war-time conditions, others believe 
that such agents as hypodermic injections of morphia 
are also often needed. Sodium amytal can be used 
with great benefit to patients seriously wounded who 
have to undergo further transport, and patients 
so treated are more likely to survive exposure and 
delay. As far as the doctor’s convenience goes, the 
apparatus required for intravenous anesthesia can be 
carried in a small case strapped on the back. 


STUDENTS AND MILITARY SERVICE 


THE Government has recognised that calling-up for 
military training of men between the ages of 20 and 21 
years would prejudice the future prospects of students 
more severely than those of other men. At the end 
of last week the Minister of Labour announced that 
undergraduates now at universities or university 
colleges will be allowed to postpone their training 
until the end of their approved course of studies. 
When he registers next Saturday the student will 
apply for a form to be filled in with a certified state- 
ment that he is a full-time member of a university, 
giving the date at which his course is due to 
terminate. The same applies also to students who 
are entering next October. It is understood that 
these arrangements will also apply to medical and 
dental students, whether or not they are members 
of universities, and it'may be presumed that in their 
case the approved course of study terminates when 
they qualify. What form of military training will 
then be required has not yet been announced. One 
of the few subjects on which medical educationists 
agree is that anatomical and physiological studies . 
must somehow be brought into far closer relation 
with clinical work; and a six months’ holiday on 
military service between the laboratory and hospital 
stages of the curriculum would clearly have been an 
educational disaster. From the narrower angle of 
national service it is hard to see how six months’ 
postponement of qualification could have been 
justified on the ground of national emergency ; for 
in any really acute emergency these students would 
have been prevented from leaving their medical 
schools till they had qualified. The time for military 
training is immediately after qualification and not 
before. 


Dr, T. R: FORSYTHE, deputy medical superintendent 
of the Kent County Mental Hospital, Maidstone, has 
been appointed a commissioner of the Board of 
Control, in succession to Dr. A. E. Evans, who has 
been appointed a Chancery visitor. 


On June 13 at 3 P.m., at the London School of 
Hygiene, Sir EDWARD MELLANBY, F.R.S., will deliver 
the Stephen Paget lecture at the annual general 
meeting of the Research Defence Society. He will 
speak on the experimental method in the conquest 
of disease, 
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SPECIAL ARTICLES 


THE BIRTH-RATE AND PRESENT-DAY 
DIFFICULTIES * 


By Viscount Dawson OF PENN, F.R.C.P. 


I may plead a certain justification for speaking at 
Welwyn Garden City; firstly because I have been 
for many years interested, perhaps even concerned, 
in the problem we are discussing, and secondly 
because your distinguished founder consulted me, 
during your prenatal existence about the year 1920-21, 
on the best lay-out for the provision of health and 
education in a new community having regard to the 
trends of progress rather than the forms of established 
custom. Beyond the pleasure it is to me to visit 
you in your young and vigorous maturity, this is a 
good platform on which to discuss certain problems 
of population which unless they are boldly faced 
may place our country in jeopardy. 


‘REPRODUCTION-RATES 


To come to close quarters with my subject, let me 
invite your attention to two charts for which I am 
indebted to Mr. D. V. Glass of the London School of 
Economics. The gross reproduction-rate is the 
average number of girl babies—potential mothers— 
born to a woman throughout childbearing age. If 
we allow for some of these girls not surviving through- 
out childbearing age, we have the net reproduction- 
rate. The net reproduction-rate reached its peak in 
1881—viz., 1-5—that is, 100 women produced during 
childbearing age 150 future mothers. Thenceforward 
the net reproduction-rate fell ; at the commencement 
of this century it was 1-25, by 1925 it was below unity ; 
by 1933 it had fallen to 0-76—in other words, 100 
mothers were only producing 76 future mothers—a 
grave decline; replenishment of the nation was 
failing. Many would reply: ‘‘Our population is 
still increasing in numbers.” But what is the quality 
of that population? Examination of chart II will 
tell us. Records to the left of the perpendicular line 
are actual, those to the right of that line are what 
the records will be in the future if the present trend 
continues. In 1880 those under twenty were 46 per 
cent. of the population.; whereas those over sixty 
were 7:5 per cent. of the population; note how 
continuously the younger people have diminished 
and the older increased ; note how dangerously the 
curves of the young and old are approaching each 
other. Thus the proportion of youth to age was, 
in 1880, 6 to 1 (and no doubt both the birth-rate and 
death-rate were then too high); in 1931 the propor- 
tion was 3 to 1, whereas in 1940 it will only be 2 to 1, 
and with continuation of the present trend youth 
and age will by 1962 have reached equality of 
numbers; not enough new lives to reinvigorate the 
nation—not enough steam to make the wheels of 
community-life go round. Given existing trends, 
what a prospect—vigour, adventure, love and laughter 
beginning to fade! 

This thing has not happened, but it threatens; 
the decline of the school population is a portent. Here 
is a strong call to intelligent anticipation. To remedy 
it does not mean return to the high fertility of 
Victorian days; such would neither be possible nor 
desirable, for be it remembered that the high birth- 
rate of that wonderful age was only rendered possible 
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by the coexistence of a high infant death-rate, which 
we pride ourselves on having reduced from 160 to 
53 per 1000. No; a moderate increase of births would 
serve the purpose provided at the same time we 
plan for quality of race. But quality requires an 
adequate turnover. 

The net reproduction-rate should be above 1— 
indicating that 100 mothers should produce rather 
more than 100 future mothers—that is, replace them- 
selves and a bit over. Then we men must not be 
allowed to perish; and there are the unavoidably 
childless marriages, the women who do not marry, 
the parents with only one child—‘‘single child 
sterility.” Making these allowances I put it forward 
that a family of four, wisely spaced, is a good family, 
that wherever possible no family should be less than ` 
three. 

This statement is based on the interests of racial 
survival and strength. But surely it is equally sound 
from the point of view of the family. The completion 
of the maternal cycle at suitable intervals, conception, 
gestation, parturition, lactation and. the activities. 
of the glands which control them, make for preserva- 
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Fie. 1—Reproduction-rates for England and Wales 
(1851-1937). The upper curve shows the average 
number of girl babies, and the lower curve the average 
number of future mothers, born to each woman during 
her child-bearing life. 


tion of beauty of body and mind. Children make the 
home, and keep their parents young, while educating 
each other. On the other hand the woman who 
intentionally ends her maternity with one child is 
contracting, to her hurt, the kingdom her body and 
mind were meant to possess, and often learns her 
mistake too late. Moreover the home of the only 
child is only too apt to be clouded with anxieties over 
health and is little suited to successful upbringing. 


BIRTH-CONTROL 

Next to consider the causes of declining reproduc- 
tion. The dominant cause is birth-control. I suggest 
to you that no thinking person would wish to return 
to the conditions of the last century even if it were 
possible to do so. No doubt large families served well 
that day and generation, but their proportion of 
6 to 1 as between under twenty and over sixty was 
too high and was obtained by the operation of high 
death-rates. Indeed their uncontrol of the birth-rate 
was only possible with a high infant death-rate, 
which was then about 160 per 1000, as against 53 
last year. Once the fall of the infant death-rate 
became progressive, the fall of the birth-rate had 
to follow. It is one thing to have, say, 9 births and 
of these 4 deaths (that is, 5 children to rear) and 
another to have 9 births and 1 death (that is, 8 


children to rear). 


~ intentions, 
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It is here useful to reflect that birth-control came 
into being as the result of social forces, not of evil 
It got a strong hold in Catholic France 
as far back as 1840 owing to the operation of laws of 
inheritance. Birth-control exists in all civilised 
countries and is necessary and inevitable, The mistake 
of today is its extension towards the point of sup- 
pression—a mistake which operates not only against 
the interests of the race but in the long view against 
the happiness of the individual. In the first few years 
of married life the childless couple may have a good 
time, but thereafter there lies before them a vista of 
increasing unfulfilment. 

It is however well to point out that. there is a 
group—how large we do not know—of childless 
marriages due to failure of fecundity, in one or both 
partners. Failure to conceive should never be allowed 
.to extend 
beyond a 
year with- 
out resort 
by both 
parties to 
medical] 
advice, 
for the 
science of 
reproduc- 
tion is ex- 

tending 
its bound- 
aries. 

The fact 
however 
remains 

S that the 
28 dominat- 
ing cause 
of this 
popu- 
lation 
shrinkage 
is due to 
birth- 
control. People think that because the population 
is still increasing all is well—forgetting to ask, ‘‘ popu- 
lated ‘with what?” If once they realise that a 
population depends on its quality and worth, that if 
a nation is to live and be strong it must go on being 
born again by the steady reinforcement of new lives, 
they will see the necessity of adequate parenthood ; 
and should they fail to contribute their share, the 
ageing part of the population will increase, pensioners 
will overtake producers, and the last state of 
unemployment will be worse than the first. 
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Fig. 2—Age-composition of the popula- 
tion of England and Wales, assuming 
that fertility falls until 1960 and mor- 
tality until 1970, giving a net reproduc- 
tion-rate of 0°566 from 1970 onwards. 


QUALITY OF THE CITIZEN 


Side by side with adequate though controlled 
parenthood there must be a planning for high quality 
in the rearing of offspring, for Britain requires, even 
more than heretofore, capacity and fibre in its 
oncoming people. It is abundantly clear that the 
cost of rearmament will require a contracture of 
expenditure on projects of social betterment. Would 
it not be wise to consider here and now what purposes 
should have priority of claim on the public purse ? 
Surely a leading purpose is the building up of the 
best individual citizens and enough of them; for 
without this all else will be naught. 

And so to my next submission that reproduction 
is no longer the exclusive responsibility of parents 
but one in which the state has a share. England’s 
polity has long been evolving on these lines—maternity 
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services, free education, school meals—why not a 
more complete comprehension ? 

Prof, A. W. Carr-Saunders has stated the case with 
clarity and force. Before birth-control ‘‘ children 
were a forced levy,” an inevitable accompaniment 
of fertile partnership; but with birth-control the 
community relies for its revenue of children on 
voluntary contributions. Should otherwise willing 
parents be penalised by financial struggle? Should 
not the state assist those of limited means who play 
their part in this essential service, by contributing 
to the attainment of effective nurture? On the 
ways and means of securing these vital purposes 
committees are making inquiry under the leadership 
of Prof. Carr-Saunders and what follows are but 
suggestions. 

Grants might take the form of weekly allowances 
(in money or, perhaps better, tickets) progressing 
with each child up to a certain maximum in order 
to help maintenance, and above all the securing of 
good feeding. Beyond this, housing accommodation 
suitable for young families, with easy access to the 
outer air and to nurseries and creches, should be 
available and at a rent within the means of the 
parents. Such measures would link up with the 
various schemes for physical education and recreation, 
playing-fields, camps, scouts and guides which are 
gathering together their efforts to secure national 
fitness and welfare. 

And the reward would be citizens vigorous and 
happy and worthy to inherit this great country, 


BARBITURATES BY POST 


‘On May 25, at the instance of the Pharma.. 
ceutical Society of Ireland, the firm of J. Redfern 
Ltd. was prosecuted and fined £2 in the Dublin 
district court for selling phenobarbitone, included 
in a preparation called Renesol, in a container not 
distinctly labelled with the name of the drug. It 
was alleged that the defendants, a limited company 
registered in England with a nominal capital of £100, 
used its Dublin offices for sending to England by 
post as a cure for epilepsy this drug, the sale of which 
without a medical prescription is illegal in England. 
Since the sale of barbiturates is not restricted in 
Eire to doctors’ prescriptions, the Eire authoritie 
cannot stop the practice of sending these drugs by 
post to England ; they can only take steps to enforce 
the proper labelling of the drugs. Evidence was 
given that only 3 per cent. of the business was done 
with customers in Ireland, most of it being done with 
customers in England ; that the sheet of instructions 
sent out with the drug said that the capsules contained 
no habit-forming drug; and that some of the 
accompanying printed matter prescribed three 
capsules a day, whereas the officially recommended 
maximum was the amount contained in two capsules. 
Unless a means is found of putting a stop to this 
practice, there is danger that it will become extensive, 
and that Eire will be used as a base of operations by 
suppliers of banned drugs to addicts in Great Britain. 
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TRANSFUSION OF STORED BLOOD.—The health 
commissariat of the U.S.S.R. announces a competition 
for an apparatus for storing and transfusing blood; 
it must hold 500 c.em., its construction must 
simple, and it must be strong and easily transported, and 
allow of rapid heating. The competition is open w 
Nov. 1, 1939, and Prof. S. I. Spasokukotsky will presido 
over the committee of award. 


THE LANCET] 


GENERAL MEDICAL COUNCIL 


[JUNE 3, 1939 1281 


GENERAL MEDICAL COUNCIL 


SUMMER SESSION, MAY 23-26, 1939 
(Concluded from p. 1229) 


Penal Cases reported by the Dental Board 


THE council ordered the erasure from the Dentists 
Register of the names of John Forbes McDonald 
Connar, registered as of 33, Templemore Avenue, 
Belfast, ‘“ Dentists Act, 1921,” and Arthur Groom, 
registered as of 83, Antrim Road, Belfast, ‘‘ Dentists 
Act, 1921.” The board had found that Groom, 
although he had been declared by the Ministry of 
Labour for Northern Ireland as unsuitable for service 
in connexion with dental benefit, had done work on 


- insured patients and that Connar had signed certi- 


> 


ficates and drawn money as though he himself had 
done the work. 


RESTORATIONS TO DENTISTS REGISTER 


After deliberation in camera the President 
announced that the names of Thomas Gordon and 
Albert Charles Hellyer Taylor had been restored to 
the register. 


Charges against Medical Practitioners 
= DRUNKENNESS AND MOTORING OFFENCES 


A number of practitioners appeared before the 
council in consequence of conviction for offences 
involving drunkenness, In five of these cases judg- 
ment had been postponed from previous. sessions ; 
the council heard the evidence which the practitioners 
brought that their conduct had been satisfactory 
in the interval, and their assurances for the future, 
and decided not to order their names to be erased 
from the register. In the remainder of the cases the 
council postponed judgment until the next summer 
session, 


UNLAWFUL IMPRISONMENT OF A MENTAL PATIENT 


Abramo Litvak, registered as of Yonah Hanavi 
Street, 13, Tel-Aviv, Palestine, M.D. U. Bologna, 1918, 
appeared before the council on a charge of having 
between March and July, 1935, without authority 
detained a girl named Haya Ida Rubin in a locked 
room and a locked chicken-house, and provided 
those places to conceal her, for which he was 
sentenced by the district court of Jaffa to 
twelve months’ imprisonment, which was reduced 
on appeal to the supreme court of Palestine to 
six months’ imprisonment. It was further alleged 
in the charge that Haya Ida Rubin was a person 
of unsound mind and a patient of respondent. He 
was accompanied by Mr. Neil Lawson, counsel, 
instructed by Messrs. G. Mervyn Heap and Co., 
solicitors, 

Mr. Stephen .S. Howard, counsel, instructed by 
Messrs, Waterhouse and Co., solicitors, laid the facts 
before the council. He said that Dr. Litvak had 
practised in Tel-Aviv as a specialist in nerve com- 
plaints, and had been consulted by a Mrs. Goldberg 
about the girl Haya Rubin, whose parents had 
recently died and left her about £1200. He had 
taken the girl as a patient into a place he had called 
his clinic, on the ground floor of a building of which 
the middle floor contained living rooms and the top 
floor a. pension kept by his wife. She lived in the 
pension, and Mrs, Goldberg paid £1 a day on her 
behalf, which had been reduced to £18 a month. 
Mrs. Goldberg had been prevented from seeing the 
girl, who had been taken to an orange grove at 


Raanana, about an hour away, and locked up in a 
shed with an iron roof and a concrete floor containing 
a filthy iron bed and no sanitary or washing facilities, 
The only person in charge of her had been an old 
man of eighty, Dr. Litvak’s wife’s father, but on one 
occasion Dr, Litvak had taken food to her himself, 
Evidence had been given in Palestine that a man 
had paid £300 to Miss Rubin in August, 1933, and 
that she had immediately handed the money over to 
the respondent, who had been present at the time. 
Dr. Litvak, in evidence, said he had practised as a 
specialist in mental diseases in Palestine since 1929. 
He had been consulted in the case of Haya Rubin, 
who had been suffering either from dementia præcox or 
from functional disorder. He had decided to remove 
her from her relatives and keep her under observa- 
tion. After a time she had recovered sufficiently to 
live in his wife’s boarding-house, and he did not 
then treat her any more. He had nothing to do 
with the boarding-house, and knew nothing about 
the financial arrangements made between Mrs. 
Goldberg and his wife. The girl had refused to go 
back to her relatives. Proceedings taken. by Mrs. 
Goldberg to have the girl declared insane had failed. 
In 1935 his wife had sold the boarding-house, and he 
and his wife had purchased an orange-grove with 
æ house at Raanana, about an hour from Tel-Aviv. 
He had been very busy with his practice and had 
only paid occasional visits to look at the orange- 
grove, staying perhaps a quarter of an hour. He had 
seen the girl in the garden on two or three of those 
occasions, and she had passed the time of day with 
him. She had never complained of not being well. 
He had never seen her in the chicken-house. Until 
the police investigation, he had never known that 
she had been shut up in the chicken-house. The 
superintendent of the Bethlehem Mental Hospital had 
found her insane, and she had been so pronounced 
by the court a year before the prosecution. 
Cross-examined, Dr. Litvak agreed that originally 
he had arranged terms with Mrs. Goldberg—£l per 
day—for Miss Rubin. Later, when she had recovered, 
this had been reduced, the arrangement being made 
between Miss Rubin and Mrs, Litvak ; he did not know 
that she paid £18 a month until early in 1935. He 
had not been present, or in Tel-Aviv at all, when 
£300 had been handed to Miss Rubin. There was a 
credit entry of £300 in his bank account for 1933, 
but that sum did not come from Miss Rubin but 
from: a sale in Tel-Aviv. He had never seen the 
chicken coop before the proceedings began in January, 
1937, He had bought the grove in March, 1935, and 
visited it many times ; it was 45 square kilometres in 
extent. The chicken coop was 70-75 metres from 
the house. He had known it was there but had never 
been inside it. Neither he nor his wife had looked 
after the grove: they left it to a manager, who had 
subsequently proved untrustworthy. His wife had 
looked after the house but had not concerned herself 
with the orangery. Until 1929 he had a licensed 
clinic, but after that he had no right to keep patients. 
In reply to the Legal Assessor, he agreed that when 
Miss Rubin first came to the pension she was a patient, 
under observation. She had ceased to be a patient 
after two or three months, having become quite well. 
She had then become an ordinary inmate of the 
pension. She was a friend; at first she had paid, 
but afterwards not regularly. She had been pro- 
nounced insane sometime in 1936, but only when the 
police came. 
In reply to members of the council, the respondent 
said that he had seen no signs of insanity in Miss Rubin 
all-the time she was at the orangery. It was true 
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that his son had given evidence of seeing her tear 
her clothes and go about partially naked, but the boy 
had never told him this. His father-in-law had never 
told him that he had shut Miss Rubin up in the coop 
for short periods because she was going about 
undressed. 

Mr. Lawson said that the court in Palestine had 
been concerned to administer a somewhat difficult 
clause in the old Turkish law, and this had in fact 


been the first case under this clause. That court had ` 


been influenced by a number of matters not affecting 
the General Medical Council. 

After deliberation in camera, the President 
announced that the registrar had been directed to 
erase from the register the name of Abramo Litvak. 


AN ADJOURNED HEARING 


John Herbert Hannan, registered as of 62, Queen 
Anne Street, W.1, L.M.S.S.A. Lond., 1921; M.B., 
B.Chir. 1926, M.D. 1927, U. Camb., appeared before 
the council, accompanied by Mr. R. G. W. Ross, 
of Messrs. Kingsley Wood, Williams and Co., solicitors 
for the hearing of his case adjourned from May, 
1938. The council had found proved against him 
charges of being associated with the proprietors of 
a commercial rheumatism clinic which advertised and 
canvassed for patients. Dr. Hannan produced 
evidence that he had at once severed all connexion 
with the clinic and taken up research wofk under 
ethical conditions. The council decided not to 
direct the erasure of his name. 


THE HASTINGS CONGRESS 


THE congress of the Royal Institute of Public 
Health and Hygiene was held at Hastings from 
May 23-27 under the presidency of Mr.WaLTER ELLIOT, 
whose inaugural address was briefly reported in our 
last issue, The work of the congress was divided 
into five sections, dealing with state medicine; 
women and children; tuberculosis; rheumatism ; 
and nutrition and physical training. 


Nursing Services 


In his presidential address to the section of state 
medicine Sir FRANCIS FREMANTLE surveyed the service 
aspect of nursing. He briefly reviewed the evolution 
of nursing from a religious sisterhood to a lay: pro- 
fession, with its great spurt under the inspiration of 
Florence. Nightingale, to its culmination in the act 
of 1919. The number of nurses of all kinds now on 
the register is, he said, about 90,000, but there is an 
increasing and almost universal shortage. This 
is not due to a falling-off in entries, for twice as many 
nurses were admitted to the register in 1937 as in 
1926, nor to a greater rate of wastage, but to increased 
demand. The main factors responsible are the recent 
increase of 1500 beds every year in voluntary hospitals 
alone; the transference of hospitals from the 
guardians to the county and borough councils; the 
increased demand for the hospital treatment of acute 
illness, for domiciliary nursing, both municipal and 
private, and for the nursing supervision of the complex 
modern methods of treatment; the reduction in 
nursing hours; and the needs of public-health 
nursing and health visiting. Thus, whereas to 
maintain the 9000 now sitting for the final examination 
every year requires 12,000 entrants for training; if 
these additional needs are to be met 8000 more 
entrants will be required. Little is to be gained by 
lowering the age for entering the wards. Only a 
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fraction of those needed can be obtained from the 
46,000 a year output of the secondary schools, and 
if more of the 280,000 girls leaving elementary schools 
each year are to be diverted from other ways of 
earning their living, conditions must be improved 
and the attractions of nursing brought home to them 
by well-directed publicity. Even so, Sir Francis 
thought there was little likelihood of the demand 
being met by the requisite increase in state-registered 
nurses ; 
nurse is too precious to be wasted on duties which 
can be done by competent unqualified women. 
Many sensible women of middle age could, with a 
modified course of training, perform useful services, 
for example, in chronic wards, mental hospitals or 
in simple private cases. The Minister of Health 
has called for 100,000 additional ‘‘ nurses’’ for his 
250,000 additional beds, but there is a danger that the 
public might be unable to distinguish such .semi- 
trained women from qualified nurses. The Athlone 
committee have therefore suggested a separate 
roll of assistant nurses under the General Nursing 
Council. Such additions and the necessary improve- 
ments in conditions will involve the training schools 
and the voluntary and municipal hospitals in expendi- 
ture that they could not meet, and Government 
grants, with their consequent share of public control, 
are essential, 

Sir Francis urged an even more radical review of 
the proper functions and use of nursing services. 
Sick-nursing and district-nursing have become two 
separate and independent callings; but they deal 
with the one patient, who comes out of the district, 
passes through the hospital and returns to the district 
again. He could not believe this dichotomy of the 
nursing profession to be justified either in theory 
or in practice, in the interest either of the patients 
or the nurses. In one suburban hospital, visited on 
behalf of the King Edward VII Hospital Fund, he 
found what seemed the ideal solution. The district 
nursing was amalgamated with the hospital work and 
carried out by the same nursing staff under the medical 
staff of the hospital. Nurses would undertake a turn 
of duty for so many months in the district and in 
the outpatient department, and then return to duty 
for so many months in the wards. Patients were 
thus caught in early stages of illness, generally 
treated by their own doctors, and only advised to 
come to hospital when necessary. Once in hospital 
they could be discharged all the earlier with con- 
tinuity of treatment and satisfactory liaison with the 
general practitioners. The nurses profited in health 
and in the change of routine. But principally it 
gave them a wider sense of the origin and end.of ill 
health ; its prevention, its continuance or recurrence, 
and its cure. And the voluntary system was saved 
the tiresome and exhausting duplication and over- 
lapping of appeals, flag-days, whist-drives, bazaars, 
organisation and waste by having one system of 
voluntary work in the area, 


Otorrhea in Children 


Dr. PHYLLIS TOOKEY KERRIDGE, London, in opening 
the discussion said that there are about a third of 
a million school-children in England with defective 
hearing. Fortunately, 95 per cent. of these are so 
slightly affected that they suffer no educational 
handicap, but nearly 98 per cent. require medical 
attention over a long period. The problem of finding 
the 80 deaf children in every thousand has been 
simplified, at least in those over seven years of age, 
by the development of the gramophone audiometer. 
A suitably instructed nurse or welfare worker can 


nor is this necessary. The fully trained - 
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deal with 30 to 40 children at each test in about 
twenty minutes. ‘Children under seven who cannot 
write can be examined by a modification of the 
gramophone audiometer test, but only 6 to 8 children 
can be dealt with at a time and the results are not 
very satisfactory. Testing each infant separately 
is the best method, but this occupies about fifteen 
minutes for each child. When the children with 
impaired hearing have been discovered, they should 
be medically examined by an aural specialist. A 
jecommittee of the Board of Education have recom- 


“ mended that a scheme for the treatment of ear 


disease and deafness should be established as a branch 
of the schoo] medical service. 

Dr. Kerridge pointed out that chronic suppurative 
ear disease is commoner among the poorer classes. 
She tested the hearing of over 5000 school-children 
in different parts of the country. and of different 
social circumstances and found that defective hearing 
was four times as common among public elementary- 
school children as among children at schools where 
fees were paid. Almost all the cases were due to 
middle-ear disease, and there was not a single case 
of chronic otorrhw@a in the better-class group. Climate 
had little effect and there was no difference in the 
incidence at boarding- or day-schools of the same 
group. She thought that malnutrition was the 
important factor, deficiency of vitamins A and C 
and protein being perhaps most responsible, and that 
the incidence would diminish with improvement in 
social conditions. 

About one child in every thousand is so severely 
deaf from infancy that it cannot hear speech. It is 
therefore dumb until trained by a teacher in a special 
school. Congenital ear defects are responsible for 
half of this group, but meningitis and early acute 
middle-ear disease account for a large number. 
Nowadays, congenital syphilis is the cause in only 
1-5 per cent. of these cases. Early specialised education 
is the only hope for all these children. Dumbness is 
almost invariably due to deafness, and dumb children 
should be managed and educated on this assumption 
until another cause is proved. It has been found 
that only 3 per cent. of these children are completely 
deaf to magnified sounds. Moderately deaf children 
present a vast educational problem, for some need 
instruction in lip-reading, others require hearing-aids 
and yet others merely require a favourable seating 
position in the class-room., No special schools exist 
for them and the official ruling is that they should 
be sent to the existing schools for the severely deaf, 
preferably as day scholars, and placed with those 
children whose speech does not require to be developed. 

Mr. MAXWELL ELLIS, London, said that prevention 
of otorrhea is the first and best step in its treatment. 
Dr. Kerridge had demonstrated the close connexion 
between malnutrition and otorrhca. Minor degrees 
of amelioration of the former came within the province 
of the medical officer of health. In defining chronic 
otorrhea as a purulent discharge lasting longer than 


three weeks he knew that he might incur criticism, 


but an arbitrary limit was necessary as the two types 
of case differed so widely in prognosis. Certain factors 
were responsible for the chronicity of the condition :— 


Nasopharyngeal sepsis in cases where there is a 
sub-total perforation of the drum. 

Granulation tissue in the tympanum. 

Granulation tissue in the attic region with perfora- 
tions either in Shrapnell’s membrane or the posterior 
marginal area of the pars tensa. 

Infection in the mastoid antrum and cells. 


Bone involvement may arise in all the last three 
conditions, 
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Tubal catarrh is an important factor in both acute 
and chronic cases, and may result from any or all 
of the following :— 


Cold and damp. 

Faulty metabolism, especially too great a proportion 
of fats and carbohydrates in the diet. 

Local irritation by tobacco, alcohol or dust. 

Neighbouring foci of infection, chiefly in the 
lymphoid tissue in the nasopharynx and the nasal 
accessory sinuses. 

Lastly, a poor resistance of the patient to 
infection. 


Attention to diet and hygiene covers most of these 
points, but local measures are necessary to ensure 
adequate tubal drainage, In the earlier stages of 
infection, when mucous-membrane swelling is a 
feature, astringent steam inhalations are useful. 
In the later stages, obstruction is more often due to 
external agencies, notably adenoid tissue. Infected 
lymphoid tissue is best removed surgically during a 
quiescent interval, and infected sinuses must be 
drained, either medically or surgically. 

Applying these principles, the local treatment of 
acute otorrhea is divisible into treatment of tubal 
catarrh and treatment of the actual discharge. In 
dealing with the latter frequent irrigation of the ear 
with a non-irritant solution of boric acid, using a 
rubber syringe, is the best routine treatment. The 
services of a trained nurse are unnecessary, as the 
average mother can usually be shown how to perform 
the manœuvre. Early in the disease, when congestion 
is present, syringing is followed, after drying out 
the ear, by a few drops of glycerin, to which carbolic 
acid can be added to a strength of 2} per cent. if there 
is pain, Later, drops of rectified spirit (25 per cent.) 
can be substituted to assist in drying. Sulphanilamide 
should be exhibited in full doses and the usual general 
treatment of an acute infection administered. 

In dealing with chronic otorrhea the first step 
is the eradication of neighbouring foci of sepsis and 
the treatment of tubal catarrh. These measures will 
often cause a great diminution in the amount of the 
discharge, but in some cases with a moderate-sized 
perforation some residual mucus is constantly found. 
This is often due to the exposed tympanic mucous 
membrane, and closure of the drum cures the 
condition. Light cauterisation of the margins of the © 
perforation may effect this closure. Another cause of 
the continuation of discharge is the presence of 
polypi or granulations in the tympanum, These can 
be removed with forceps or destroyed with trichlor- 
acetic acid or chromic acid. Where the mucous 
membrane has been largely replaced by unhealthy 
moist granulations a cure can sometimes be effected, 
after a few weeks of irrigations, by the local applica- 


tion of a powder consisting of iodine (1 per cent.) 


in boric acid. The powder is insufflated after a 
preliminary cleansing followed by , drying with 
absolute alcohol, and this is repeated every other day. 
Zine ionisation can also be used for these cases. 

A group of cases remains where a purulent discharge 
persists in spite of these measures. The underlying 
cause must be bone infection or necrosis, attic disease 
or invasion by cholesteatoma, Careful radiological 
study may assist in the diagnosis, The treatment 
must be operative. 


ADMINISTRATIVE MEASURES 


Dr. A. G. WELLS, London, described the develop- 
ment of the London County Council aural clinics. 
They started with the foundation of the St. George’s 
Dispensary, Blackfriars, by a philanthropist, Dr. 
Kirby. The dispensary included an aural clinic and 
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facilities for the performance of tonsil and adenoid 
operations. Dr. Wells was appointed aural surgeon 
to this dispensary, and was able to interest the Board 
of Education in the work. The L.C.C. later agreed 
to pay the dispensary a capitation fee for its school- 
- children operated on there. By degrees a network of 
similar clinics grew up all over London, run by local 
committees with whom the L.C.C. made arrangements. 
This scheme is still in existence with the additional 
refinement of several days’ postoperative inpatient 
sojourn. 

In 1915 the L.C.C. agreed to. establish a “ special 
ear clinic” as an experiment, in the south-west 
division. This was so successful that one was started 
in each of the other four divisions within two years, 
but they were only able to carry out simple conserva- 
tive measures. In 1917, with the support. of the late 
Mr. Charles Heath, Dr. Wells was given permission 
to admit some of these children to the Metropolitan 
Asylums Board infirmary in Cleveland Street for 
surgical treatment. In 1921 the Cleveland Street 
infirmary was transferred to the Downs Hospital, 
Sutton, and a school established in the hospital to 
provide educational facilities during convalescence. 
The final link in the chain was forged in 1924, when 
. the M.A.B. fitted up a clinic where postoperative 
treatment could be given to children discharged from 
the Downs Hospital. | 

Meanwhile, more treatment centres had been 
established—there are now 16—and more complicated 
methods of treatment introduced, such as zinc 
ionisation and diastolisation. Children at schools for 
the deaf were brought into the scheme in 1924, In 
1934 testing with the gramophone audiometer was 
introduced. The nurse in charge of the instrument 
tests a group of children, and the failures are examined 
by an aurist who advises suitable treatment. With 
the parents’ permission and coöperation this is then 
carried out at the nearest centre. A final hearing test 
is made at the conclusion of treatment. There are 
eight schools for deaf and partially deaf children, in 
addition to a boarding-school at Penn in Buckingham- 
shire for children with additional defects. Every 
child in these schools is examined once in nine months, 
Group hearing-aids are installed in all the schools. 


DISCUSSION 

Dr. A. F. ADAMSON, Hendon, asked whether the 
deaf children picked out by Dr. Kerridge became more 
deaf with the passage of years. There had recently 
been a great increase in the number of mastoid 
operations in the isolation hospital in his borough, 
and the proportion of dry ears on discharge from 
hospital was higher than formerly; he wondered 
whether conservative measures could have achieved 
the same end. 

Dr. W. M. FELDMAN, London, was sceptical of the 
relationship between vitamin-lack and otorrhea. He 
also asked whether there is any definite evidence 
showing that sulphanilamide is beneficial in these 
cases. He had noticed that a tonsil and adenoid 
operation was often unsuccessful in clearing up or 
preventing otorrhea, and mastoid operations were 
often equally disappointing. Some advocates of the 
zinc ionisation treatment said that a cure could be 
guaranteed ; this had not been his experience. 

Dr. V. F. SooTHILL, Norwich, was not convinced 
of the average mother’s ability to irrigate an ear 
efficiently. He wondered whether any consideration 
had been given to the possibility of postural treatment. 


In reply, Dr. KERRIDGE said that there were no 
statistics to illustrate the natural history of the 
deafness in these children, She too was not convinced 
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of the specific réle of the vitamins, but malnutrition 
is an undoubted factor in the production and 
perpetuation of otorrhe@a, 

Mr. MaxwELyt ELLIS said that the experience at 
Hendon was exceptional, as the frequency of mastoid 
operations had been lessening in recent years and 
the introduction of sulphanilamide had accelerated 
this process. Conservative measures might have 
achieved the same results. No statistical evidence 
of the effect of sulphanilamide therapy was yet 
available, but nearly all aural surgeons were convinced 
that it diminished the intensity of the disease and 
reduced the tendency to complications. A tonsil 
and adenoid operation performed as a result of 
definite indications was as successful as any other 
surgical procedure carried out for an adequate reason. 
His experience had been that the average mother 
could be successfully shown how to syringe a child’s 
ear. Beyond advising lying on the diseased side to 
facilitate a free discharge from the meatus he did not 
know of any special postural treatment. 


Dr. WELLS said he was sure most deaf children 
become progressively deafer. He too was surprised 
that mastoid operations bad increased in number at 
Dr, Adamson’s isolation hospital, as this was contrary 
to his own experience. One factor in the lack of 
success of some mastoid operations was inefficient 
postoperative care, Zinc ionisation is eminently 
suitable for cases where disease is confined to the 
tympanum, but it naturally failed in other cases. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


THE IRISH MEDICAL UNION 


THE annual meeting of the Irish Medical Union, 
to be held next week in Dublin, will have the special 
character of a centenary celebration. The union 
came into existence, it is true, as recently as Jan. 1, 
1936, when it was formed by the amalgamation of 
the Irish Medical Association and the branches of 
the British Medical Association in the area of the 
Irish Free State. The Irish Medical Association. had 
been established at a large meeting of medical men 
held in Dublin on May 29, 1839, but the British 
Medical Association, although founded (under another 
name) in 1832, had no connexion with Ireland until 
nearly thirty years later. Richard Carmichael, a 
distinguished Dublin surgeon and syphilologist, pre- 
sided at the inaugural meeting of the Irish Medical 
Association in 1839 and was president of the associa- 
tion until ten years later, when he lost his life by 
drowning while riding homewards across the sands of 
Clontarf. With Carmichael was closely associated 


\ 


Arthur Jacob, a physiologist and eye surgeon with | 


many original investigations to his credit, who in 


preparation for the reforms which, it was hoped, - 
-would follow the founding of the association had six 


months earlier founded the Dublin Medical Press, 
which under its present title of Medical Press and 
Circular still flourishes, though now published in London. 
Carmichael and: Jacob had far-reaching schemes of 
reform of the medical profession, which were never 
realised, but the association which they founded 
still exists, and an offshoot therefrom is the Royal 
Medical Benevolent Fund Society of Ireland, which 
still carries on its work. Throughout the ninety-seven 
years of its life the Irish Medical Association was 
chiefly concerned with the protection of the interests 
of the members of the Irish poor-law medical service 
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and was their champion throughout the many years 
of struggle and hardship to which that service was 
subjected. The present body inherits that duty and 
finds that there is still much room for its activity. 
The usual programme of the annual meeting of 
the union has been extended considerably for the 
coming meeting. For some years past there have been 
held a scientific session and the usual business meeting, 
followed by a dinner. This year there will also be a 
_. commemoration session, at which Dr. Robert J. 
) Rowlette, a former president of the Irish Medical 
Association, will deliver an address entitled One 
Hundred Years of Medical Organisation in Ireland, 
and this address will be followed by speeches from, 
among others, Prof. T. G. Moorhead, a former president 
of the British Medical Association, and Dr. T. P. C. 
Kirkpatrick, a recognised authority on the history of 
Irish medicine. The subject of the scientific session 
will be modern developments of chemotherapy, to 
be introduced by Prof. H. F. Moore, of Dublin, who 
will be followed by Prof. J. M. O’Donovan, of Cork, 
Prof. W. M. Fallon, of Galway, and Prof. Moorhead. 


New features of the meeting will be a trades exhibition 


and a golf competition. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


APPENDICITIS 


Your leading article of April 29 summarises a 
statistical study published by the Medical Research 
Council, from which it is concluded that the mortality- 
rate for appendicitis in Great Britain is unchanging. 
In this country the situation appears to be more 
hopeful. A table published by the Metropolitan 
Life Insurance Company last December showed that 
comparing 1935-36 with 1930-31 the average 
mortality-rate from appendicitis had decreased in 
every state in the Union except Arizona. The 
decrease ranges from —2:7 per cent. in New Mexico 
to —32-8 per-cent. in South Dakota, and in most 
states it is —10 per cent. or more. On the other 
hand there is plenty of room for improvement. 
Among international rates Canada alone has a higher 
death-rate from this cause than the United States, 
where there were over 16,000 deaths attributable to 
appendicitis in 1936, It is noteworthy that the rates 
in the Rocky Mountain states are exceedingly high, 
being almost double those on the Atlantic seaboard. 
This phenomenon has been attributed to the lack of 
convenient hospital facilities. 

The Metropolitan Life Insurance Company’s figures 
are taken only to 1936, but the following rates from 
New York state during the last six years indicate 
that the progress may have been continuous up to the 
present time. 

UPSTATE NEW YORK 


| Deaths Rate* 


| Deaths | Rate* 


1933 930 15:9 840 14-0 
1934 874 14-9 1937 765 12-7 
1935 829 14-0 1938 661 10-9 


* Per 100,000 population 


AMERICAN MEDICAL ASSOCIATION CONDEMNS 
WAGNER HEALTH BILL 
On May 17 the house of delegates of the American 
Medical Association adopted a report of its reference 
committee on the Wagner Health Bill by unanimous 
vote. The report places the association ‘‘ unmis- 
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takably and emphatically’ in opposition to the 
Wagner National Health Bill now before the Senate. 
It finds that the bill does not safeguard the continued 
existence of the private practitioner, that it proposes 
to make medical aid the rule rather than the excep- 
tion, that it “insidiously promotes the development 
of a complete system of tax-supported governmental 
medical care.” These and other objections are 
accompanied by the statement that ‘no other 
profession and no other group have done more for 
the improvement of public health, the prevention of 
disease, and the care of the sick than have the medical 
profession and the American Medical Association.” 
The house of delegates is in favour of the expansion 


_of preventive medical services and the extension of 


medical care for the indigent and for the medically 
indigent, provided that needs shall be locally deter- 
mined and administration shall be under local control. 
Any state that is in actual need of federal subsidy for 
this purpose should be able to obtain such aid ‘in 
a medical emergency,” without stimulating every 
other state to seek and accept similar aid. 


MICE AND CHORIOMENINGITIS 

The virus of lymphocytic choriomeningitis was first 
isolated at the National Institute of Health in 1934, 
and has since been recovered in England, France and 
Japan. Dr. Charles Armstrong now reports the 
discovery of a natural reservoir in Mus musculus, the 
common grey house-mouse. The virus has been 
isolated in 3 out of 5 mice trapped in two homes in 
Washington, D.C., where proved cases of chorio- 
Meningitis appeared. As a control to this observa- 
tion 21 mice were trapped in eight homes and 
buildings wherein human cases had not occurred. 
Dr. Armstrong was unable to recover the virus from 
any of these 21 mice, 

MOTILE SPERMATOZOA PROVED STERILE 

A unique experiment with human spermatozoa is 
reported by Frances I. Seymour in the Journal of the 
American Medical Association for May 6. 

Mr. and Mrs. K had been sterile during eleven 
years of married life. Mr. K’s seminal fluid contained 
94 million highly motile spermatozoa per cubic centi- 
metre with a motility-index of 18 hours. There was 
no discoverable defect in the reproductive system 
of his wife. Dietetic treatment, supported by ultra- 
violet irradiation, was ineffective. A three-month 
summer holiday in England resulted only in an increase 
in the motility-index to 21 hours. An attempt was 


then made to fertilise sixteen volunteer women by 


artificial insemination with the K spermatozoa on 
the 6th, 10th, 12th and 14th days of the inter- 
menstrual period. This attempt persisted from 
October, 1936, to March, 1937. No pregnancy 
resulted. The experiment was then controlled by 
artificial insemination of the same sixteen volunteers, 
as well as Mrs. K, with the semen of a second donor 
known to be fertile. AlN seventeen women became 
pregnant, in the course of 14 months. Fourteen 
conceived through insemination on the 6th, 10th, 
12th and 14th days of the intermenstrual period. In 
the remaining three cases it proved necessary to 
inseminate on the 2nd, 4th and 5th days. Seymour 
concludes that the fertility-index of spermatozoa may 
not be judged by conformity of the count per cubic 
centimetre, by ascertainable motility or by any of 
the other physical factors diagnosable by ordinary 
microscopic examinations. 

In an editorial the journal comments on the uncer- 
tain legal status of children born as a result of artificial 
insemination and recommends that they should be 
legally adopted to ensure their inheritance. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM PETER QUINCE 
I 


Ter funniest teacher I ever had once exclaimed 
at a bedside to a distinguished colleague: ‘‘ This 
patient is a test-tube. Pour alkalis into him making 
‘his blood pH more than x, and his kidneys secrete 


thus; make it less than v, and his kidneys do the . 


other thing ’’—or words to that effect. The other 
day, some fifteen years later, I again accompanied 
him on a ward round. Pausing at the foot of a bed 
occupied by a woman suffering from trigeminal 
herpes, he said: ‘This patient has intractable 
neuralgia. Her mother died recently and she has 
lostherjob. Her relatives do not want to be burdened 
with her. She has nothing to live for and nowhere 
to go.... This pain is her Escape from Life,... It 
is her Little Friend.” (Yes, that was his exact 
phrase!) “Is it wise even to attempt to part them ?” 
All bystanders were visibly impressed and a foreign 
gentleman even went so far as to make a note, And 
we passed on to the next bed. 

Which only shows how the psychological approach 
to disease is gaining ground, and how some old dogs 
can still learn new tricks. 


* * * 


In my hospital days, patients suffering from chronic 
functional disorders were regarded as nuisances 
and labelled “snags.” You were snagged by them 
if they joined your outpatients’, and you did your 
utmost to snag them on to another department. 
To admit a snag into your own ward was a terrible 
solecism frowned upon by your chief, your ward 
sister and your very clerks: to foist a snag into 
somebody else’s beds was game and rubber. In 
outpatients, snags were treated kindly with a fort- 
night’s or a month’s supply of bromide and valerian 
or bromide and gentian, according to their sex. 
If they were more importunate they were snagged 
on to the electrical department, in the faint hope 
that mild electrocution, or whatever they got up 
to in that unexplored territory, would end their ail- 
ments. They rarely returned to medical outpatients’, 
so it worked very well. Of course, if in addition the 
patient were definitely batty he was referred to 
psychological outpatients’, and that was the end of 
him as far as the house-physician was concerned. 
Aid from the psychological department was invoked, 
too, if a patient became violently insane in the wards ; 
but not if he were just quietly wretched with neuras- 
thenia. Of applied psychology there was none: 
the useful function of the psychologist was to decide 
whether a snag were certifiable and if so to dispose 
of him. | 

I expect all that has been altered now, with the 
more modern concept that chronic functional disorders 
respond to a rather different method of approach ; 
and perhaps general practitioners are now being 
fledged with some inkling as to how to deal with them. 
For the G.P. soon learns that the chronics form a not 
inconsiderable proportion of his practice, The most 
careful physical examination reveals no abnormalities 
—and yet they are ill or they wouldn’t come to the 
doctor. 


In general practice, having decided that an illness 
is functional and psychopathological in origin, you 
are faced with the problem—what is to be done 
about it ? It is profoundly difficult to bring home to 
a patient your conviction that he has within him a 
“ black spot, not so big as a pin’s head, but waiting 
to spread and destroy him in the fullness of time” 
—when the black spot is neither cancer nor tubercle, 
but—Fear. Unless seriously distressed, patients in 
private practice are apt to take umbrage at the mere 
suggestion that they should undergo any systematic 
psychological treatment. It i8 an aspersion on their 
sanity. The only people who get sent to psychologists 
(they are convinced) are Frustrated Spinsters and 
Choirmasters Who Have Been Caught Out: into 
neither of which category do they themselves fit. 
For when a Bishop, say, is laid up with a cold or 
falls into the hands of a prostate-fancier, discreet 
bulletins are issued by the press: but the public 
is not informed while he is fidgeting on an analyst’s 
couch. To-many the anticipated cost of treatment, 
too, is prohibitive both in time and money: it will 
cost about as much as a major surgical operation and 
will take far longer. Moreover, the patient will 
very soon discover that it is the reverse of anzsthetic. 
This business of probing under guidance all your own 
sore points, reducing the dislocation of your own sense 
of humour and purging yourself of what is better 
down the drain can be most disagreeable; and to 
have to pay three guineas an hour while you do it 
seems an added insult. ! 

If, in addition, you have somehow gained the 
impression—as I certainly have—that during the 
process not only does the analyst help the patient 
to analyse himself, but the patient helps the analyst 
to depths of self-analysis which he could never plumb 
alone—it seems less fair than ever. Surely for every 
really dirty crack you get back at your analyst 
ought he not to hand you back at least half a guinea ? 

Small wonder that many fail to finish the course 
and rise indignantly from the table, as it were, with 
their guts hanging out of the wound, and find them- 
selves in a worse mess than they were when they 
started. (Which perhaps partly explains the dis- 
repute into which psychotherapy can sometimes fall.) 


k k k 


Supposing to crown all this the nearest psychologist 
is 120 miles away and the patient earns but two 
pounds per week ? Either the patient goes untreated 
or else is subjected to our own amateur efforts. I 
suppose we all enjoy (and perhaps some of us never 
emerge from) that recurrent phase of imagining our- 
selves born psychologists, confident in our arma- 
mentarium of common sense, worldly wisdom, 
experience, encouragement and brilliant guess- 
work, disparaging the professionals with their differing 
patois and their unwholesome insistence on sexual 
pathology. (As well might we eschew the post- 
mortem room!) But proud as we are of our psycho- 
logical diagnoses, when it comes to treatment we 
come a cropper. 

A nice little problem was set me by a panel patient— 
a labourer—with ‘‘true neurasthenia.” (This diag- 
nosis, I hasten to add, was confirmed by a consultant 
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Significance. 
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to whom I immediately sent him.) After having 
supplied weekly certificates to that effect for some 
time I discovered a possible reason for his condition : 
he had been leading a double life quite successfully 
until recently when he had been found out by his 
wife—a vitriolic termagant—who in her turn, he 
alleged, was more than partial to the lodger. His 
home life had lost its last semblance of peacefulness, 
and the conflict between his desire to appear respect- 
able and protect his legitimate children, and his 
desire to seek happiness with his leman was too 
much for him: hence his nervous breakdown. I 
did not know how to treat this disease, nor what 
advice to give. A colleague’s dictum that the man 
wanted a kick up the pants did nothing to clarify 
the situation. So I just uttered weekly certificates 
with a guilty feeling that I was conniving at a mis- 
demeanour—for was I not signing to the effect that 
the illness was not due to any negligence or other 
contributory act on the part of the patient? But 
after all I couldn’t very well cut off supplies just 
because I had at least got the patient’s confidence, 
could I? My uneasiness reached its peak when his 
club grew inquisitive and the regional medical] officer 
sent me one of his beastly forms to fill in. How 
much should I divulge? My duty to the patient I 
felt should come first and I could visualise an 
unsympathetic regional officer (who wouldn’t know 
the wife or the mistress—both patients of mine) 
dislodging him from club benefit and writing a snorter 
to the club about him—and about ME! How much 
might I get fined? I might (you know how the 
imagination races at 3 A.M.) be hauled up before the 
Ministry of Health or the G.M.C. and feature in all 
the Sunday papers. Happily it didn’t come to that. 
The prospect of facing the R.M.O. put an end to the 
patient’s indecision. With a morning face he signed 
off the club and disappeared with his inamorata. 
I have heard long since that he has settled down 
happily in his new home, is working well, and, under 
the pressure of separation orders, that he is still 
supporting both establishments. An immoral little 
story and one likely to shock some of the younger 
readers, I fear. Moreover, it cannot possibly end 
satisfactorily, for it is doubtful if any divorce judge 
would exercise the discretion necessary for either 
party’s plea. 


x * * 


And then one is confronted with a patient with an 
organic disease—how can one assess the relevance of 
any psychological symptoms that may be discovered 
in his case ? The most confusing anomaly encountered 
in the psychological approach to organic disease is 
that one finds that quite healthy and cheerful people 
on investigation seem to have enough conflicts, 
phobias, repressions, frustrations, intolerable environ- 
ments and whatnots to produce about half a dozen 
psychoneurotics: but, apart from being a little 
odder perhaps than you or me, they do nothing 
noteworthy about it. 

In general practice I once had a patient from whom, 
after months of ineffectual treatment for his gastric 
symptoms, I elicited that his great frustration in life 
was that he enjoyed spanking his wife and was 
strangely attracted by the idea, whereas she didn’t 
like it, and kicked up a fuss. I see my mistake now 
but at the time in desperation I assigned to it Great 
My interview with the wife, suggesting 
that if she indulged this very mild flagellant propensity 
of his she might develop a healthier and happier 
husband, merely lost me two patients and still makes 
my ears redden when I think about it. 


Dear reader, you needn’t laugh. I bet you have 
made howlers just as blood-curdling. What about 
that time when you were surly with a patient for 
getting you out of bed and told him that he wasn’t as 
ill as all that, and he told you he was, and proved it 
by dying before the morning, eh ? 


ae m ee oe 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
MAY 20, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1784; diphtheria, 790; enteric fever, 
20 (24. “ expected ’’?); pneumonia (primary or 
influenzal), 850; puerperal pyrexia, 182; cerebro- 
spinal fever, 30; acute poliomyelitis, 4; encephalitis 
lethargica, 7; dysentery, 39; ophthalmia neonatorum, 

No case of cholera, plague, or typhus fever was 
notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on May 26 was 3122, which included : Scarlet 
fever, 710; diphtheria, 582 (carriers, 22); measles, 4; 
whooping-cough, 1019; puerperal fever, 21 mothers (plus 12 
babies); encephalitis lethargica, 303; poliomyelitis 4. At 
St. Margaret’s Hospital there were 23 babies (plus 12 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 2 (0) from measles, 3 (0) from scarlet fever,? 
22 (2) from whooping-cough, 25 (5) from diphtheria, 
34 (7) from diarrhoea and enteritis under two years, 
and 31 (5) from influenza. The figures in parentheses 
are those for London itself. 

Birmingham reported 3 deaths from whooping-cough, Ports- 
mouth 2. Fatal cases of diphtheria were scattered over 15 great 


towns, Birmingham reporting 3, Manchester, Sunderland, 
Smethwick and Norwich each 2. 


The number of stillbirths notified during the week 
was 255 (corresponding to a rate of 39 per 1000 total 
births), including 44 in London. 


1. Last week the notifications for scarlet fever numbered 2001 
(not 1001). 


LONDON AND COUNTIES MEDICAL PROTECTION 
Socrety.—Sir Cuthbert Wallace, president, took the chair 
at the annual general meeting of the society held at Victory 
House, Leicester Square, on May 17. He began by 
recording the death of Dr. Hugh Woods, a former secretary 
of the society for forty years, and of Mr. Sydney Spokes 
and Dr. Margaret Kettle, members of the council. The 
year, he said, had been a record in applications for advice 
and assistance, a total of 1800. Membership had increased 
substantially and appreciation of the services rendered 
was shown in the remark ‘‘I cannot make out how the 
society gives us all that it does for a subscription of a 
pound a year ” made to him by a member of a hospital 
staff in the Midlands. He emphasised the value to the 
practitioner in trouble of having a good record of his case. 
Mr. W. M. Mollison, treasurer, said the society’s position 
was sound, with excellent reserves. Last year it had kept 
within its income. The cost per member which had been 
£l 5s. 7d. in 1936, and £1 4s. 14d. in 1937, was only 18s. 03d. 
in 1938. Mr.G. F. Stebbing, chairman of council, proposed 
and Dr. C. O. Hawthorne seconded Sir Cuthbert’s re-elec- 
tion as president. Four retiring members of council were 
re-elected : Dr. Thomas Beaton, Mr. Mollison, Dr. G. M. 
Stoker, Dr. Raymond Stowers. Mr. Mollison was re-elected 
treasurer and Dr. R. W. Durand secretary. In proposing 
re-election of the solicitors, Mr. Harry Stobie spoke of 
the invaluable work of Messrs. Le Brasseur and Oakley, 
and mentioned the name of Mr. Ruffell, litigation clerk, 
upon whose shoulders fell much of the detailed work. 
Dr. Durand, replying for the staff, said that the answer 
to the simplest question frequently entailed quite a lot 
of labour, and he testified with pleasure to the spirit of 
team-work in the office. The meeting terminated with a 


- vote of thanks to the president. 
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LETTERS TO 


THE PSYCHOLOGIST IN WAR-TIME 


Sm,—In connexion with Sir Arthur Hurst’s letter 
in your last issue, I should like to emphasise the 
importance of early psychological treatment for 
cases of functional nerve illness in war-time, This 
was one of the outstanding lessons of the Great 
War. It had become apparent to me during months 
of work with cases of war-neurosis in Maghull Military 
Hospital under Major R. G. Rows in 1915, and in the 
spring and summer of 1916 when I was working as 
the first resident medical officer of the newly 
established Maudsley Hospital under Major (later 
Sir Frederick) Mott. But I was able to put it to the 
test in the autumn of 1916, when I was stationed at 
No. 21 Casualty Clearing Station at Corbie, on the 
Somme, under Lieut.-Colonel H. E. M. Douglas, V.C., 
through the good offices of Lieut.-Colonel C. S. 


-. Myers, and given charge of the treatment of all the 


nerve cases of the Fourth Army of the British 
Expeditionary Force. I then found that an average 
of two weeks’ general and psychological treatment of 
these cases enabled me to return 70 per cent. of them 
to duty in the line. The remaining 30 per cent. 
went down to base hospitals in France and England 
for further treatment. Much of this early treatment 
“ in the field ” could be regarded as being prophylactic 
in nature, raising morale and cutting short the further 
‘possible development of functional symptoms. Of 
the cases, 15 per cent. were definitely hysterical in 
type, with functional amnesia and other manifestations 
of crude functional dissociation. With every 1000 
cases of psychoneurosis and organic nerve trouble 
(not surgical) which I saw under these conditions in 
the field there also passed through my hands about 
125 cases of psychosis (schizophrenia, melancholia, 
manic-depressive psychosis, paranoia, &c.). XI feel 
little doubt that these various percentages will hold 
good, within narrow limits, in any future war of a 
similar nature, since they are based on a study of 
several thousands of cases. 

My work at Craiglockhart War Hospital, Edin- 
burgh, in 1918, like that at Maghull in 1915, demon- 
strated to me the need of prolonged and radical 
analytical treatment for the more severe cases of 
psychoneurosis, but, in the light of the above- 
mentioned statistics, these are a minority of all such 
cases caused by war service. Adequate training of 
the troops in their military duties and firm but 
considerate military discipline are important factors 
in diminishing the incidence of war-neurosis. Care 
for the soldier's general health and comfort, with 
adequate rest and recreation in the intervals between 
“ pushes,” all work in the same direction. 

As history has proved throughout the ages, a 
commander who is a good psychologist, in the practical 
sense, gets the best out of his troops. 

I am, Sir, yours faithfully, 
Harley Street, W.1, May 29. Witt1aM BROWN. 


THE PRESENT POSITION OF DENTISTRY 


Srr,—In your leading article last week you remark 
once more on the fact that the number of annual 
additions to the Dentists Register is inadequate to 
supply the dental needs of the people. This is a 
matter which may well become grave and is 
certainly not without a cause. It is not due to 
public ignorance of the inadequacy, for this has for 
many years been made known in the press in articles 
which have gone so far as to represent a dental career 
as a golden opportunity. The reason lies in the condi- 
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tions of livelihood and remuneration of the less 
fortunate and more numerous dental practitioners 
and is not unconnected with conditions of service 
under the National Health Insurance Acts. The 
remedy which the Dental Board has attempted, 
the expenditure of £217,000 on bursary grants to 
students, is no more than a costly palliative. 

While an improvement in the remuneration of 
practitioners sufficient to attract an increasing number 
of students of the best type is highly desirable, the 
alternative solution—a serious attempt to reduce the 
necessity for dental treatment—is even more 
important. Few people can doubt that the means of 
producing a considerable reduction are already within 
our knowledge, or that research has now reached a stage 
where with some substantial encouragement far greater 
results could be achieved. It is a matter of great 
regret that the heavy expenditure of the Board upon 
such temporary expedients as bursaries prevents 
it from giving greater support to measures of more 
lasting value. I am, Sir, yours faithfully, 

Harley Street, W.1, May 29. MARTIN RUSHTON. 


FIRST-AID POSTS 


Sir,—The question of first-aid parties and first-aid 
posts is looming large in the minds of civilian medical 
practitioners who would have to staff them in time of 
war; and there is still apparently some uncertainty 
about their functions. 

In this borough of Barnes we have been actually 
engaged in A.R.P. work since October, 1936, when 
I conducted my first course of anti-gas lectures, and 
we have naturally accumulated a certain amount of 
experience, Our arrangements are based on the 
supposition that the first casualty services to come 
into contact with the air-raid victims will be the 
air-raid wardens, The warden corresponds to the 
semi-trained regimental stretchet-bearer of the army 
organisation, and he gives simple first-aid in the first 
instance. Our air-raid wardens in this borough have 
all had elementary courses of instruction in anti-gas, 
in first-aid, and in message-writing. On finding 
casualties it is the warden’s duty to notify the control 
centre of the borough by telephone or messenger, The 
air-raid precaution officer of the area, at the control 
centre, transmits location of the casualties to the 
medical officer of health by telephone or messenger ; 
the M.O.H. notifies the medical officer in charge of 
the first-aid post, and he in his turn sends out his 
first-aid personnel, It has been suggested that there 
should also be a mobile unit, corresponding to the 
surgical teams in the war, which would attend 
casualties on the spot; but personally I think a 
mobile unit would be better occupied in helping a 
hard-pressed first-aid post, or even a casualty- 
clearing hospital, with its casualties. Rescue squads 


are employed to extricate casualties buried by 


demolished buildings. 

The casualties, after receiving first-aid attention if 
necessary, are brought to the first-aid post, either as 
walking wounded, or lying or sitting cases, in the 
ambulance car, or even by stretcher-bearer ; 
The number of personnel employed here must 
obviously depend on the trained local men and 
women available. The originalidea of the Government 
was to train one person in every fifty of the population 
in first-aid work. 

The number of first-aid posts required for each 
district depends, of course, on the size and population 


of the administrative A.R.P. area, and they should 
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be so arranged that anyone can walk to one of them 
within ten minutes. (This time-limit is set by the 
delayed action of mustard-gas.) The trained personnel, 
male and female, numbering 50-100 or more, are 
drawn from the British Red Cross Society and St. John 
Ambulance Brigade. The medical man in charge of 
the post is a local] civilian practitioner, who gives his 
services part-time in conjunction with similar practi- 
tioners working in relays. His position at the post, 
and in the whole scheme, is of the greatest importance, 
for he is the first medical man to deal with the 
casualties, both from point of view of treatment and 
(not less vital) of classification and disposal. It is 
essential that this medical officer should have received 
anti-gas instruction, for it is here that presumably 
the majority of gas casualties—i.e., the tear-gas and 
sneezing-gas cases—can be given a little treatment 
and instructed to go home and report next day to the 
doctor if not better. 

It is assumed that the first-aid post is sited in a 
special building proof against gas, blast and splinter, 
and if possible against direct hits, with proper sanitary 
arrangements, lighting, and water-supply. It has been 
suggested that the posts should be in the outpatient 
department of a general hospital, but this is not 
always possible, and therefore we have to site our 
first-aid posts in some suitable earmarked building. 
The post should have: (1) accommodation for 
medical officer and staff; (2) accommodation for 
50-100 casualties, and some place where casualties 
can remain under shelter until evacuated ; (3) ablution 
facilities and latrines; (4) apparatus for warming 
the building, for warming blankets, and for warming 
collapsed patients; (5) cooking arrangements ; 
(6) facilities for adjusting dressings and splints ; 
and (7) reserve supplies of blankets, hot-water bottles, 
Thomas splints, shell dressings and ordinary dressings. 
Some stretcher-bearers should be detailed for loading 
and unloading stretchers, and an exchange dump of 
stretchers and blankets may be formed so that 
bearers can replace those that they have just brought 
in. Provision should be made for necessary clerical 
assistance so as to record particulars of patients. 
Separate accommodation should be available for gas 
cases, with equipment, including Haldane’s oxygen 
apparatus and pyjama suits. The post should be in 
telephonic communication with the A.R.P. officer, 
the M.O.H. and casualty-clearing hospital, and the 
officer commanding the car-park at the clearing 
hospital. At the first-aid post very urgent surgical 
assistance can be given, antitetanic serum injected 
and morphia administered. 

For the proper functioning of the first-aid post 
and the success of the scheme; it is essential that the 
general public should have been previously instructed, 
either by the air-raid wardens or local authority, or 
even by Government broadcast, to report direct to 
the first-aid posts and not to doctors’ surgeries or to 
outpatient departments of hospitals. From the aid 
post some of the walking wounded will be sent home 
after suitable treatment. The severe cases can 
be taken in motor-bus, lorry or charabanc to 
the casualty-clearing hospital. The function of the 
first-aid post is to act as a shield to the 
casualty-clearing hospital in relieving the latter of 
unnecessary casualties, and to be efficient it should 
evacuate casualties as speedily as possible, to prevent 
unnecessary congestion in the ‘‘ front line.” Obviously 
one of the most important links in the chain of 
evacuation is a speedy mobile ambulance service. 
Tradesmen’s vans can be improvised in an emergency 
as light ambulances and trailer vehicles may be 
attached to ordinary private motor-cars. 


As many of your readers are aware, the Ministry of 
Health, threugh the local medical officers of health, 
is instituting the appointment of civilian medical 
practitioners to be in charge of first-aid posts during 
peace-time, and one of their duties is to carry out a 
monthly inspection of their post and personnel, for 
which services they are being paid a retaining fee, 
The secret of success consists in as much preliminary 
organisation as is possible in peace-time, with rapid 
expansion of all the units in war-time and rapid | 
evacuation of the casualties from the front line back 
to the base hospitals. 

I am, Sir, yours faithfully, 
J. B. Scorrt, 

Putney, S.W.15, May 26. Lieut.-Col., R.A.M.O. (T.A.). 


AIR-RAID CASUALTIES IN LONDON 

SR, —Your correspondent, “ X,” writing in your 
issue of May 6, explained that he concealed his 
identity because he wanted his views to be considered 
only on their merits. We have hesitated to comment 
upon them, lest we should, all unaware, be differing 
from one of the recognised leaders of our profession, 
There are, nevertheless, some few comments which 
must be offered, particularly as ‘‘ X ” has done us 
the honour of quoting us. 

If we take his meaning aright, ‘‘ X” compares 
London to a besieged city where movement is of 
necessity limited, and where no-one can tell where 
the next blow will fall. He concludes that evacuation 
of casualties is not to be advocated and he asks 
instead for protected casualty hospitals, to complete 
the treatment of the patient in London. 

No-one can deny that evacuation, no matter how 
carefully and gently carried out, is bound to be in 
some degree harmful to the patient. It is also 
undeniable that evacuation may be very difficult 
to arrange. “ X’s” solution of the problem is there- 
fore attractive at first glance. Its practicability, 
however, is open to question. We have stated else- 
where our reasons for believing that provision must 
be made for a minimum number of casualties of the 
order of 50,000 a day.1 It would be necessary to 
deal with such numbers of casualties in London 
to prepare fully protected hospital space for some- 
thing like a quarter of a million beds. Now, we do 
not think that this is impossible; the labour and 
material are available, and could be applied. It 
seems, too, that the expenditure of such an effort 
might save a number of lives, But it would not be 
economic; more lives could be saved by a much 
smaller effort directed towards prophylaxis—that is, 
the provision of full protection for the public before 
they become casualties. A less important argument 
against treating casualties in London is that the 
psychological environment would be far from good. 
We are therefore forced to return to the precepts of 
orthodox military surgery, and to insist that the 
prime essentials are efficient first-aid, careful classifi- 
cation, gentle handling, and rapid evacuation. Not 
one of these ideals will be easy of attainment; it 
is therefore the more necessary that we should 
understand the problems involved and prepare our 
organisation with great care and thoroughness. It 
is also urgently necessary that the importance of our 
preparations should be realised by the powers that 
be. Unfortunately, there are as yet few signs of 
any such realisation. 

It is, alas, doubtful whether any casualty organisa- 
tion could cope for long with the astronomical 
numbers of casualties which seem to be likely if the 


1. Med. Offr, March 25, 1939, p. 117. We are now of the opinion 
that this figure is an underestimate. 
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protection of the population is not taken seriously ; 
but we think that the scheme we described in the 
article quoted by “X” has at least a chance of 
success. Briefly it depends upon two considerations ; 
first, the anticipation that casualties will reach a post 
within half an hour of their occurrence ; and second, 
the observed fact that not more than about 5-8 per 
cent. of casualties ? require immediate operation and 
warding, the remainder being able to stand a journey 
of some hours. It cannot be sufficiently stressed, 
however, that evacuation must be preceded by 
careful classification, and that classification implies 
plenty of space. It should not be (but is) necessary 
to emphasise the fact that all units in the casualty 
service must be as fully protected as possible. We 
therefore described the unit which we called a 
Classification Evacuation Post; a post as carefully 
protected as possible, tactically sited, and large 
enough and sufficiently well prepared to receive all 
casualties in the area served, to classify them, to 
arrange the evacuation of the majority, and to deal 
with the small minority of cases of “first urgency.” 
It is not necessary to recapitulate further. 

It will be seen that we heartily agree with “ X ” 
in his advocacy of full protection for units of the 
casualty service inside the danger areas. And we 
must agree with his contention that evacuation will 
be difficult. Evacuation, nevertheless, is neither 
impossible nor undesirable. To claim that it is, and 
to ask that it should be replaced by the construction 
of fantastically expensive bomb-proof hospitals of 
enormous size will do no good and may easily cause 
the whole principle of bomb-proofing to be condemned, 
We are, Sir, yours faithfully, 

L. CROME, 
R. E. W. FISHER, 


London, N.W.3, May 26. G. B. SHIRLAW. 


HEART-FAILURE 


Sm,—Dr. Shirley Smith’s interesting survey of 
heart-failure (p. 1168) does not, I know, claim to be 
exhaustive, but it omits what I believe to be one 
of the earliest and most valuable ssymptoms—namely, 
nycturia. Urination at night may be due to various 
causes, especially in elderly people, and with men it 
is almost always put down to some degree of prostatic 
enlargement which may not be clinically demonstrable. 
As a matter of fact in many such cases it is due to 
incipient heart-failure, and recognition of this fact 
may be the means of deferring for a long while the 
development of more severe and obvious signs of 
failure. As a symptom it is usually present some 
while before any trace of edema can be detected in 
the legs, though some degree of dyspnoea on exertion 
may coexist. 

A moment’s thought will show the cause of this 
symptom. As soon as the heart becomes in any way 
embarrassed the circulation through tle body is 
to some extent interfered with, and this will show 
itself, inter alia, by a diminished output of rather 
concentrated urine. At night, when the body is 
resting, the circulation tends to improve, and this 
results in the excretion of urine in such quantities 
as to cause the patient to get up to urinate several 
times in the night and so interfere with sleep. This 
urine tends to be more dilute than the day urine— 
the reverse of what normally obtains—and is really 
the excretion of a subclinical odema of the tissues. 
This condition is one in which I think the steady 
administration of small doses of digitalis is of great 
benefit, and by watching this symptom the patient 


2. cf. A. Tudor Hart (Brit. med. J. May 27, 1939, p. 1099), who 
gives 2 per cent. for this figure. 
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is able to keep a fairly sensitive check on his progress. 
As he improves nycturia diminishes, and any increase 
is an absolute indication for less exertion and more 
rest. 

Dr. Shirley Smith states categorically that ‘‘ There 
are no indications for the subcutaneous or intra- 
muscular injection of digitalis.’ This might be 
allowed to pass if it read ‘‘ There should be &e,’’ 
but I can assure him that in poorer-class general 
practice many patients derive great benefit from such 
injections where the indications are not urgent enough 
to warrant intravenous injections and where facilities 
for rectal administration are absent. 

I am, Sir, yours faithfully, 

Winsford, Cheshire, May 25. W. N. LEAK. 


PROGRESS AGAINST PNEUMONIA 


Sı, —Your leading article of May 13 encourages 
me to air an opinion that must, I think, be shared 
by others, as to the value of the sulphonamides in 
pneumonia. Recently, I have seen three cases of 
delayed resolution after pneumonia treated with 
one of the sulphonamides. It may be that the drug 
was not properly used, but another explanation 
suggests itself. It might be expected that an agent 
which tends to depress leucopoiesis, as we know the 
sulphonamides may do, would hamper the good work 
of the leucocytes as fibrinolytic agents. The 
familiar picture of unresolved pneumonia, as revealed 
by the microscope, of alveoli devoid of leucocytes 
but filled with fibrin, is explained as an exposition 
of cause and effect. It may be that chemotherapy 
is mainly effective during the initial phase of pneu- 
monia but that its continued use may interfere with 
natural processes of repair. As you suggest, it seems 
reasonable to suppose that chemotherapy and. specific 
therapy might, to better advantage, be used in 
combination. For many years I have combined 
the use of Quinisan with very small, increasing 
doses of Wynn’s vaccine as a routine treatment of 
pneumonia. The results compare favourably with 
those claimed for M. & B. 693. I am writing this 
in the hope of eliciting the opinions of others, who 
may have had similar experiences and who have 
found that, in the treatment of pneumonia, the 
sulphonamides have their limitations. 

| I am, Sir, yours faithfully, 
Torquay, May 26. PAUL GIBSON. 


A NATIONAL LANGUAGE FOR INDIA 


Srm,—On Feb. 18 you commented on an article of 
mine entitled “Is a national language necessary for 
scientific education and expression in India?” 
published in the Journal of South Indian Medicine 
for November, 1938. Your comment, I feel, has missed 
the point of my article and explains only the diffi- 
culties. To say that millions of Indians speak the 
Dravidian tongues rather than Hindustani is no 
answer to my estimate of the national craving for a 
greater and united India, in which a lincoua-franca 
is absolutely necessary. We do not want to create a 
Europe in India, a Europe, the home of multitudinous 
nations, big, small and insignificant, and a Europe 
of as many tongues as there are in India. It is mid. 
summer madness to think of making English the 
national language of India; Slater may have gaid 
that ‘the extent to which English has already 
become the language of South India is amazing,” 
but the south Indian masses, nearly 95 per cent. of 
them, do not know English, in spite of two centuries 
of English contact. Let anyone address a mass 
meeting in English, in the city of Madras -perhaps 
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the citadel of the English language in India—without 
any translators; he will find that he is addressing a 
minority of high-school and college students and 
clerks. In the villages, in a population of a thousand 
or more, one may find one or two knowing some 
understandable English. Hitherto the English officials 
—I mean the majority of them—have been living an 
exotic life; and no wonder the results linguistically 
are almost insignificant. But thanks to numerous 
voluntary organisations, especially the Dakshina 
Bharath Hindi Prachar Sabha, and the policy of the 
Congress government at Madras, Hindustani has 
already made headway and in a decade, if progress 
is steady, it will have taken permanent root in South 
India. 

You say that I seem to be a.believer in the Aryan 
myth. Let me state categorically that a modern 
progressive Indian has absolutely no myth about him. 
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Throughout the epochs of Indian history, Indian 
practice has been toleration and assimilation. Com- 
pared to the colour prejudice in South and East 
Africa and Herr Hitlers own untenable theories, 
India, especially the educated India, has no “ myth ” 
complexes. India is suffering from too much political 
and material religiosity. The so-called official religions 
are prostituted for material purposes. A future India 
will perhaps be much happier, without the irrational 
political religions. 

But I am glad you realise my sincerity when I 
wrote that ‘‘ Of all the foreign languages from the 
scientist’s point of view, English is the best.” The 
language of Shakespeare and Shaw can stand on its 
merits, irrespective of the political needs of India 
and the world. 

I an, Sir, yours faithfully, 
Coimbatore, May, 10. E. S. GOPALAN. 
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ON THE FLOOR OF THE HOUSE 
By MeEpicus, M.P. 


PALESTINE—civil defence—camps—Finance Bill 
and Czechoslovakia—these have been the diet of the 
House of Commons in the week before Whitsun. 
And so crowded is the business pressing for com- 
pletion that the House had to sit on Friday, May 26, 
instead of as usual adjourning on the Thursday and 
is due to reassemble on Monday, June 5, instead of 
the customary Tuesday. 

The Palestine debate showed deep divisions in the 
parties. Cabinet ministers abstained on the Govern- 
ment side and privy councillors voted against the 
Government. It is clear the Palestine problem, 
certain aspects of which, and in particular certain 
conflicts in respect of which, are written of in the 
Bible, will not be permanently and peacefully solved 
in a period of twenty or a dozen years. Statesman- 
ship here has to deal with a problem that depends on 
the biological building-up of races and on the 
laws not of Left and Right in a modern political 
division of opinion, but of far more fundamental 
differences which determine the survival or dis- 
appearance of peoples. 


* * * 


Civil defence is becoming an ogre in its powers of 
devouring recruits for its service. Vast protection 
services in the towns and vast evacuation services in 
the country areas are occupying a great multitude of 
people. The bill clanked its way through a day and a 
half of the committee stage and only finished when 
it did on Wednesday evening because the length of 
the clauses and the multiplicity of the amendments 
had reduced all concerned to a condition in which 
they wanted at all costs to get something through 
the House and on to the statute-book. A most interest- 
ing feature of the Defence Bill is that the work to be 
carried out under its provisions is very much more 
extensive than even the minister in charge realises. 

A great deal of attention has been devoted recently 
to the organisation of the casualty services and the 
changes have been so great that it is doubtful if the 
ministers concerned are even now fully informed of 
their extent. It is common form now that the 
hospital organisation in London is to be in sections 
radiating out into the country around. The head of 
the section is to be a teaching hospital and in the 
section going out are all the other parts of a complete 
hospital scheme, including the ‘base’ hospitals. 


But what is not realised is that the scheme for giving 
first-aid to and collecting casualties has been very 
greatly modified as the result of the teaching of the 
A.R.P. school in Cromwell Road. 

Up to the present the terminology of first-aid and 

hospital work in connexion with civil defence has 
been based on the experience of trench warfare in the 
1914-18 war. The new terminology now introduced 
is based on the war we are now waging for posi- 
tion and technical advantage before the guns go off 
and the bombs explode. Every aeroplane invention, 
every increase of aeroplane speed or of bomb-carrying 
capacity or of defence against aeroplane attack alters 
the civil defence programme. Gas is less of a danger 
and less of a problem now that it was a year ago, 
because our gas defence is better on the one hand 
and the opportunity for gas attack, owing to the 
height at which aeroplanes can be compelled to 
travel, is on the other much less. 
1. In this new type of war, the exact characteristics 
of which are gradually emerging, there will be only 
two zones in the country. The first will be the zone 
in which casualties will occur, the collecting zone, 
and the second the zone to which casualties will be sent, 
the evacuating zone. In the collecting zone, which 
will cover the cities and other vulnerable areas, the 
services which are in the “front line” will be of 
primary importance and they will all have to work 
together. There are the rescue and demolition 
squads, the fire-fighting squads, the decontamination 
squads, the repair squads, and the first-aid parties. 
They are called first-aid parties now, and not stretcher- 
bearers, because their primary duty will be that of 
giving first-aid and then stretcher-bearer duty will be 
subsidiary to that. 

The medical problem in case of attack is becoming 
clearer. Attack, it is to be presumed, will be by 
flights of aeroplanes which will be flying at a height 
of over 15,000 feet and at a speed of 250-300 miles 
an hour. At that height and speed the maximum 
accuracy of bombing aim is not very great. In order 
then that any objective may be hit, bombs will be 
released in a pattern around the objective and an 
area say 300-400 yards in diameter will be 
seriously damaged. In that area with aeroplanes of 
present bomb-carrying capacity you may have 600 
or more casualties. But you will not have casualties 
in ones or twos scattered over a wide area. There 
may be patches of pattern bombing and their 
casualties fairly close together, if important objectives 
are close together, but otherwise wider separation of 
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damaged patches with much unaffected territory 
between will be the rule. 

To deal with these casualties a concentration of 
all the types of services operating in the streets will 
be required, The first-aid parties will be equipped 
in the future with a motor-car to take them about 
and one or more (adapted) ambulance vehicles for 
sitting and lying wounded. The modus operandi of 
a first-aid party when it is notified that an attack 
has been made and casualties caused will be to go as 
near as possible to the damaged area with their 
vehicles and then walk or climb over ruins on foot 
to the casualties themselves. The first duty will be 
immediate first-aid; the secqnd duty will be the 
vitally important decision as to disposal. This 
decision must be made by the first-aid party, or it 
cannot be made until a first-aid post is reached. And 
if all casualties go to the F.A.P. then every raid will 
be followed by a period in which the F.A.P. is sur- 
rounded by a crowd of people struggling to gain 
admittance—in most pitiable conditions. The 
duty of decision as to disposal will follow simple rules 
now being considered by the Home Office and it is a 
decision which first-aid parties can be taught to 
make. The decision as to disposal will vary between 
(1) home; (2) first-aid post; (3) hospital of first 
reception (formerly casualty-clearing hospital); or 
(4) base hospital. There will no doubt in practice be 
other types of hospital, as happened in 1914-18, for 
particular types of injuries. 

The teaching hospitals in London which are to be 
at the head of each section will function firstly as 
first-aid posts and secondly as hospitals of first 
reception, limited to 200 beds. It is the intention of 
the scheme that all surplus beds and bedding and 
all surplus instruments and supplies (surplus, that is, 
to an establishment of 200 beds) shall be sent out of 
London to the base hospitals of one kind or another. 
It is hoped that this will be done; but certain 
authorities are already being “‘ sticky ” about it. 

First-aid parties and other ‘front line” services 
will remain under the Lord Privy Seal direct—that 
is, under Home Office organisation—and this section 
includes the police. First-aid posts and hospitals 
will be under the Ministry of Health. It is still a 
weakness of the general planning of the medical 
services that there are not enough first-aid party 
volunteers and not enough of first-aid post personnel. 
However, plans of training—including training of 
medical practitioners themselves—are also being 
made; so by the time that peace becomes assured 
we shall be completely ready. 


FROM THE PRESS GALLERY 
Hospital Accommodation for Air-raid Casualties 


In the House of Commons on May 23, when the 
Civil Defence Bill was considered in Committee, 
Mr. BERNAYS, parliamentary secretary to the Ministry 
of Health, moved an amendment which made it clear 
that the Minister could arrange for removing mental 
patients as well as ordinary patients to other institu- 
tions to make room for casualties in an air attack.— 
Sir JoHN ANDERSON, Lord Privy Seal, assured Mr. Ede 
that the clause which excludes from the duties of 
the council the erection of new buildings was intended 
to exclude a block of new wards or other structures 
of that kind within the existing hospital, and not 
merely a new hospital or other complete building. 


Evacuation and Public Health 


When the discussion of the bill was resumed on 
May 24, Mr. EDE moved an amendment providing 
that local authorities should have power to reserve 
premises compulsorily and to impose restrictions on 
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transference. He said those responsible in the 
reception areas had misgivings as to whether all 
the accommodation that had been offered would be 
available. It would be a disaster if when the children 
allocated to a particular village or small town were 
evacuated it was found that a day or two before 
someone had come out from the town and by payi 

a fabulous sum of money had deprived them of the 
opportunity of placing the children there. Authorities 
in the reception areas should be given power to 
reserve the accommodation which had been voluntarily 
offered to the Minister of Health in response to his 
appeal. Dr. HADEN GUEST agreed with Mr. Ede that 
the places to which people were going should be 
definitely earmarked in advance. Otherwise there 
would be a danger of overcrowding in the reception 
areas which would be extremely disadvantageous 
from the health point: of view.—Mr. ELLIOT, Mini 

of Health, said that in the choice of those to be 
evacuated priority had been given to children and 
the organised movement under the Government 
scheme would therefore comprise school-children 
who would travel in school units with their teachers, 
and younger children who would go with their 
mothers, or some other responsible person. On the 
results of the survey that had been carried out block 
allocations of the priority classes had been made to 
the reception areas, and the responsible authorities 
had been notified as to the numbers that would be 
dispatched to their charge. The general plan of the 
bill was to confer on the Government and other bodies 
powers which must be exercised in peace-time, while 
the powers necessary after the outbreak of hostilities 
would be held in readiness in the shape of defence 
regulations to be promulgated if an emergency arose. 
The powers for the compulsory provision of accom- 
modation, or in other words billeting powers, fell 
to be included in the regulations and not in the 
present bill. He would be prepared to take power 
in the present bill, under which it would be possible 
for the Minister to promulgate regulations to deal 
with billeting as soon as he was satisfied that an 
emergency was imminent. ? 


The Medicine Stamp Duties 


In the debate on the second reading of the Finance 
Bill in the House of Commons on May 25 Mr. GRAHAM 
WHITE said he was at a loss to know why at a time 
when money was so badly needed the Chancellor 
of the Exchequer should have so precipitately aban- 
doned an income of £750,000 a year by the remission 
of thè medicine stamp duties. There was no wish 
to curtail the privileges of those who had been in the 
habit of selling and distributing these products, but 
it seemed to him that the way would now be open 
for the sale of drugs without disclosure of content or 
formula through slot machines, by hawkers and in 
other ways, and he did not think that anyone could 
suggest that that was in the interests of the health 
of the community. Many of these prescriptions and 
nostrums were in the nature of pain Killers. A person 
in pain took one to obtain relief and then went on 
taking the drug with the result that great injury 
was inflicted on him.—Sir JOHN SIMON, Chancellor 
of the Exchequer, said most careful work had been 
done on the subject by a select committee and he had 
examined the report of that committee with great 
care. The committee were entirely convinced that the 
present archaic system of taxation should be repealed, 
and they suggested something to take its place. 


‘The present duties could not be maintained because 


they were unworkable, and the Government were 
challenged as to whether they were working them 
lawfully. The alternative scheme suggested by the 
committee was not practicable. He did not think that 
the proper way to deal with quack medicines—oven 
if they could identify them by this sort of process— 
was by charging a small tax on those which were 
sold. It was essentially a matter for control and 
regulation by the law of public health. It was not 
sound to say that some medicines were good, and 
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that those should not be taxed, while others were 
quack medicines the sale of which would be permitted 
subject to a small tax. It was the most difficult thing 
in the world to draw a line between a good medicine 
and a bad one. 

Mr. WAKEFIELD said as far as he could gather 
informed medical and other professional opinion very 
definitely was that harm might come to the people 
as a result of the repeal of these duties. It was 
generally felt that the door would be left open for 
indiscriminate advertising and for placing various 
remedies on the market in a way which could not be 
done now. That would undoubtedly be harmful to 
the health of the people. There was a professional 
body who would be harmed by the repeal of these 
duties, namely, the qualified chemists who constituted 
an essential unit in the national health-insurance 
system. Up to now these chemists had certain 
privileges in the sale of these medicines, and if they 
were withdrawn there would be a considerable falling 
off in the number of suitable candidates for the 
profession. 


Medical Students and Military Training 


In the House of Lords on May 25 the Military 
Training Bill was considered on report. Lord ADDISON 
moved an amendment to permit any person to be 
exempt from liability to be called up for military 
training on the ground of his industrial skill. He said 
that as the bill stood large numbers of highly skilled 
men in most critical occupations would be called up 
just at the end of their apprenticeships when their 
skill was almost at its highest point.—The Earl of 
ONSLOW said he would like to put the case of doctors. 
It was quite inconceivable that a doctor could be 
employed in the Army in any other capacity than 
that of an officer of the R.A.M.C., but in war-time 
he might, of course, be also employed to look after 
the civil population, or take part in other activities. 
He would: however, always be employed as a doctor. 
Now it seemed that the young medical student of 
20 or 21 doing his six months’ training in the Army 
would be taken away from his training as a doctor 
for a period which would really be contrary to the 
public interest, because the country wanted him as 
a doctor and not as a soldier. He suggested that if 
the medical student served for a month or two months 
that would not hamper him very much, because he 
might then go back to the hospital, or even to a 
military hospital which would perhaps teach him 
more than he might learn if attached to the R.A.M.C. 
reserve ; or he might do other training if required.— 
The Earl of BIRKENHEAD said that the Government 
did not feel justified in taking power to exempt men 
of this age from military training They hoped and 
believed, however, that most of these men would have 
their training on some of the large number of technical 
jobs which now existed in the Army. 

On the motion for the third reading of the bill, 
the Earl of MUNSTER said that there were three 
factors which they had to take into account in dealing 
with the, question of medical students. First there 
was the period of their course at which medical 
students did their military training. If that was 
postponed until they qualified he understood they 
would come up for training at the age of 25, and in 
that case this period would not occur until three 
years had elapsed. Secondly, the number of medical 
students at one time and the training facilities which 
would be available had also to be taken into con- 
sideration. Lastly, the fact that the R.A.M.C. militia 
required men who would remain in the R.A.M.C. 
as nursing orderlies when they were required had 
also to be taken into account. These were all matters 
about which he could unfortunately give no further 
information at this stage.—The bill was passed and 
the Royal Assent was given to the measure on May 26. 


Both Houses of Parliament adjourned on May 26 
for the Whitsun recess. The House of Lords will 
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reassemble on June 6 and the House of Commons 
on June 5. 


QUESTION TIME 
THURSDAY, MAY 25 
First-aid Posts in Islington 


Dr, HADEN GUEST asked the Minister of Health whether 
he was aware that in Islington, with a population of over 
300,000 within 3000 acres, there was a shortage of premises 
suitable for use as first-aid posts; that the board of 
management of the London Fever Hospital had refused to 
permit the borough council to equip and use a part of the 
hospital premises which was isolated from other buildings 
until the entire evacuation of the hospital had been carried 
out in time of war, although he had already approved the 
proposal in principle; and whether he would take steps 
to see that the management board of the hospital altered 
their decision.— Mr. Ex.ior replied : I am aware that the 
borough council have had some difficulty in finding 
enough suitable premises as first-aid posts but eight have 
now been located and these will be supplemented by four 
mobile units. The London Fever Hospital has now agreed 
that one of the eight posts should be located in the 
hospital. 


Finances of Voluntary Hospitals 


Sir GEORGE BROADBRIDGE asked the Minister of Health 
whether he was aware of the serious financial condition of 
the voluntary hospitals of this country, particularly in 
London, due principally to reduced amount of subscrip- 
tions and falling off in donations and legacies; and 
whether, as this position was due to lower interest-bearing 
securities and increased taxation and generous public 
response to the Czechoslovakian and Jewish refugee 
appeals, he would take steps to assist these hospitals and 
so prevent them reducing the number of wards or closing 
down altogether.—Mr Exuiot replied: I recognise the 
financial difficulties confronting certain of the voluntary 
hospitals. My hon. friend knows that there has recently 
been consultation, in regard to London, between repre- 
sentatives of the London County Council, the King 
Edward VII Hospital Fund and the Voluntary Hospitals 
Committee for London. I am keeping in touch with these 
discussions and I have the matter under close consideration. 

Sir Henry Morris Jones: Is my right hon. friend 
aware of the very serious anxiety which the governing 
bodies of many of these hospitals in the big cities, and also 
the staffs are going through at the present time ? They 
have rendered a magnificent service to the state and will 
he consider their financial position ?—Mr. ELLIOT: Yes, 
Sir, those are the matters which are being considered. 


Evacuation and Epidemics 


Mr. Stoxes asked the Minister of Health whether he 
was satisfied that the epidemiological aspects of the 
evacuation of children under the air-raid precautions 
scheme had been given the consideration which their 
serious nature demanded.—Mr. Exuior replied: The 
attention of local authorities has been directed in para- 
graph 54 of the Ministry of Health’s Memorandum Ev.4, 
supplemented by paragraphs 13 and 14 of the Board of 
Education’s circular 1469, to the importance of preventive 
measures against the risk of the epidemic spread of infec- 
tious diseases. Arrangements have also been made to 
supplement the existing public-health laboratory services 
by the establishment of additional laboratories in localities 
where it is thought that they will be most needed. 


FRIDAY, MAY 26 
‘Panel Doctors’ Surgeries 


Dr. HADEN GUEsT asked the Minister of Health whether 
he had any statement to make regarding the investigation 
now being made into the complaints of the conditions of 
panel doctors’ surgeries.—Mr. BERNays, parliamentary 
secretary to the Ministry of Health, replied: No com- 
plaints of the conditions of panel doctors’ surgeries are at 
present before my right hon. friend. No investigation, 
therefore, of the nature indicated is being made by him 
nor is he aware of any need for such an investigation. 
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CHARLES H. MAYO 
M.D., D.SC., M.CH., LL.D., F.A.C.S., F.R.C.S., D.P.H. 


TuE Mayo Clinic is the most characteristic 
expression of American medicine. Beginning as a 
small hospital in an insignificant country town it 
has developed into an immense institution for 
diagnosis, treatment, and research, established firmly 
on the principle that every patient shall have the full 
benefit of modern knowledge. To this end has been 
directed the same rational planning and the same 


collective effort that build efficient factories and - 


machines. But though the clinic is thus a product 
of its age it is also a work of genius, Of its two 
creators, the younger 
brother, Charles 


Horace Mayo, died in 
Chicago on May 26 at 
the age of 73. 

Their father, William 
Worrell Mayo, came 
from Eccles in Lanca- 
shire and learnt 
chemistry at Owens 
College. After an 
adventurous career he 
finally settled at 
Rochester, Minnesota, 
in 1863. Two years 
previously he had 
married a woman of 
Scottish parentage, 
Louise Wright, of New 
York state, who had 
soon afterwards dis- 
played great courage 
in the Sioux rising and massacre of 1862. Of their 
five children the two boys, William and Charles, 
very early assisted their father in his practice; 
and afterwards they would often recount how Charles 
had to stand on an upturned biscuit box in order 
to help at operations. When in 1885 his time came 
for a more formal education he entered Chicago 
Medical College, returning to his father’s surgery 
in the vacations, and in 1888 he graduated at the 
Northwestern University. 

It was in the following year that the father, then 
70, and the two sons opened their new hospital, 
St. Mary’s, with thirteen patients and five nurses 
from the Roman Catholic sisterhood of St. Francis. 
Neither William nor Charles had worked as hospital 
interns; but that, they said, made them more 
careful. Despite opposition in the town they won 
increasing success, and soon St. Mary’s was able 
to offer much better surgical facilities than was 
usual in western towns. At first all three Mayos 
still worked as general practitioners, but the two 
sons early showed a surgical bent. They were ready 
to tackle all sorts of surgery, and as early as 1895 
Charles was doing most of the operations on the eye, 
ear, nose, throat, bones and joints. When the 
time came to find associates who could take over 
part of the work they followed at once the policy 
of training their own associates—a policy which, 
it has been said, ‘‘ has resulted in a surgical corps with 
a perhaps unparalleled unity of ideals and standards, 
but in which personal initiative has been fostered 
to a remarkable degree.” 

Prof. Grey Turner recalls that at the time of his 
first visit, now 33 years ago, Charlie and Will, as 
they were always affectionately called, with E. Starr 


Judd as assistant, did almost all the operative work, 
“ But then the place was little more than a big village, 
and on arrival at the station the cabmen called out 
‘Clinic, Hospital, or Cooks Hotel?’ as representing 
the sum of the activities of the place. Now it is a 
hospital city and the largest single medical centre 
in the world. In all this remarkable development 
Charles Mayo played a notable part. He was four 
years younger than William, but throughout life 
they worked together as one, and there was singular 
devotion between them. Throughout all their great 
successes, as I have often heard them declare, they 
‘always shared the same pocket-book’ (i.e., note-case).”’ 

The history of the Mayo Clinic and Hospital has 
been written elsewhere and will be written again, 
From a small local and private venture it has become 
a national and almost public institution ; for in 
1919 its properties, already of enormous value, 
were made over to an appropriate association, while 
two years previously the University of Minnesota 
had benefited by the establishment of the Mayo 
Foundation fund for medical education and research, 
From their father’s day the brothers had accepted 
patients regardless of their ability to pay ; in 1926 
about 30 per cent. were paying nothing to the clinic, 
and 25 per cent. paid only enough to cover the cost 
of examination. But large sums were nevertheless 
earned and after salaries had been paid to the staff, 
including the two chiefs, and provision for upkeep 
and expansion had been made, the rest went to 
endowment of research, education, and welfare. 
The Mayos held, as they said, that the success of 
the clinic, past, present and future, ‘‘ must be 
measured largely by its contributions to the general 
good of humanity.” The extent of these contri- 
butions cannot yet be judged, but the existence of 
the clinic and the fame of its methods have had a 
profound effect on American medicine, and thus on 
medicine throughout the world. 

The influence has not come so much through 
outstanding surgical or medical discoveries, It 
has flowed directly from the conception of William 
and Charles Mayo that modern medicine demands, 
not an alteration in the individualistic approach 
of the patient to the doctor, or the doctor to the 
patient, but an organisation of medical men that 
brings to the service of the patient all known facilities 
for efficient diagnosis and treatment. In the Mayo 
Clinic the doctor still consults with his patient within 
the quiet walls of his examining-room, just as every 
doctor does the world over; but he does so with all 
the diagnostic aid of the clinic within his easy grasp. 
Immediate answers to doubtful points are available. 
He can utilise the experience of hundreds of specialists 
in a moment. He lives in a medical world where 
every human fallible factor has been as far as possible 
eliminated. The system is as fool-proof as human 
ingenuity can make it. Nevertheless, it is claimed, 
the essential patient-doctor relationship remains 
undisturbed ; there still must exist confidence. trust 
and faith between them. There are few hospitals 
today in any civilised country which have not been 
in some way influenced by the experiences of this 
great institution. 

It would be easy for a machine of this type to 
become sterile and lifeless. The Mayo Clinic was 
never that. Charles Mayo was its soul. He was the 
humanising element in the organisation. More than 
anyone he was responsible for the fact that 500 
members of the most highly individualistic profession 
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could be induced to live and work together in a small 
town on the edge of nowhere—and like it! He it 
was who established that tradition which enables 
so many men distinguished in their own particular 
fields to work in peace and harmony for common 
ideals, Moreover, this same integrative quality 
found expression in an even wider sphere. He had a 
flair for the interpretation of medical knowledge to the 
lay public. Though he was perfectly at home with 
the great he never lost that common touch which 
enabled him to talk to the most humble in terms 
which could be understood and appreciated. As a 
result he had a deep interest in public health and 
in the welfare of the community. He battled fiercely 
for anything which made his country a better place 
to live in. In this usually dangerous field for medical 
men, in which the press must play a part, he was 
equally successful. His ‘‘ news value ” was enormous 
but he never offended his colleagues nor antagonised 
the press. He was honoured by countless universities 
and scientific bodies but these distinctions he accepted 
merely in so far as they honoured his colleagues and 
the clinic as a whole. He regarded himself simply 
as another member of the institution which by 
accident bore his name. This was typical of his 
unselfish life. 

As a surgeon he had remarkable versatility and 
was responsible for innovations over a wide field. 

“ It is characteristic,” writes Prof. J. R. Learmonth, 
“ that his first six contributions to medical journals 
dealt with such varied subjects as glandular tuber- 
culosis, cerebral surgery, nasal sinusitis, injuries 
of nerves, skin-grafting, and obstruction of the 
common bile-duct. In all he wrote or shared in 
413 papers of professional interest ; although in his 
later life he narrowed the field of his technical interest, 
he maintained the same broad outlook on surgery 
in general, and his contributions were always 
characterised by clarity and proper perspective. 
The amount of successful surgical work which he 
accomplished could have been overtaken only by 
one gifted with great intellectual and physical powers, 
as well as single-minded devotion to his craft; in 
addition he had an uncanny knack of inventing 
procedures which were simple yet entirely efficacious, 
perhaps the most valuable of which was his brilliant 
work on transplantation of the ureters to the colon. 
That he was intrigued by this aspect of surgery is 
clear from his paper, published six years ago, on 
< wrinkles and recipes in intestinal surgery.’ 
As a clinician he had a unique position. At once at 
ease with any patient, he had the faculty of getting 
immediately to the root of the matter, and of enlisting 
his patient’s absolute confidence by his ability to 
put the problem clearly in lay language, and by his 
transparent sincerity. His patients became and 
remained his friends. ... Few men of his position 
can have commanded the same mixture of deep 
respect and genuine affection.” 

Another former assistant, Mr. A. H. McIndoe, 
to whom we are indebted for many of the more intimate 
details of this notice, speaks of him as the perfect 
surgical chief. “Few there were who after five 
minutes’ conversation did not fall beneath the spell 
of those twinkling eyes set in a half-serious, half- 
humorous face, of the quiet voice with its charac- 
teristic dry twang and the head cocked a little on one 
side. His method of expression was unforgettable. 
He presented facts and figures in forthright manner 
wvith apt allusions and illustrations drawn from 
natural history and comparative anatomy, sometimes 
germane to the point under discussion, sometimes 
not. He illuminated his picture with flashes of 
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dry humour which kept his audience in a bubble 
of anticipation.. During the morning’s work of 
anything from ten to fifteen major cases he might 
discuss the number of nails and match-heads, the 
weight of charcoal and gunpowder which could 
be made from the constituents of the human body ; 
he might philosophise about the gall-bladder of the 
pocket gopher, the pineal eye of the tuatara lizard, 
the galls on his oak trees, the tuberculous lesions 
of turkeys’ livers or a hundred other odd subjects, 
and between these divagations introduce sound 
clinical teaching drawn from the accumulated wisdom 
of his vast. experience. Those who listened year by 
year fascinated by his extraordinary discourse never 
knew what new and curious information his wide 
reading and shrewd observation would bring to light. 

“ As an operator he was rapid, dexterous and 
direct, bold when necessary, conservative when 
possible, always gentle. He was difficult to assist, 
for, contrary to the usual practice of the clinic, he 
did not try to standardise his technique. He was 
forever trying new methods, unexpected approaches 
to difficult problems, variations in routine which were 
not easy to anticipate. Dr. Will thought that 
Dr. Charlie would have made a brilliant plastic 
surgeon, and indeed he loved anything of a con- 
structive nature. He never ragged his assistants 
and was as unfailingly kind to them at the operating- 
table as he was outside the theatre. I can vividly 
remember my first nervous clumsiness as his assistant 
when he suddenly interrupted the curious mixture of 
half-scientific jargon and half-popular medical lore 
with which he delighted his crowded theatre to 
whisper in my ear—‘ You're doing fine ; so long as you 
don’t drop the bits on the floor I don’t mind.’ Equally 
well can I remember the last sad day in 1929 on which 
he operated—a gastric resection interrupted by his 
having aretinal hemorrhage. Theday had a particular 
significance, for in the adjoining theatre the next 
operation was to witness his own son’s initiation as 
assistant to his famous father. This was a ceremony 
to be watched with interest and appreciation by the 
whole clinic and keenly anticipated by father and 
son. It never took place. How well the son is 
following in the father’s footsteps is evident to 
anyone who visits the clinic today.” 

Charles Mayo was a great traveller and was 
personally known to very many of the surgeons of 
Europe. In Great Britain he received honorary 
fellowships from the surgical colleges of England and 
Ireland and from the Association of Surgeons. In 
his own country he held the presidency of the American 
College of Surgeons, the American Medical Association, 
the American Surgical Association, and innumerable 
other bodies. During the late war, alternating 
with his brother, he was chief consultant for all 
surgical services of the United States army. From 
1912 onwards he was medical officer of health for 
Rochester, Minnesota, where his life was spent. 


CHARLES RALPH COOKE-TAYLOR 
O.B.E., B.A, OXFD, M.R.C.S., D.P.M. 


Dr. Cooke-Taylor, who has died in London at the 
age of 55, did not qualify in medicine until 1927 
when he was already 43. He came of a family of 
social reformers and after a brilliant career at Oxford 
University, where he took his degree in 1906 with 
honours in jurisprudence, he was called to the bar 
in 1910, and in the same year stood for Parliament 
in the Holborn division. After that he contested 
Dulwich unsuccessfully on eight occasions, the last 
at the general election of 1935; at this time he was 
president of the Monmouth Liberal Federation and 
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hon. treasurer of the University of London Liberal 
Association. His interest in medicine began when 
during the late war he joined a medical unit for 
service in Serbia and after capture by the Bulgars 
he began to work for refugees and obtained an insight 
into shell-shock. Soon after qualifying in medicine 
he took a psychological diploma and became visiting 
physician to the British Hospital for Nervous and 
Mental Disorders and psychologist to the Ex-Service 
Welfare Society. His name appeared in the Corona- 
tion honours list. He was unmarried. 


DONALD ROSE PATERSON 
M.D. EDIN., F.R.C.P. 


Dr. D. R. Paterson, who died at his home in Cardiff 
on May 23, had been a general physician before he 
specialised in diseases of the ear, nose and throat. 
After qualifying with honours in Edinburgh in 1883 
he was house-surgeon at the Northern Infirmary, 
Inverness, and then at the Cardiff Infirmary 
which he remained associated for the rest of his life. 
In those early days he was lecturer on materia medica 
at the South Wales University College, pathologist to 
the Glamorgan and Monmouthshire Infirmary and 
hon. secretary to the Cardiff Medical Society. A 
number of short papers which he then wrote covered a 
wide range of clinical subjects. Having become 
assistant physician to the infirmary he resigned this 
appointment to take charge of the ear, nose and throat 
department, with the teaching of laryngology in the 
Welsh National School. On one of his many visits 
to continental clinics he met Killian and became 
interested in the direct examination of the esophagus 


and upper air-passages, being one of the first to use 
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the bronchoscope in this country. He became a 
corresponding member of several foreign laryngological 
societies and was elected F.R.C.P. in 1926. An old 
friend and confrère writes: “ Paterson had qualities 
which placed him among the most trusted and 
respected figures in his professional circle, whether 
as a physician or as a specialist. Apart from profes- 
sional excellence his richly endowed and highly 
cultured intellect made him a choice companion. 
It was a stimulating experience to be in his 
company. He was a fine companion, an earnest 
worker and a cultured gentleman.” In later years 
Dr. Paterson found time to develop his taste for 
archeology and became hon. curator of the Cardiff 
municipal museum, being later elected a member of 
the council of the National Museum of Wales. In 
1897 he married Constance Mary, elder daughter of 
Richard Baker-Gabb of Abergavenny. They had a 
daughter and three sons, of whom the eldest was 
killed in 1917 while on active service in Belgium. 


Dr. JosEPH THOMPSON, who died in Nottingham 
on May 22, was the son of a local practitioner and 
was born there in 1844. He was educated at 
University College, London, and qualified in 1865, 
going at once into partnership with his father. He 
was appointed surgeon to the Nottingham General 
Hospital and the Nottingham Hospital for Women 
and was an active member of the staff of both until 
his retirement in 1910. He was a prominent free- 
mason. The eldest of Dr. Thompson’s family of 
five—four sons and one daughter—is Dr. J. B. 
Thompson, who is in practice in Nottingham. His 
wife died two years ago. 


MEDICAL NEWS 


University of Oxford 


Dr. Freda Pratt has been appointed first assistant in 
the Nuffield department of anesthetics in the university. 


University of Cambridge 


On May 27 the degrees of M.B., B.Chir. were conferred 
by proxy on R. D. S. Jack. 


University of London 


Dr. G. W. Pickering has been appointed to the university 
chair of medicine at St. Mary’s Hospital medical school. 


Dr. Pickering, who is 34 years of age, was educated at the 
Royal Grammar School, Newcastle-on-Tyne, at Dulwich College, 
and at Pembroke College, Cambridge, where he was a scholar. 
He obtained a first-class in both parts of the natural sciences 
tripos and in 1926 went to St. Thomas’s Hospital. While 
working as a student he taught biology at Westminster school. 
In 1928 he qualified, and in the following year he was awarded 
the Mead medal and Wainwright prize for medicine at the 
hospital. He was resident anesthetist and Rouse physician, and 
in 1930 graduated M.B.Camb. and became M.R.C.P. From 
St. Thomas’s he went to University College Hospital as assistant 
in the department of clinical research under Sir Thomas Lewis, 
F.R.S. In 1931 he was appointed to the permanent scientific 
staff of the Medical Research Council and in 1932 he presented, 
with W. Hess, a preliminary account of his work on the experi- 
mental production of headache. This has been followed by 
many other reports, especially on experimental hypertension 
and allied problems, and since 1936 he has been lecturer in 
cardiovascular pathology. Last year he was appointed 
Herzstein lecturer to the University of California and Stanford 
University, San Francisco, and spent two months visiting these 
P peer schools in the United States. He was elected F.R.C.P. 
n ; 


University of Leeds 

The university court decided on May 24 to confer 
the hon. degree of D.Sc. on Dr. L. A. Rowden, hon. director 
of the electrotherapy and X-ray departments of Leeds 
General Infirmary. 


Harveian Society of London 


On Thursday, June 8, at 7.30 P.M., the annual Buckston 
Browne banquet of this society will be held at the 
Connaught Rooms, Great Queen Street, W.C.2. 


Society of Apothecaries of London 
At recent examinations the following candidates were 


successful :— 


Surgery —R. M. Coplans, S. K. Krishnan, J. Lieber, and 
S. A. Schuyler. 


Medicine. —S. K. Das, W. D. Jenkins, EB. L. Moll, J. R. Rose, - 


E. Smith, and W. E. Swanston. 

Forensic Medicine.—S. K. Das, W. D. Jenkins, E. L. Moll, 
J. R. Rose, E. Smith, and W. E. Swanston. 

Midwifery.—E. F. Gleadow, A. N. Kalra, and E. C. G. Miller. 


The following candidates, having completed the final 


examination, are granted the diploma of the society 


entitling them to practise medicine, surgery and midwifery: 

S. K. Das, Bengal and St. George’s ; E. L. Moll, Guy's; J.R. 
Rose, Charing Cross; and W. E. Swanston, St. George’s. 
Royal College of Surgeons of England 

On June 2 Miss Dorothy Collier will deliver a Hunterian 
lecture on facial paralysis and its operative treatment. 
Other Hunterian lectures will be given on June 12, when 
Dr. D. W. Gordon Murray will speak on heparin in 
thrombosis, and on June 14, when Mr. George Armitage 
will describe gastroscopic observations on the healing of 
chronic gastric ulcer. On June 5, 7, and 9 Mr. John Beattie 
will deliver three Arris and Gale lectures on experimental 
surgery. His subjects will be hyperthermia, arterial 
hypertension, and blood conservation methods. All thes 
lectures will be held at the college, Lincoln’s Inn Fields, 
London, W.C.2, at 5 P.M. 
Medicine Stamp Act 

The Socialist Medical Association circulate a statement 
objecting to the proposed repeal of the Medicine Stamp 
Act which is, they consider, a retrograde step because 
(a) every committee which has discussed this subject 
has reported in favour of publishing formulas on every 
drug package; (6) it will remove even the present 
semblance of control over these preparations ; (c) it must 
lead to more extensive self-medication; and (d) it is 
unlikely to mean any saving to the consumer, but rather 
increased profits for the manufacturers. 
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King’s College Hospital 

Mr. V. E. Negus, F.R.C.S., has been elected president 
of the Listerian Society for next session. L. D. de Launay 
and A. B. Kinnier Wilson are the secretaries. 


London Hospital 

Mr. Hugh Lett, P.R.C.S., consulting surgeon to the 
hospital, will present the prizes to the students on 
Thursday, June 29. 


Faculty of Radiologists 

The first annual meeting of the faculty, which was 
recently formed by the amalgamation of the British 
Association of Radiologists and the Society of Radio- 
therapists, will be held in Liverpool on June 9 and 10, 
under the presidency of Dr. R. E. Roberts. Further 
particulars will be found in our Medical Diary. 


Indian Medical Service 

The annual dinner will be held at the Trocadero 
Restaurant, London, W.1, on Wednesday, June 14, 
at 7.15 P.M., when Major-General C. W. F. Melville will 
preside. Tickets may be had from Major Sir Thomas 
Carey Evans, the hon. secretary, Hammersmith Hospital, 
Ducane Road, W.12. 


Science and Society 

On May 25 at the first public meeting of the new division 
for the social and international relations of science 
established last year, its chairman, Sir Richard Gregory, 
F.R.S., said it represented a deliberate step by the British 
Association towards the recognition of the obligations of 
progressive scientific knowledge to the needs of a changing 
society. Scientific workers could no longer remain 
indifferent to the social consequences of their discoveries. 
Prof. Ernest Barker, Litt.D., speaking on the impacts 
of science on society said that the student of physical 
science must serve one mistress only—her name was the 
discovery of truth—regardless of consequences and regard- 
less of social impacts. But when impact happened and 
consequences declared themselves he should bring his 
scientific training and technique to help in correcting and 
easing the consequences where necessary. He concluded 
by quoting Plato’s phrase ‘“‘ The responsibility rests with 
the chooser : science itself stands free.” 


Association of Industrial Medical Officers 

At the invitation of Messrs. Rowntree and Co. the 
annual provincial meeting of the association was held on 
May 19 and 20 at the Cocoa Works, York, where the 
medical department consists of two whole-time medical 
officers, a nursing staff of four, the dental department, 
and the optician. Mr. A. C. Bloomer, who has been full- 
time dental surgeon for over 20 years, explained that 
since 1904 a dental service had been available to employees 
of all grades, without age restriction, and in the case of 
factory workers a wage payment at minimum day rates is 
made for the time spent at the department. Dental 
examination of juvenile entrants is made a routine, 
parental permission for any extractions required being 
obtained in 95 per cent. of cases. No charge is made for 
fillings. For dentures the scale of fees is based on the 
ruling of insurance societies. Local anesthetics are given 
at the minimum charge of ls.; gas-and-oxygen anes- 
thesia is largely used. Experience has shown the benefit 


_ to employee and to employer of dental treatment during 


j 


working hours in the avoidance of minor illnesses. Miss 
E. P. Stevenson, M.A., gave an account of the work done 
by the psychological department. All prospective 
employees are examined, by means of performance or 


. written tests, to determine their suitability for jobs. 


The performance tests measure such abilities as hand 
and eye codérdination, muscle control and coérdination, 
speed and accuracy of perception, and finger dexterity. 


The written tests measure, among other things, the candi- 
' date’s powers of comprehension, reasoning, and deduction. 


For apprenticeship to trades certain assembly tests are 
given in addition. The department takes an active part 


in the selection and training of teachers and other super- 
‘visory staff, advising the management on problems 


concerned with labour, and undertaking research work on 


the various questions arising therefrom—e.g., accident 
 proneness. 
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National Baby Week 

National Baby week will be held from July 1 to 7. 
In its propaganda this year the council is laying stress 
on fathercraft in the child-welfare movement. Further 
particulars may be had from the secretary of the National 
Baby Week Council, 117, Piccadilly, London, W.]1. 


Service Appointment 

Surgeon Rear-Admiral B. Pickering Pick has been 
appointed to be house governor and medical superintendent 
of King Edward VII Convalescent Home for Officers at 
Osborne, in succession to Major-General J. W. West, who 
retires in October. 


British Red Cross Society 

At a meeting of the council of this society held on 
May 18 it was announced that in order to effect the fullest 
coöperation with the Government’s national defence 
schemes the county branches of the society had been grouped 
in conformity with the civil defence regions, and a regional 
subcommittee would be set up to act as a link between 
headquarters and the branches. The conditions of service 
and allowances for the society’s personnel have not been 
fully determined, but it is hoped that the Government’s 
proposals will be announced shortly. 

During the last year the society has manned over 
890 first-aid stations at camps and territorial hospitals 
and treated over 20,000 casualties. The ambulance 
service has carried . 23,000 patients, while the blood- 
transfusion service has answered over 6600 calls. Medical 
supplies and foodstuffs were also dispatched to the sick 
and wounded in China and Spain. Since last November 55 
men’s and 431 women’s new detachments have been raised 
with a trained personnel of 1271 men and 9599 women. 


Streptococcal Sore-throat in New York State 

A statement issued by Dr. Edward S. Godfrey, jun., 
state commissioner of health for New York, describes an 
outbreak of septic sore-throat in 502 persons, of whom 
178 were children under fifteen. The first 15 cases were 
discovered among school-children in Malden on May 5; 
next day it was determined that the outbreak was due to 
the use of raw milk distributed by one dealer, and all. 
products from the suspected dairy were required to be 
pasteurised. An infected cow was found on the same day 
(May 6) and the outbreak thereafter declined rapidly. 
While the last reports showed a total of 502 cases, it was 
estimated that there would be a maximum of 600 cases ; 
there have been 3 deaths, all in people of advanced years. 
The disease was notified as streptococcal pharyngitis, and 
investigation disclosed that at least 455 patients con- 
sumed milk secured from the one dealer, this representing 
91 per cent. of all of the septic sore-throat cases investigated. 
“ As nearly as can be determined,” says Dr. Godfrey, 
“the cases are attributable only to the use of raw milk.” 


Spanish Emigrants 

The Mexican government has declared its willingness to 
absorb many of the refugees now in France who have fled 
from Spain, provided they are Spanish-born and Spanish- 
speaking. The National Joint Committee for Spanish 
Relief is working with the newly formed British Committee 
for Refugees from Spain to arrange the transport of these 
emigrants. Once they arrive the Mexican government 
will be responsible for them and will find them work. 
Families are being reunited to begin a new life together, 
and one ship with 1800 refugees aboard has already 
sailed. About £15 provides a passage and equipment for 
one adult, and donations for the “‘ refugee ship campaign ” 
may be sent to the committee at 4, Great Smith Street, 
London, S.W.1. 

Almost all the emigrants after the hardships they have 
endured are in need of some medical care, and the Spanish 
Medical Aid Committee has undertaken to find the neces- 
sary medical stores and to supply the Spanish doctors and 
international doctors who are accompanying them with 
instruments and equipment for the voyage and for their 
new life. The committee has also undertaken to arrange 
for the medical examination and possible inoculation of the 
refugees before embarkation. Work among those who 
still remain in the refugee camps in France must also be 
continued and they ask that gifts should be sent to them 
at their new address, 69, Great Russell Street, W.C.1. 
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Appointments 


BATESON, W. G., M.B. Belf., assistant medical officer at the 
Royal Eastern Counties ‘Institution, Colchester. 

BORG, CHARLES, M.D. Malta, assistant medical officer of health 
for Richmond. 

Cross, A. M.B. Camb., F.R.C.S., hon. assistant surgeon to 
the ear haia department of the Princess Beatrice. Hos- 
Dital, ee 

KENYON, A. L., M.B. Manc., F.R.C.S., assistant surgeon to the 
Royal Manchester Children’s Hospital. 

KNIGHT, G. C., M.B. Lond., F.R.C.S., hon. neurological surgeon 
9 tho Princess Elizabeth of York Hospital for Children, 

ondon. 

LAYCOCK, H. T., M.B. Camb., F.R.C.S., resident surgical officer 
at Addenbrooke’s Hospital, Cambridge. 

LISTER, ARTHUR, M.B. Camb., F. R.C. S., assistant surgeon to 
the Royal London Ophthalmic Hospital. 

MACKEITH, S. A., M.R.C.S., D.P.M., deputy medical superin- 
tendent at Graylingwell Hospital, Chichester. 

MURRAY, L. H. .Hy. Durh., D.P.H., medical superin- 
tendent of Infectious Diseases Hospitals for the Lanchester 
Joint Hospital Board. 

*NORWICH, ISADORE, M.B. Witwatersrand, F.R.C.S.E., resident 
surgical officer at Booth Hall Hospital, Manchester. 

OAKLEY, W. G., M.D. Camb., M.R.C.P., assistant physician to 
the diabetic department, * King’ 8 College Hospital, London. 

PAUL, F. A., L.R.C.P.E., senior assistant medical officer at the 
District read Inverness. 

*PEaAcH, EMELY M., M.D. Manc., D.P.H., consultant derma- 
tologist at the Booth Hall Hospital, Manchester. 

Ryan, J. J., M.B. N.U.I., D.P.M., senior medical officer at 
Menston’ Mental Hospital, Leeds. 

SMALL, H. A. D., ; F.R.C.S., surgical registrar at the 
Royal Cancer Hospital (Free). London. 

SNAITH, L. Durh., F.R.C.S., M.R.C.0.G., maternity 
officer Pies Newcastle- -on- “Tyne. 

*SOMERFORD, A. M.D. Manc., consultant dermatologist at 
the Gavi cca Hospital, Manchester. 

WARD, Eric, M.R.CS., D. P.H., assistant county medical 
officer of health and district medical officer of health for 
the borough of Arundel and Chichester rural district. 


V acancies 


For further information refer to the advertisement columns 
Arer tee Beds, Three Counties Mental Hosp.—Sen. asst. M.O., 


Aylesbury, Poe. Buckinghamshire Hosp.—Second res. M.O., at 

rate o ; 

Bangor, Cærnarvonshire and Anglesey Infirmary.—Sen. and 
jun. H.S.’s, £170 and £120 respectively. 

Bare. North Devon Injfirmary.—Sole res. M.O., at rate 


Belfast, Queen’s University.—Jun. lectureship, £300. 

Belgrave Hosp. for Children, 1, Clapham Road, S.W.9.—Out- 
patient M.O., at rate of "9150. 

Berkshire County ‘Council.— Asst. M. O., £500. 

Berkshire Education Committee.—Agsst. "school M. O., £50 

Birmingham City.—Temporary asst. M.O.H., at rate OL £600. 

Blackburn, Roual Infirmary.—Res. H.S., £17 5. 

Bognor Regis War Memorial Hosp. —Hon. consultant ophthalmic 
surgeon. 

Bolingbroke Hosp., Wandsworth Common, S.W.11.—H.S. and 
cas. O., each at rate of £120. 

Bristol University.—Lectureship in pathology, £400 to £500. 

a Hosp. for Functional Mental and Nervous Disorders, 

Camden Road, N.W.1.—Hon. physician. 
Gambri. Addenbrooke's Hosp.—H.P., at rate of £130. 
Canterbury, Keni County Mental Hosp., Chartham.—Jun. asst. 


Canterbury City and County.—M.O.H. and school M.O., £800. 

Central London Throat, Nose and Ear Hosp., Gray’s Inn Road, 
W .C.1.— Hon. assts. in outpatient dept. 

Cheltenham. General and Eye Hosps.— H.P., £150. 

Chester City Hosp.—Jun. res. M.O., at rate of £150. 

Chester Royal Injfirmary.—H.S. to orthopedic dept., £150. 

Connaught Hosp., Walthamstow, E.17.—H.P., H.S., ‘and cas. O., 
each at rate ‘of £110. 

Cornwall County Council.—Deputy county M.O., £7 20. 

Crovdon, Mayyday Hosp.—Two jun. res. asst. M. 0. s,each £300. 

Derbyshire County Council. aa ee M.O., at rate of £600. 

Doncaster Royal Infirmary.—H.S. to ear, nose and throat and 
ophth. depts. and res. anæsthetist ate nan of £150. 

Dover Borough.—M.0O.H. and port M. Ô., 

Dreadnought Hosp., Greenwich, S.Æ.10 e R officer, 
at rate of £15 0. 

Beeline Hosp. for Sick Children, Southwark, S.E.1..— Radiologist, 


20. 

Glasgow, Redlands Hosp. for Women.—Jun. asst. in dept. of 
general surgerv. 

Glasgow, Western Infirmary.—Asst. radiologist, £400. 

Greenwich Metropolitan Borough, S.2.10. — Asst. M. O., £500. 

Halifax Royal Infirmary.—Cas. O., at rate of £150. 

Hampstead General and North- West London Hosp., Haverstock 
Hill, N.1V.3.—H.S., at rate of £100. 

Hastings, Royal East Sussex Hosp.—Jun. H.S., at rate of £150. 

Hertfordshire County Council.—Asst. M.O. for maternity and 
child-welfare work, £500. 

Hosp. Hi Consumption and Diseases of the Chest, Brompton, 
S.IV.3.—Two surg. registrars, each £150. 


* Subject to confirmation. 
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Hosp. for Women, Soho Square, 1V.1.—Hon. clin. assts. 

Huddersfield Royal Infirmary. —H.S. to abnormal maternity 
dept., and two H.S.’s, each at rate of £150. 

India, Assam Medical Research Society, Shillong.—Research 
officer, Rs. 1000/— per mensem. 

Kidderminster and District General Hosp.—Sen. and jun. H.S.’s 
at rate of £150 and £100 respectively. 

King’s College Hosp., Denmark Hill, S.£.5.—Asst. physician to 
children’s dept. 

Kingston County Hosp.—Res. asst. obstetrician, and res. asst. 

physician, each £350. 

Laro. Stirling District Mental Hosp.— Asst. M.O., £250. 

Leeds, ‘Meanwood Park Colony.—Med. supt., £800. 

London County Council.—Res. med. supt. for St. James’ 
Balham, £1300. Also asst. M.O., £600. 

London Hosp., E.1.—Medical first asst. and registrar, £300. 
Medical] outpatient first asst., £150. Also clin. asst. in 
X-ray dept 

London University. Lora of pathology at St. Thomas’s Hosp. 
medical school, £1200. Also external examinerships. 

Mada Vale Hosp. for Nervous Diseases, W.9.—Hon. asst. 
physician. 

Manchester, Christie Hosp. and Holt Radium Institute.—Two 
clin. assistantships. 

Manchester, Geum neal Hosp.—Res. asst. M.O., at rate of £200, 

Manchest hess of York Hosp. for Babies.—Sen. res. MO., 
at rate of £125. h 

Manchester City Education Committee. —School M.O., £1000. 

Manchester Royal Infirmary.—Chief asst. to surgical unit, £250. 

Manchester Universiiy.—Asst. director in dept. of clinical investi- 
gations and research at Manchester Roya! Infirmary, £400. 

Middlesex Hosp. and Medical School, W.1.—-Sure. reg., £300. 

National Temperance Hosp., N.W.1 -~Hon. physicist. 

Nottingham General Hosp. —Res. aneesthetist, at rate of £150. 

Oldham County Borough.—Deputy M.O.H. and asst. tuber. 
officer, £750. 

Oswestry, Robert Jones and Agnes Hunt Orthopedic Hosp.— 
H.S., at rate of £200. 

Oxford, Radcliffe Infirmary.—Surg. reg., £400. 

Plymouth City General Hosp.—Jun. asst. M.O., at rate of £250. 

Plymouth Royal Eye Infirmary.—Hon. surgeon. 

Portsmouth Royal Hosp.—H.P., at rate of £130. 

Queen ars Hosp. for the East End, Stratford, f.15.—Radio- 
logist, £350. Also registrar to ear, nose and throat dept., 
50 guineas. 

Queen’s Hosp. for Children, Hackney Road, E.2 

, each at rate of £100. Also asst. 

Reading, Royal Berkshire Hosp.—Res. TH... res. 
depts. and res. cas. O., each at rate “or £150. 

Rochdale Infirmary and Dispensary.—Se n: HS. 

Rotherham Hosp.—Cas. H.S., £150. 

Royal London Ophthalmic Hosp., City Road, E.C.1.—— Pathologist 
and curator, £650. 

Royal Masonic Hosp., Ravenscourt Park, W.6.— Res. surg. O., at 
rate of £250. 

Royal Northern Hosp., Holloway, N.7.—Res. M.O., £370. H.S. 
at rate of £70. Also second physician for diseases a of the skin 

St. Albans, Hill End Hosp. and Clinic, &c.—Two H.P.’s, each 
at rate of £165. 

St. John Clinic and Institute of Physical Medicine, Ranelagh Road, 
S.W.1.—Asst. surgeon to orthopeedic dept. Also clin. asst. 
to light dept. 

St. Mark’s Hosp. for Cancer, Fistula, &c., City Road, E.0.1.— 
H.S., at rate of £120. 

St. Mary's Hosp., W.2 m Hon, physician in charge of dept. for 
diseases of chil 

St. Peter’s Hosp. for Stone, &c., Henrietta Street, W .C.2 .—Clin. 
assts. to hon. stafi. 

Sheffield, Jessop Hosp. for Women.—Registrar, £2 50. 
and res. M.O. ., each at rate of £150. 
rate of £100. 

Sheffield Children’s Hosp.—H.P., £100. 


Hosp., 


—H.P. and cas. 
surgeon. 
H.S. to special 


£200. 


Sen. res. 0. 
Also H.S S, each at 


Shrewsbury Royal Salop Infirmary.—Res. surg. O.. £25 

Siitingbourne and Milon Urban District —M.O.FE and asst. 
county M.O., £800. 

South London Hosp. for Women and Children, South Side, 


Clapham Common, S.W.4.—Radiologist. 
Southampton, Royal South Hants and Southampton Hosp.—Astt. 
radiotherapist in new radium and deep X-ray block, £475. 


Southampton Free Eye Hosp.—H.S., at rate of £150. 
Stockport Ce ore Education Committee.—Sen. asst. 
school M.O., 


Stoke-on-Trent, Worth: Staffordshire Royal Infirmary.—-HS. to 
aural and ophth. depts., at rate of £150. 


Stourbridge Borough.—M.O.H. and M.O. to North Worcester 
shire Joint Isolation Hosp. Board, £800. 
Swansea County Borough.— Asst. M.O., £500. 
Sydney University.—University postgraduate lectureship in 
patho oey and directorship of pathological unit at Prince 
enry Hosp., £1500 (Australian currency). 
Taunton, Taunton and Somerset Hosp.—H.P., at rate of £123. 


Tilbury Hosp.—H.S., at rate of £140. 

Tunbridge IV ells, Kent and Sussex Hosp.—Res. sur g. O., £250. 

Wakefield, Scalebor Park Mental Hosp.—Asst. M.O., £400. 

Warwickshire Voluntary Hospitals Council.—Hon. visiting phys- 
to Coventry and Warwickshire Hospital. 


Warwick, Warwickshire and Coventry Mental Hosp.. Hatton— 
Deputy med. supt., £650. 

West resins Hosp., Hammersmith, W.6.—Res. cas. O,, at rate 
o 

Westminster Hosp., S.W.1.—Hon. sen. and jun. clin. assts. te 
dept. of psychological medicine. 

Willesden General Hosp., Harlesden Road, N.W .10.—Ħon. clir. 
assts. Also refraction asst., 1 guinea per session. 

Worcestershire, King Edward VII Memorial Senatoriun. 


Knightwick.— Asst. county tuberculosis officer. £4350 
Laat Hosp.—H.S. to eye, ear, nose and throat deft. 
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Medical Diary 


Jume 5 to June 11 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
WEDNESDAY. 

History of Medicine. 5 P.M., Prof. M. F. Ashley-Montagu 
(New York): Edward Tyson (1650-1708) Physician, 
Comparative Anatomist and Anthropologist. 

FRIDAY. 

Ophthalmology. 4.30 P.M., cases. 5 P.M., annual general 
meeting. Mr. A. H. Levy and Dr. P. Manson-Babr : 
Bilateral Keratitis and Cyclitis due to Filaria (Onchocerca 
Volvulus) Infection in a European from Kenya. 

SATURDAY. 

Sugery. 2.15 P.M. (Reval Infirmary, Leicester), cases. 
Dr. W. D. Jeans: edical and Surgical Treatment of 
Goitre. Mr. D. McGavin: Chronic Non-tuberculous 
Epididymitis. Dr. Joan Walker : : Unusual Pathological 
Specimens. 


FACULTY OF RADIOLOGISTS. 

FRIDAY.—10 A.M. (Liverpool Medical Institution), Dr. R. E. 
Roberts : presidential address. 2 P.M., Pr J. L. A. Grout: 
Diseases 'of Bone. 2.40 P.M., Dr. Cc. G. Teall : A Radio- 
logical Study of the Bone Changes in Anemia and Leu- 
keemia in Children. 3.20 P.M., Dr. A. E. Barclay: Radio- 
logical Demonstration of the Adult and Fcetal Circulation. 

SATURDAY. —10 A.M., Prof. Penry Cohen, Prof. R. E. Kelly, 
Proft. W. M. Frazer, Dr. Ralston Paterson, Dr. J. F. 
Brailsford : The Cancer Probie 

WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 

PORE AY: —8.30 P.M. (Kensington Town Hall, W.8), Prof. 
J. B. S. Haldane, F.R.S. : Congenital Disease. (Cavendish 
ea ) 

MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 

THURSDAY.—8.30 P.M. (11, Chandos Strect, W.1), Dr. E. B. 
Strauss: Escape into Normality. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF EDINBURGH. 
TUESDAY.—5 P.M. (University New Buildings), Mr. A. L. 
Bacharach: Vitamin E. 
FRIDAY.—5 P.M., Prof. ©. A. Lovatt Evans, F.R.S.: 
Metabolism of the Heart. (Sharpey Schafer lecture.) 
ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH. 
THURSDAY and FRIDAY.—5 P.M., Dr. Henry Yellowlees: 
Problem of Adolescence. (Morison lectures.) 
HONYMAN-GILLESPIE LECTURE, EDINBURGH. 
THURSDAY.—4.30 P.M. (Royal Infirmary), Miss Gertrude 
Herzfeld : The Acute Abdomen in Childhood. 
NATIONAL HOSPITAL FOR DISEASES OF THE HEART. 
THURSDAY.—5 P.M. (1, Wimpole Street, W.1), Prof. W. T. 
Ritchie: Acute Rheumatic Carditis. (St. Cyres lecture.) 


ST. MARY’S HOSPITAL, W.2. 
TUESDAY.—5 P.M. (institute of pathology and research), 
Prof. J. R. Marrack: The Chemical Bases of Immunity 


Reactions. 
BEA OnT, To O RADUSER MEDICAL SCHOOL, Ducane 
0a 
MONDAY. —4.30 P.M, Dr. R. C. Wingfield: Pulmonary 
Tuberculosis. 


WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Prof. J. H. Dible: Pathology of the 


Gastro-intestinal Tract (I), 3PM. clinical and pathological — 


conference (surgical). 4.30 P.M., "Prof. H. W. C. Vines: 
Pathology of the Adrenal Glands. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Colonel L. W. Harrison : 
Gonorrhea in Women. 

F RIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gynecology). 2.30 P.M., Mr. Charles 
Donald: Acute Pyogenic Infections. 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 


ST. GEORGE’S HOSPITAL, S.W.1. 
lei ot oo edu 5 P.M., Dr. Alfred Meyer: psychiatric demon- 
stration 


HOSTITAL FOR SICK CHILDREN, Great Ormond Street, 


T AURSDAY.—? P.M., Dr. Wilfred Pearson : Causes, Symptoms 
and Treatment of Broncbiectasis. 3 P.M., Dr. W G.W yllie : 
The Recognition and Treatment of Pulmonary Tubercle 
in Children. 

Outpatient clinics daily at 10 A.M. and ward visits at 2 P.M. 


TAVISTOCK CLINIC, Malet Place, W.C.1. 
MLONDAY.—Ĝ P.M., Dr. Emanuel Miller : Type Diagnosis. 
NV EDNESDAY.—3 P. M., Dr. Cedric Shaw: Sexual Difticulties. 
41.30 P.M., Dr. H. Crichton-Miller : Frigidity. 
TH URSDAY. —6 P.M., Dr. Alice Hutchison: Disorders of 
Childhood—Hysterical Manifestations, Digestive, Respira- 
tory, and other Disorders. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 


NLTONDAY to SuNDaY.—ST. Mary’s HOSPITAL, W.2, Tues. 
aod Thurs, 8 P.M., clinical and pathological M.R.C.P. 


course.—BROMPTON HOSPITAL, S.W.3, all-day thoracic 
surgery course. Mons. and Thurs., or Tues. and Fri., 
5.15 P.M., M.R.C.P. course in chest diseases. —LONDON 
CHEST HOSPITAL, Victoria Park, E.2, Wed. and Fri. 6 P.M., 
M.R.C.P. course in heart and lung diseases.—CITY OF 
LONDON MATERNITY HOSPITAL, City Road, E.C.1, Sat. 
and Sun. course in obstetrics. 


SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—4 P.M., Dr. A. E. Tudor Hart: Recent 
Experiences in the War in Spain. 
MANCHESTER ROYAL INFIRMARY. 


FRIDAY.—4.15 P.M., Dr. C. S. Don: demonstration of medical] 
cases. 


Births, Marriages and Deaths 


BIRTHS 
CUTHBERT.—On May 27, at Newcastle, the wife of Dr. Martin 
Cuthbert—a daughter. 


DARMADY. Sen May 24, at Britford, Salisbury, the wife of 
Dr. E. M. Darmady—a dau ghter. 

GIBBS.—On May 25, at Cobham, Sarrey: the wife of Dr. A. J. 
Gibbs—a son. 

HAMILTON-TURNER.—On May 25, the wife of Dr. Claude 
Hamilton-Turner, of Cadogan Place, S.W.1—a daughter. 

Hioks.—On May 23, ‘at Hove, the wife ‘of Dr. Leighton Hicks 
—a son. 
HUBBARD.—On May 13, at the Government Hospital, Madras, 
the wife of Captain’ Philip A. Hubbard, I.M.S.—a son. 
LLEWELLYN.—On May 27, at Datchet, the wife of Dr. E. E. 
Llewellyn, of Virginia ’Water—a daughter. 

TUKE amare: a May 26, the wife of Dr. R. G. Tuke, of Bournemouth 
—as 

WILDE. On May 21, in Dublin, the wife of Dr. J. F. Wilde, 
of Doughty Street, W.C.1—a son. 


MARRIAGES 


BRAY—DESPREZ.—On May 22,in Paris, John Storey Barwick 
Bray, M.R.C.S., to Elise Soulbieu Desprez. 

FLETCHER SHAW-—STEVENSON.—On May 24, at St. Mary 
Abbots, Kensington, W. Fletcher Shaw, P.R.C.0.G., to 
Mabel Mary, widow of Archibald Campbell Stevenson, M.B. 

FRAzER—DICKINS.—Or May 20, at the Church of the ee 
Heart, London, Walter FitzGerald Frazer, M.R.C.S., 
Kathleen Miriam Tavener Dickins. 


DEATHS 


BARKOW: —On May 29, Albert Boyce Barrow, M.B. Lond. 
F.R.C.S., aged 94. 

CAIRNEY.—On May 23, at Queen Victoria Hospital, Nice, Maud 
Christine Cairney, M.B. Glasg., D.P.H., D. M & H. 

CLAPPERTON.—On May 27, at Corby, Kettering, Thomas James 
Milner Clapperton, L. S.A. 

CooKE-TAYLOR.—On May 24, at University College Oe oF 
. London, Charles Ralph Cooke- Taylor, 0.B.E., M.R.C.S 
Chepstow, Monmouthshire, aged 55. 

DAVIES.—On "May 30, Frederick Mark Davies, L.R.C.P., of 
Rodney Court, W.9, aged 74. 

EvLuis.—On May 27, Frederick William Ellis, M.D. Aberd., 
F.R.C.S., of Birmingham. 

GILRUTH.—On Ma a, at Arbroath, James Davie Gilruth, 
M.D. Edin., F.R.C.P.E.. of Drumkemno, Carnoustie. 

PERDRAU.—On May 29, at Guy’s Hospital, Jean René Perdrau, 
M.B. Lond., M.R. G.S. 

SWINFORD EDWARDS.—On May 29, at Grosvenor Street, W.1, 
Frederick Swinford Edwards, F.R.C. S., aged 86. 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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June 1, 1839, p. 378. 


From a review of ‘ Practical and Surgical Anatomy 
and Physiology” by W. J. Erasmus Wilson. 


. On our first impressions much depends, and 
he who commences the study of his anatomy with confused 
and ill-arranged ideas, let him not suppose that he has 
merely lost his first season; on the contrary, he will 
painfully find in the second that Locke somewhat too 
boldly advanced his doctrine, that the mind was a sheet 
of white paper, or wax; if it have the one property of 
readily receiving impressions, it has another additional, 
and sometimes very inconvenient one, that of retaining 
more or less clearly imprinted all that has once been traced. 
- In fact, to obliterate erroneous views, or give clearness 
to ideas once confused, are perhaps the most difficult 
tasks we ever have to perform, infinitely more so than to 
acquire new matter, however abstruse or elaborate. 
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NOTES, COMMENTS, AND ABSTRACTS 


GROWTH OF CHILDREN IN DAY- 
SCHOOLS 


By JoHN ALLAN 


PERIODICALLY those interested in the health 
and development of children are faced with certain 
questions which at present cannot be answered 
satisfactorily. They may be asked : What is the best 
length of term for children at day-schools or boarding- 
schools ? Is the pressure of school work well adjusted 
to the needs of the children? Would alterations 
of routine be likely to modify the frequency or 
intensity of epidemics? Do the effects of boarding- 
school routine differ from those of day-school routine ? 

The present investigation was undertaken in an 
endeavour to obtain information which would enable 
definite answers to be given to such questions. Boys 
attending two large secondary day-schools in the 
more prosperous suburbs of Leeds were measured 
at intervals of four weeks throughout the school 
year 1937-38. Measurements were obtained for 
580 boys in one school and 430 boys in the other. 
As yet only a partial analysis has been made of the 
material collected, but it is already clear that it 
will not be possible to give unqualified answers to all 
the above questions. 

METHODS 


The boys were measured ‘for height and weight 
at the beginning of term and at intervals of four 
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Fic. 1—Average monthly height increments (expressed. 


as percentages of previous height) of day-boys attending 
Leeds Secondary School 1937-38. 


x x Boys aged 13% years 4+5 months; mean 
number 64. 
e----e Boys aged 8-18 years; mean age 13 years 


9 months; mean number 344. 
The points for August and September are half the total 
increment for the whole holiday period. 
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Fre. 3—Average monthly height increments (expressed as 
percentages of previous height) of boarding-school 
boys aged 13$ years +65 montHs; mean number 
measured each month 66. 
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weeks thereafter. The measurements were taken 
by gymnasium classes, at the same time of day on 
each occasion, and cotton shorts were the only 
clothing worn. The amounts gained by each boy 
were expressed as a percentage of his previous measure- 
ment and the gains for each month averaged by age- 
groups. The ages of the boys ranged from 8 
to 18 years and at the beginning of the school 
year the mean age for all boys at the larger school, 
with which this article is principally concerned, 
was 13 years 4 months. Unfortunately it was not 
always possible to measure every boy throughout 
the year, and there was consequently some fluctuation 
in the constitution and mean age of the population 
measured each month. To eliminate the possibility 
of variations of age-distribution and attendance 
falsifying the results a separate group of boys, aged 
133 plus or minus 6 months, was examined and the 
findings for this group were compared with those 
obtained for the whole population (figs. 1 and 2). 
The numbers in this special group were 75, 86, and 
17 for the autumn, spring, and summer terms 
respectively, and the composition of the group was 
constant for the duration of each term. The fi 

show that the rates of increase in weight (fig. 2) 
varied in a closely similar manner in both the 
limited group and in the whole measured population. 


RESULTS 


The records for both schools were in close agree- 
ment throughout the year. The rate of increase in 
height varied little during term time, only a slight 
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percentages of previous weight) of day-boys attendi 

Leeds Secondary School 1937-38. i = 

x——x Boys aged 13$ years +6 months; 
4. 


mean 


number 6 


e----¢ Boys aged 8-18 years; mean age 13 years 
9 months ; mean number 344. j 
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Fia. 4—Average monthly weight increments (expressed 
as percentages of previous weight) of boarding-school 
boys aged 13$ years +5 months; mean number weighed 
each month 66. 
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reduction being noticeable towards the end of the 
two winter terms. In the holidays gains were more 
rapid, particularly in the spring holidays. Weight 
increments showed considerable fluctuations, and 
the reduction in the rate of increase at the end of 
term was very remarkable. The rates of gain in 
weight during the Christmas and summer holidays 
were higher than at any period of the three terms. 
It should be emphasised that during the two winter 
terms the changes in the rates of growth are strikingly 
similar to those found for children in boarding- 
schools (figs. 3 and 4) and previously described 
(Allan 1937). A comparison of figs. 1 and 3 shows 
that the pattern of height increments for the 
13}-year-old group is identical in form during 
the autumn and spring terms, both for day-boys 
and boarders. The mean weight increments shown 
in figs. 2 and 4 seem to indicate that the change 
to boarding-school environment after the holidays 
acts as a stimulus to weight production. As a result 
the periods of most rapid gain occur during term 
time instead of during the holidays, in the case of this 
boarding-school, The contrast during the Christmas 
holidays is very obvious, the boys from day-schools 
gaining at nearly double the rate of those from the 
boarding-school. This may be caused by reaction 
after the exceptionally long autumn term to which 
day-school children are subjected. 


ATTENDANCE AND SCHOLARSHIPS 


A preliminary analysis of the attendance records 
shows that in the smaller school, both as regards 
scholars and others, attendance was much better 
than in the larger day-school—a result which might 
have been anticipated from the findings published 
in a report of the Medical Research Council (1938). 
In each term there was a tendency for a greater 
number of absences to be recorded during the last 
five or six weeks than during the earlier weeks of the 
term. It was not surprising to find that the propor- 
tion of boys with perfect attendance was higher, 
in every term, among scholarship holders than among 
the general population of the two schools. At the 
age of 164, however, the averages for height and 
weight for boys holding scholarships were 66°7 in. 
and 121:2 lb., that is, } in. and 4 lb. below the 
averages for those without scholarships. Those 
taking less than twenty minutes for the journey 
between home and school had better attendance 
records than those with longer journeys, but the 
length of the journey had no appreciable effect on 
the amount grown during a period of six months. 
On the whole those walking to school from short 
distances, covered in less than twenty minutes, had 
better attendances than those who habitually cycled 

to school, but the difference was not great. 


CONCLUSIONS 


Both in day-schools and in boarding-schools there 
is a period at the end of every term when there is a 
reduction in the number of boys who gain weight and 
in the amount of weight gained. Even those who 
gain weight in each month of the term do so more 
slowly in the final month. It would seem unlikely 
that this reduction in rate of gain is due to seasonal 
influences and improbable that seasonal influences 
should produce such sudden changes in the rate 
of growth. In this connexion the rates shown in 
fig. 2 for November and December, February and 
March, and June and July should be compared. 
The rate of increase in height is not materially 
affected as the term progresses, although some slight 
reduction at the end is often perceptible. During 
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each holiday period there is an apparent acceleration 
in the rate of growth in height. 

With a relatively high rate of growth, both in 
height and weight, the Christmas holidays, for day- 
boys, would seem to be a period of considerable 
metabolic activity at a time when climatic conditions 
may be regarded as unfavourable for growth. Whether 
this physiological activity has any effect on the 
resistance to disease during the succeeding term, 
notorious for its epidemics, is unknown. It is possible 
that a shortening of the autumn term or an increase | 
in the duration of the half-term holiday might 
enable children to begin the spring term with 
enhanced powers of resistance. 

The sudden decline in increase of weight that takes 
place during the final month of each term raises 
the question whether the pressure of school work and 
play is well adjusted to the needs of the children. 
If it is conceded that the mental and physical stresses 
or the length and consequent monotony of the 
term are not well adjusted to their needs, it is possible 
that alterations of routine might have beneficial 
effects on the frequency and severity of epidemics. 

This investigation was carried out under the 
auspices of the department of physiology in the school 
of medicine at the University of Leeds, and with the 
coöperation of the Leeds education committee, the 
chief medical officer for schools, and the physical 
training staff of the schools concerned. I wish to 
express my gratitude to all who assisted me in this 
work either directly or indirectly. In particular 
my thanks are due to Prof. Albert Hemingway for 
providing me with the facilities and assistance which 
made this work possible, 
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TIME-BUDGETS 


Many people keep a more or less haphazard diary 
but the time consumed by each of the occupations 
recorded remains a matter for speculation. Two 
American workers have tried to investigate the daily 
activities of a number of people from the point of 
view of kind, duration, frequency and motives. To 
this end they persuaded some hundred persons to 
keep systematic records of all their activities for a 
month; the recording had to be done not only on 
the same day but if possible immediately a given 
activity was ended. The record was called a time- 
budget. When all the data were in, the various 
activities were classified into eight categories: those 
directly satisfying physiological and economic needs, 
social, religious, intellectual, artistic activities, love 
and courtship, and miscellaneous pleasurable activities. 
Analysis of the records showed that by far the most 
time was expended on the activities subserving 
physiological and economic needs: these account for 
18 hours out of the 24, in the proportion of 11 to 7. 
The political, civic and general social activities take 
up only about 1} hours; this prompts the authors 
to reflections on the apparent indifference to the way 
in which the keepers of the budgets are governed ; 
may it not favour the emergence of political minorities 
with dictatorial tendencies ? The cultural activities 
—religious, intellectual and artistic—account for 
about 2 hours a day, but the details supplied suggest 
the overwhelming predominance here of wireless and 
newspaper which some would hardly admit to this 
category. Amorous and pleasurable activities are 
said to have occupied 1} hours. The fact that 
smoking is included in the last category casts further 


By Pitirim A. Sorokin 
phrey Milford, 
108. 6d. 


1. Time-Budgets of Human Behaviour. 
an arence Q. Berger. London: Hum 
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doubts on the classification; in heavy smokers it is 
likely to overlap many other activities. 

On the basis of their analysis the authors feel that 
too much fuss has: been made about the amount 
of leisure time available; to try to fill almost 
non-existent vacant periods with healthful and 
commendable activities seems to be a work of super- 
erogation. As might have been expected, the section 
devoted to motivation is the least convincing. Such a 
study could only assess expressed motives, and apart 
from the fact that some motives are unconscious and 
some subconscious, many people are not sufficiently 
introspective to analyse their motives further than 
that they do things either because they want to, or 
because they must. The subjects of this study did 
their best and admitted to such motives as personal 
comfort, filling in time, and so on. Their answers 
show that even within the limits of this investigation 
the relationship between activities and motives is 
very complicated. After the motive of physical and 
physiological need, the “force of circumstance ” is 
the most important, suggesting to the authors that 
the problem of freedom has shifted from the political 
issues prominent in previous centuries (and we might 
add in some countries today) to economic and other 
issues connected more vitally with personal liberty 
and welfare. The subjects were also asked to predict 
their activities for a specified period which could be 
checked later by events. It was found that the 
errors mcreased with the length of time ahead, the 
least error being connected with behaviour for 
the next 24 hours and for “one week from today.” 

When one thinks of the difficulty of getting reliable 
data on such relatively objective facts as sickness 
absence or income in this country, one is amazed 
not at the number who omitted to fill in these 
elaborate forms but at the persistence of those who 
did. No-one imagines that they are an unselected 
group, but even so their answers suggest that many 
generalisations made about the way in which people 
spend their time may be fallacious. 


ORAL THERAPY IN DIABETES 


A NEW way of treating diabetes is described by 
L. Manzi who employs a duodenal extract given 
orally in the form of a tablet (Rass. Clin. Terap. 
March-April, 1939, p. 127). In 1927, he says, Takacs 
made an extract of duodenal mucosa which not 
only stimulated the external secretion of the 
pancreas (secretin) but also stimulated the internal 
secretion of that organ and thus diminished the 
blood-sugar (‘‘ incretin ’’). Manzi’s preparation, which 
he calls Duocrina,is stated to contain two hormones, 
one of which acts rapidly on hyperglycemia while 
the other has a more delayed action. Several cases 
are recorded in which the new product was given 
simultaneously with insulin; others received duo- 
crina alone. ‘The unit, a tablet, is not defined as to 
potency. 


AN OSTEO-ARTHRITIC TRIAD 
IN an address to the Heberden Society on May 16 


Vr. Ernest Fletcher concluded, from a study of 103 


cases of general osteo-arthritis—of which obesity was 
present in 49 per cent., high blood-pressure in 43 per 
cent., and both conditions together in 25 per cent.— 
that obesity, high blood-pressure, and osteo-arthritis 
formed a triad which was too common to be a mere 
coincidence. Consequently some of the symptoms and 
morbid changes of osteo-arthritis might be elucidated 
by consideration of obesity and hypertension not 
only separately but also in combination—e.g., in 
Zondek’s hypertonic obesity, the Stewart-Morel 
syndrome, and Cushing’s syndrome. The age- 
incidence of osteo-arthritis was not that of old age 
but rather that of the later periods of adult life, 
when endocrine disturbances were more likely. 
Sometimes it was seen in the third decade, and then 
it was often associated with suddenly acquired obesity. 

A general survey of obesity and hypertension 
suggested that the endocrine system, especially the 
pituitary, suprarenals, and perhaps the pancreas and 
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thyroid was particularly to be incriminated. Never- 
theless osteo-arthritis might be a phenomenon that 
merely followed obesity and hypertension, and there 
were cases of osteo-arthritis with normal body-weight 
and blood-pressure. Even the latter, however, might 
have an endocrine origin, because many endocrine 
syndromes were associated with loss of weight and 
with low blood-pressure. The fact that osteo-arthritis 
appeared to be a “‘ pattern ” reaction was probably the 
confusing factor, but it seemed likely that an endocrine 
dyscrasia might be the'triggerthat produced the pattern. 


M.D. LAUSANNE 


A LARGE proportion of registered medical practi- 
tioners in this country possess the diplomas of the 
various licensing bodies only, and no university 
degree in medicine, though to the lay public all 
medical men are ‘“ doctors.” This lack of a degree 
is often a cause of regret in after life, but there must 
be few who are willing or able to give up some years 
of their practising life to making it good. The 
University of Durham, which used to offer its M.D. 
degree to practitioners who were non-graduates in 
medicine, by special examination, gave up doing so 
in 1932. The M.D. Brux. had a similarfate. It haa 
however, been possible for a long time for a British 
medical man to take the M.D. degree of one of the 
Swiss state universities—Bern, Geneva and Lausanne 
—under reasonable conditions. The University of 
Lausanne require a candidate who is registered in 
the United Kingdom to pass a viva voce examination 
in six subjects of the final medical examination and 
to present a thesis prepared under the direction of 
one of the professors of the faculty of medicine. 
The course can be completed in one academic year. 
It does not of course entitle its holder to practise 
medicine in Switzerland. A booklet with full details 
can be obtained from Dr. C. A. H. Franklyn, hon. 
secretary of the Lausanne Medical Graduates Asso- 
ciation, at the Corner House, Queensway, Lincoln. 


WILLIAM TURNED GUGLIELMO 


Mr. R. T. Gunther, LL.D., has contributed to 
Nature (April 22, p. 667) “a first sketch for a bio- 
graphy ” of an almost forgotten scientific worker; 
one who attained at an early age distinction in the 
profession of medicine, and then abandoned it and 
reappeared a few years later as a leading authority 
on volcanic minerals and a notable collector. When 
in 1786 William Thomson at the age of twenty-five 
was elected F.R.S. and appointed Dr. Lee’s lecturer 
in anatomy, with a post at the Radcliffe Infirmary 
and a fellowship at Christchurch, he seemed to have 
embarked upon a settled career. Four years later 
for some unknown reason he abandoned all his 
appointments and expatriated himself. He settled 
in Italy and began the study of minerals. His 
chemical and scientific training led him to some 
discoveries in structure, and he was soon attracted 
to the study especially of the minerals produced by 
volcanic action. In 1794 he was able to witness the 
great eruption of Vesuvius and next year, when the 
lava had sufficiently cooled, to visit the site of 
the vent and pursue his studies on the alterations of 
rocks, stones and metals produced by the great heat. 
His collection of volcanic minerals and rocks was, 
says Dr. Gunther, well known to the scientific men 
of the time and was probably ‘‘ the most scientifically 
collected series’? ever brought together. ‘The mineral- 
ogist was known as Guglielmo Thomson, and it was 
by a fortunate chance that Dr. Gunther has been able 
to identify him with Wiliam Thomson, Dr. Lee's 
lecturer in anatomy. 


— 
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AMALGAMATION OF LONDON THROAT H OSPITALS.— 
At a meeting of the committees of management of the 
Golden Square Throat, Nose, and Ear Hospital and the 
Central London Throat, Nose, and Ear Hospital held 
last week it was unanimously decided to amalgamate 
the hospitals. A new joint building will, it is understood, 
be erected in London. 
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LEFT VENTRICULAR FAILURE * 
By D. Evan BEDFORD, M.D. Lond., F.R.C.P. 


PHYSICIAN, WITH CHARGE OF OUTPATIENTS, TO THE MIDDLESEX 
© B 


OSPITAL AND TO THE NATIONAL HOSPITAL FOR 
DISEASES OF THE HEART, LONDON 


(With Illustrations on Plate) 


UNTIL recently the subject of left ventricular 


failure has received scant attention in this country, 


largely because of the dominant influence of 
Mackenzie’s teaching, which led to general accept- 
ance of the so-called ‘‘ forward-failure’’ theory. 
Mackenzie’s researches on abnormal cardiac rhythms 
naturally concentrated his attention on heart-failure 
associated with auricular fibrillation, in which, as 
I shall later show, the two sides of the heart tend to 
fail together. From this he came to visualise the 
heart as a single pump whose function was to transfer 
blood from the venous to the arterial side of the 
circulation in quantities adequate for varying bodily 
requirements. But in reality the heart comprises 
two separate pumping units, right and left, between 
which is interposed a vascular sponge in the form of 
lungs, which, by virtue of their ready capacity to 
take up additional blood, play an important part in 
the mutual adjustment of the two sides of the heart. 
Normally these two pumps work in exact harmony, 
the left ventricle quickly adapting its output to 
correspond to the volume of blood delivered to it by 
the right, which thus sets the pace. The physio- 


. logical adjustments by which the two ventricles are 


Maintained in equilibrium can be explained in terms 
of Starling’s law of the heart, formulated on the basis 
of experiments with the heart-lung preparation. 
Similarly, Henderson and Prince (1913-14) have 
explained why the left ventricle does not outstrip 
the right and so pump the lungs dry. By placing 
the more powerful ventricle in front of the lungs, 
nature has guarded against their being flooded under 
normal conditions ; but when, as happens in certain 
pathological states, the left ventricle is overburdened, 
it may fail to keep pace with the right, with the 
result that blood accumulates behind it, in the lungs. 


HISTORICAL 


The idea that the two ventricles of the heart may 
fail separately or in sequence is not new but merely 
an old doctrine gone out of fashion. 


At the beginning of last century Laennec’s great 
discovery focused the minds of contemporary cardio- 
logists on valvular lesions and their relation to 
cardiac hypertrophy and dilatation. 

James Hope in this country and Bouillaud and 
Bertin in France came to regard the congestive 
manifestations of heart-failure as secondary to 
dilatation. Looking backwards from a valvular 
stenosis, they conceived, first, an attempt to over- 
come the obstruction by hypertrophy ; next, gradual 
exhaustion of the overburdened ventricle resulting 
in dilatation; and, finally, an accumulation of 
blood behind the dilated cavity in the form of venous 
engorgement and its consequences. 

Hope (1839) described the syndrome of left 
ventricular failure in terms which scarcely need 
modification today. Explaining the mechanism of 
heart-failure in aortic obstruction, he wrote as follows: 
‘* While the left ventricle is palpitating to disgorge 
itself through the contracted aperture (i.e. the aortic), 


¢ The Strickland Goodall memorial lecture delivered at the 
Apothecaries’ Hall, March 29, 1939. 
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the right, acting in concert with it, deluges the lungs 
with an inordinate quantity .of blood; whence 
ensues a paroxysm of dyspnoea ; next, in consequence 
of the pressure of blood in the lungs, the supply 
to the left ventricle is increased: this ventricle, 
therefore, instead of relieving its own engorgement 
by palpitation, only aggravates it, and the fit does 
not subside until either the heart becomes gradually 
exhausted by its own efforts, or (what is more common) 
until the internal congestion is relieved by determina- 
tion to the surface, or a copious discharge of watery 
mucus from the lungs.” 

Though Kreysig (1814) had already distinguished 
between paroxysmal and continuous cardiac 
dyspnoea, Hope was, I believe, the first to use the 
term cardiac asthma and to postulate as.its cause 
engorgement of the lungs. l 

This clear-cut conception of left-sided failure 
received support from the classical experiments of 
Welch (1878), who produced, pulmonary cdema 
in rabbits by ligature of the descending aorta and 
branches of the arch, or of the pulmonary veins. 

Fraentzel (1889) described left ventricular failure 
as occurring in Bright’s disease and attributed acute 
pulmonary cedema to a disproportion in output 
between the two sides of the heart. 

In France the clinical syndrome of left ventricular 
failure was described by Sée (1889), Huchard 
(1899), and Merklen (1908), whose ideas were further 
developed by Lian (1910, 1922), Vaquez (1913), 
Tessier (1905), and Lutembacher (1933). 

Vaquez said that the essential features were 
tachycardia, painful dyspncea, pulmonary oedema, 
and gallop rhythm, and postulated acute dilatation 
of the left ventricle as its basis. 

The French school have emphasised the occurrence 
of pain and include as an essential symptom the 
so-called angina of decubitus, which, following the 
ideas of Merklen and Lauder Brunton, they attribute 
to painful distension of the left ventricle. 

The modern conception of left-sided heart-failure 
is essentially the same as that first enunciated 
by Hope, but it has been further developed in 
detail by experiments on animals and by direct 
measurements of circulation-rates in man. 

In recent times valuable contributions to the 
pathological physiology of left-sided failure have been 
made by American workers, especially by Harrison 
and his colleagues, by Blumgart (1931), and by Weiss 
and Robb (1933). I must also acknowledge my 
indebtedness to the comprehensive surveys of recent 
work on heart-failure given in the monographs of 
Harrison (1935) and Fishberg (1937). 


DEFINITION, INCIDENCE, AND XTIOLOGY 


In clinical: terms, left heart-failure implies pul- 
monary engorgement behind a weakened left ventricle, 
without systemic venous congestion and its con- 
sequences and with a normal venous pressure. 
Following Harrison, we may define it, in terms of 
cardiodynamics, as a failure of the left ventricle to 
maintain a normal output in the presence of a normal 
filling pressure, 

I have analysed a series of 154 cases of left ventri- 
cular failure, comprising 132 cases in which pulmonary 
congestion was paroxysmal and 22 in which it was 
persistent or terminal. All but 17 of this series were 
consecutive cases seen in practice. Of these 154 cases 
119 were men and 35 women, giving a ratio of just 
over 3 males to 1 female, which corresponds closely 
to the sex-incidence of angina pectoris. The ages 
ranged from 35 to 82, the average age at the onset 
of symptoms being 60} years. The maximal incidence 
was in the sixth and seventh decades, 

Three common forms of heart-disease predispose 
to left ventricular failure—namely, hypertension, 
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coronary arteriosclerosis, and aortic disease—of these 
hypertension is predominant. Of 132 patients with 
paroxysmal dyspnoea 111 (84 per cent.) had hyper- 
tension, Angina pectoris or coronary thrombosis 
was present in 54 cases (41 per cent.), of which 43 
also had hypertension. Aortic disease was present 
in 21 cases (16 per cent.); 18 of them had aortic 
incompetence and 3 aortic stenosis, Aortic incom- 
petence was syphilitic in 8 cases, rheumatic in 2, 
and due to hypertension or atheroma in 8, These 
figures are probably an underestimate of the réle of 
syphilitic aortic disease, which would have been 
greater in a similar series of hospital cases, In the 
non-paroxysmal group of 22 cases coronary throm- 
bosis occurred in 18, hypertension in 12, and aortic 
incompetence in 1. 


CLINICAL FEATURES 


The dominant clinical manifestation of left 
ventricular failure is pulmonary congestion and 
cedema, and every grade of it may be observed from 
scanty basal crepitations to gross waterlogging of 
the lungs and hydrothorax. The symptoms vary in 
severity from nocturnal cough and slight wheezing 
to severe dyspnea and asphyxia. On clinical grounds 
it is customary to distinguish between acute pul- 
monary cedema and paroxysmal dyspnea, often called 
cardiac asthma. Analysis of the case-notes of 132 
patients, all of whom I have interrogated and 
examined, has amply confirmed my impression that 
these two clinical syndromes cannot properly be 
separated, for they represent merely different degrees 
of pulmonary congestion. Severe bronchial spasm is 
an inconstant feature of the attacks; hence the 
term “‘ cardiac asthma ” is not generally applicable. 
I propose, therefore, to group the clinical manifesta- 
tions of left ventricular failure as follows: (1) 
paroxysmal pulmonary congestion, (2) pulmonary 
congestion of effort, and (3) chronic pulmonary 
congestion. | 

(1) Paroxysmal pulmonary congestion.—I shall first 
describe an average kind of attack and then mention 
the common variations. 

A man in the sixties, perhaps known to have hyper- 
tension or to be subject to anginal pain, becomes 
increasingly short-winded, yet by avoiding physical 
effort manages to lead a fairly normal life. Tired 
after a rather strenuous day, or perhaps after dining 
not wisely but too well, he retires to bed and to 
sleep, to be wakened in an hour or two with a feeling 
of anxiety and of oppression in the chest. He sits 
up, or even seeks the window, for more air ; his heart 
is pounding, he starts to cough, and soon he is 
suffocating and fighting for breath. 

Called from his bed, the doctor finds his patient 
a prey to distressing dyspnoa, anxious, sweating, 
pale, and perhaps slightly cyanosed. The pulse is 
full and bounding, rate 120 or more, and regular. 
The blood-pressure is high, especially the diastolic. 
The breathing may be noisy, either from pronchial 
spasm or from bubbling bronchial sounds. 

The heart is enlarged to the left, and at the apex 
gallop rhythm is both palpable and audible. We 
shall also find signs of pulmonary hypertension, 
such as palpable systolic pulsation over the right 
ventricular conus and pulmonary artery, succeeded 
by a distinct shock as the pulmonary valves close. 

The chest is hyper-resonant and emphysematous, 
bronchial spasm is likely, and there are basal crepita- 
tions. The cough, at first unproductive, is now 
associated with a little frothy sputum, perhaps slightly 
bloodstained, and, if we examine the handkerchief 
w hich the patient ‘invariably clasps, we shall note the 
characteristic ‘‘ salmon spots.” 

The cervical veins are either invisible or fluctuating 
with respiration. Examination of the legs and back 
reveals no trace of cedema, but, if the attack has been 
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a long one, or if it is not the first, the liver edge may 
be palpable. 

Morphine is given, and after an hour or so our 
patient is more comfortable, and we can leave him 
till the morning. Then we find him much better, 
though still breathless on moving, and with a rather 
quick pulse-rate. The blood-pressure has fallen 
somewhat, though the diastolic level remains high, 
and, in taking it, we now have time to notice a 
definite alternation of the pulse. 

There may still be rales and rhonchi in the chest, 
but in a few days’ time, and after digitalis, the lungs 
become dry, and our patient is anxious to get about 
again. 

Minor attacks of pulmonary congestion cause 
nocturnal orthopnea and cough. .A patient may 
wake up once or more in the night with vague 
oppression in the chest, or with slight wheezing, 
quickly relieved by sitting upright, as often happens 
when those who use several pillows slip down in the 
bed during sleep. Another, not troubled unduly 
during the day-time, is liable to fits of coughing as 
soon as he lies down at night, with the result that 
his sleep is much disturbed. He may describe a 
curious tickling in the throat, due to 
congestion or possibly of reflex origin. 

In more severe forms the feeling of oppression in 
the chest at the start is often intense and may 
amount to acute pain. Soon the whole chest is 
bubbling with fluid, and the patient becomes col- 
lapsed and cyanosed, Profuse expectoration of pink 
frothy fluid is the rule, but there are exceptions, 
and I have not infrequently seen a patient, with 
grossly waterlogged lungs and deeply cyanosed, 
expectorate little or nothing. This is the broncho- 
plegic form of attack described by Huchard—the 
coup de sang pulmonaire. In this condition of circu- 
latory collapse combined with severe asphyxia a 
semi-comatose state may supervene, and whatever 
the blood-pressure at the start it quickly falls, and 
the pulse becomes small. After these severe attacks 
pulmonary cdema may persist for days or weeks, 
and a transient hydrothorax is not uncommon. 

(2) Pulmonary congestion of effort—In some patients 
paroxysmal dyspnea is provoked by effort or excite- 
ment during the day-time. While hurrying, going 
uphill, or venturing out of doors from a warm room, 
they are pulled up suddenly by cough and dyspnoea, 
whioh is not at once relieved by halting and continues 
until the chest is cleared by expectoration of blood- 
stained frothy sputum. Gallavardin (1933, 1934) in 
particular has drawn attention to this kind of 
pulmonary oedema, which occurs more commonly in 
patients with mitral stenosis, subject to paroxysmal 
dyspnea or pulmonary hemorrhage, than in left 
ventricular failure. Effort edema may be no more 
than a sudden aggravation of pre-existing pulmonary 
congestion, or it may occur in those whose Jungs are 
usually dry. Gallavardin also describes pulmonary 
edema of effort in patients with angina pectoris and 
advanced coronary disease; at first they are pulled 
up by pain alone; but later, as the myocardium 
deteriorates, the effort pain is accompanied by 
dyspnea and bloodstained expectoration. 

(3) Ohronic pulmonary congestion. After an attack 
of nocturnal dyspnoea the lungs may dry up quickly, 
or, if they do not, right-sided failure m: vy follow, 
bringing some relief to the lungs. ‘There remains a 
group of cases in which pulmonary congestion persists, 
without appreciable systemic engorgement and with 
a normal venous pressure. In other patients chronic 
pulmonary congestion develops insidiously, without 
nocturnal paroxysms, and may persist for months or 
exceptionally for more than a year, without any 


laryngeal 


become dropsical ; 
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signs of systemic congestion. They may suffer from 
some degree of nocturnal orthopnea and are liable to 
cough and hemoptysis, but because of the absence of 
systemic cedema they are often thought to have 
bronchitis. 

The effect of treatment must be admitted. Now 
that mercurial diuretics are regularly used in the 
treatment of pulmonary cedema, many patients are 
probably kept systemically dry who would otherwise 
hence in them left-sided failure 
is artificially maintained. This is not necessarily so, 
for long ago Huchard described this chronic pulmonary 


cedema, persisting for months or years and often 


mistaken for bronchitis. 


PULMONARY MANIFESTATIONS 


At the onset of paroxysmal dyspnea, or in mild 
attacks, the lungs may be clear of added sounds. 
Fine rhonchi and basal crepitations are commonly 
combined, but sometimes bronchial spasm alone is 
found, sometimes pulmonary edema alone. Acute 
emphysema may develop, with the result that the 
lungs are hyper-resonant and distended and the heart 
is obscured. This was first described by Huchard 
and has been especially noted by Weiss and Robb. 
Hemoptysis is common, not only in the paroxysms 
but also between them, and in several of my cases 
it has led to the diagnosis of tuberculosis or new 
growth, and even bronchoscopic examination has 
been requested. This is the hémobronchite so well 
described by Huchard, of waich: I may cite the 
following example. 


A woman, aged 35, was sent to my outpatients 
for investigation as a suspected case of pulmo 
tuberculosis. For seven months she had suffered 
from cough and recurrent hæmoptysis, and a history 
of recent nocturnal dyspnoea was elicited. 

I found her blood pressure to be 190/120 mm, 
There were slight enlargement of the heart to the left, 
a gallop rhythm at the apex, and an accentuated 
pulmonary second sound. Both lung bases were 
congested, but there was no systemic cedema, nor 
were the neck veins filled. 

Radioscopy revealed pulmonary congestion and 
a heart so ‘‘mitralised’’ that I re-examined her 
to exclude mitral stenosis. The electrocardiogram 
showed normal rhythm, left axis-deviation, and 
inversion of T in lead I. 

With rest and treatment her lungs became dry 
and the cardiac dilatation diminished. When she 
was last seen, as an outpatient, pulmonary cedema 
had reappeared, but there was no dropsy. 


Pulmonary congestion may involve the pleura, 
and hydrothorax is by no means rare; it is usually 
left-sided (fig. VI), or, if bilateral, larger on the 
left Hydrothorax is generally listed among the 
signs of systemic congestion, and Fishberg (1937) 
states that he has never encountered it in isolated 
failure of the left heart. My experience has been 
different, for after attacks of pulmonary cdema 


I have not infrequently observed hydrothorax in the. 


absence of all signs of systemic congestion. Hydro- 
thorax may quickly subside with rest and treatment 
and will often be missed unless specially sought, or 
unless radiography is promptly carried out. In my 
154 cases of left heart-failure hydrothorax occurred 
in 38 (24:6 per cent.); it was left-sided in 18 
cases, right-sided in 9, and bilateral in 11; in 3 
there was also an interlobar effusion (figs. III, IV, and 
Va). In a third of these cases congestion remained 
confined to the lungs, and in all of them hydrothorax 
appeared to precede signs of systemic congestion. 


In this connexion I may mention the conclusions 
reached by Dr. J. L. Lovibond (1938) from an investiga- 
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tion into the occurrence of hydrothorax, carried 
out at the Middlesex Hospital. In 136 consecutive 
cases of hydrothorax encountered in my clinics the 
effusion was right-sided in 68, left-sided in 42, and 
bilateral in 26, these figures being based almost 
exclusively ‘on radiological examination. Certain 
complicating factors—e.g., pulmonary infarction— 
have to be considered, but in general we showed that 
conditions of left ventricular stress and failure with 
regular rhythm favoured a left-sided effusion, whereas 
failure with fibrillation predisposed to a right-sided 
effusion. In hypertensive heart-failure, for instance, 
when the rhythm remained normal, left hydrothorax 
was twice as frequent as right, whereas, when fibrilla- 
tion was present, right hydrothorax was three times 
as frequent as left. 

The pleural sacs have both a systemic and a 
pulmonary venous drainage, and somewhat ingenious 
theories have been adduced to explain hydrothorax in 
terms of systemic congestion—e.g., by compression 
of the azygos vein. Our investigations suggest that 
hydrothorax is a transudate from the visceral more 
than the parietal pleura, and that it indicates pul- 
monary rather than systemic congestion, though 
obviously it may result from a combination of both. 
Interlobar hydrothorax, of which Lovibond’s series 
contained 11 examples, can only be explained as a 
transudation from the visceral pleura and in terms of 
pulmonary congestion. Lastly, in pure right-sided 
heart-failure—e.g., in tricuspid valvular disease— 
hydrothorax is often lacking, even when ascites is 
considerable. If we accept the occurrence of hydro- 
thorax in isolated left heart-failure, we must infer 
that it is a manifestation of pulmonary congestion. 


RADIOLOGY OF PULMONARY CONGESTION 


In the early stages of left ventricular failure we 
may recognise pulmonary hypertension by an increase 
in size and density of the arterial shadows in the lung 
roots, which remain sharply defined. There may be 
prominence of the pulmonary trunk, with the result 
that the heart becomes “ mitralised,’ though this 
belongs rather to the later stages. Immediately 
after an attack of acute pulmonary cedema the large 
dense hilar shadows are surrounded by a foggy zone, 
and only the peripheral lung field remains clear 
(fig. I). Pulmonary edema starts at the lung roots 
and later gravitates to the bases fig. II); hence 
radiological evidence of pulmonary congestion precedes 
the clinical signs. The explanation of this localisation 
of pulmonary edema is fully discussed by Zdansky 

1929). 
CARDIAC MANIFESTATIONS 


Tachycardia is the rule, often preceding the onset 
of dyspnea, and pulse-rates of 120 or higher are 
common. Gallop rhythm was noted in about half 
my cases and pulsus alternans in a third; both are 
commoner in hypertensive cases than in those with 
normal or low blood-pressures. At the onset of 
paroxysmal dyspnea the blood-pressure often rises 
(Amblard 1911, Gallavardin 1921, Pal 1905), and 
the diastolic pressure is disproportionately high. 
This rise in pressure has been postulated as a cause 
of the attack, but more probably it is due to a reflex 
vasoconstriction and is the result rather than the 
cause of pulmonary congestion. It is not constant, 
for paroxysmal dyspnea occurs in patients whose 
pressure remains normal or low throughout. In 
severe attacks of pulmonary edema the pressure 
falls and the pulse becomes small, 

The cardiac rhythm is almost invariably regular, 
apart from extrasystoles. Paroxysmal auricular 
fibrillation occurred in some of my cases, and in a 
few established fibrillation followed the attacks of 
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dyspnea, but I have not seen a single case in which 


the typical syndrome of paroxysmal dyspnea started 


during the course of established fibrillation. Any 
patient with fibrillation and chronic failure involving 
both sides of the heart may have his dyspnea 
aggravated at night, especially by Cheyne-Stokes 
breathing. When such a case is treated, systemic 
congestion may be relieved without the lungs ever 
becoming dry, with the result that left heart-failure 
is artificially produced by treatment, 


In my wards now is a man with high blood-pressure 
and fibrillation who was admitted with gross systemic 
congestion, but now his dropsy has disappeared with 
treatment, though he still has hydrothorax and 
cedema of the lungs; his venous pressure is normal, 
but his circulation-time from arm to tongue is much 
prolonged, indicating stasis in the lungs. | 


While in no sense denying the occasional coexistence 
of isolated left heart-failure and fibrillation, especially 
in cases under treatment, I do maintain that, in the 
natural course of events, fibrillation leads to simul- 
taneous failure of both sides of the heart, and that 
true paroxysmal pulmonary congestion rarely occurs 
once fibrillation is established. | 

The electrocardiogram is almost invariably abnormal 
in left ventricular failure, in contrast to angina 
pectoris, in which the curves are normal in about 
40 per cent. of cases. The commonest electro- 
cardiographic pattern is left ventricular predominance 
combined with inversion of T in lead I or in leads I 
and 11, and this was found in 41 per cent. of my cases 
in which cardiograms were taken. Other abnormalities 
are common, and bundle-branch block occurred in 
17 per cent. of cases. In only 2 was the electro- 
cardiogram normal, both being cases of mitral stenosis, 
one with severe hypertension and the other with 
angina pectoris. Here, presumably, the right ventri- 
cular hypertrophy neutralised the left so far as the 
cardiogram was concerned, 

Relation to angina pectoris——Though MHeberden 
clearly excluded dyspnea from the clinical syndrome 
which he named angina pectoris, the two have been 
repeatedly confused. Rougnon’s famous patient, 
Captain Charles, probably had left ventricular failure 
with pulmonary cedema of effort rather than angina. 
Desportes (1811), on the title-page of his monograph 
on angina, added the phrase “‘ almost always confused 
with asthma ’’; Osler (1897) included cardiac asthma 
in his lectures on angina pectoris; and Stokes 
remarked that most cases of angina pectoris could more 
properly be termed cardiac asthma. The inclusion, 
by French writers, of so-called ‘‘ angina of decubitus ” 
as a component part of left ventricular failure has 
carried this confusion yet further. Left ventricular 
failure and angina pectoris are found in the same 
etiological types of heart-disease—often in the 
same patient, when the dyspneic usually succeeds 
the painful phase. In coronary thrombosis pain and 
dyspnoea may occur simultaneously, and I have seen 
acute pulmonary wdema develop within a few hours 
of the onset of pain. Apart from coronary thrombosis, 
pulmonary cedema may follow any severe attack of 
angina pectoris, especially the nocturnal type and 
in syphilitic cases. I have already mentioned the 
painful oppression in the chest that may mark the 
onset of pulmonary cedema, but I have never regarded 
it as anginal, Gallavardin (1933) refers to this 
oppression as ‘‘paradyspneic angor” and dis- 
tinguishes it from true anginal. pain. Pratt (1926) 
well expresses the diagnostic difficulty when he says 


that an attack regarded as angina pectoris with. 


dyspnea by one observer might by another be called 
cardiac asthma with pain. Although it is occasionally 
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difficult to draw the line between angina pectoris 
and paradyspneeic pain, this is no reason to postulate 
acute dilatation of the left. ventricle as the cause 
of angina pectoris. 


MEASUREMENT OF CIRCULATION-RATE 


Methods are now available for estimating the 
cardiac output, the velocity of blood flow in the 


pulmonary and systemic circuits, the vital capacity, - 


and the volume of blood in the lungs. The applica- 
tion of these methods to the study of heart-failure 
has been exhaustively reviewed by Harrison (1935), 
Fishberg (1937), Blumgart (1931), and Weiss and 
‘Robb (1933), all of whom have made considerable 
contributions to our understanding of heart-failure, 
There is general agreement that the phenomena of 
left-sided failure cannot be explained in terms of 
diminished output, as required by the forward- 
failure theory. Weiss and Robb (1933) have specially 
investigated the circulation in left ventricular failure, 
and their results may be summarised as follows. 
The systemic circulation is little if at all affected, as 
proved by a normal or increased velocity of peri- 
pheral venous flow, a normal arteriovenous oxygen 
difference, and a normal venous pressure. In the 
pulmonary circulation the presence of stasis is shown 
by a diminished velocity of blood flow, a reduced 
vital capacity, and an increased blood content of 
thelungs. During a paroxysm of dyspnea the cardiac 
output is usually unchanged or decreased but never 
increased, and, if pulmonary oedema becomes severe, 
the oxygen saturation of the arterial blood is lowered, 


MEASUREMENTS OF OIRCULATION-RATES AND VENOUS 
PRESSURE IN A OASE OF RUPTURED AORTIC CUSP 
WITH ACUTE PULMONARY ŒDEMA 


Circulation Reading Normal 


reading 

Arm-to-tongue (decholin) peri- 

pheral + pulmonary times ere 31°5 sec. 10-17 sec. 
Arm-to-lung (ether) peripheral 

time ee ee ee ee 7 8ec. 4— S Sec. 
Lung-to-tongue (decholin-ether) 

crude pulmonary time .. n 24°5 sec. 4-5-10 sec. 
Venous pressure .. ee ee 11 cm. 


4—10 cm. 


Estimation of the circulation-time between arm and 
tongue can readily be done in the ward. Using the 
Decholin method, I have found the arm-to-tongue 
time always increased in left-sided heart-failure ; 
usually it is well above 20 sec, (normal 10-17 sec.), 
The arm-to-lung time is measured by injecting 
5 minims of ether into an antecubital vein and timing 
its arrival at the lung, as judged by the patient's 
perception of its odour; the normal ether time is 
4~—8 sec. In the early stages of left-sided failure 
the ether time remains normal, but with gross 
pulmonary engorgement it may be prolonged. If 
we subtract the ether time (arm-to-lung) from the 
decholin time (arm-to-tongue) we get an index of 
the pulmonary circulation-time (lung-to-tongue), the 
normal being 44-10 sec. In left ventricular failure 
this crude pulmonary circulation-time is always 
prolonged. I have measured the venous pressure 
by the direct method and have often found it within 
normal limits in left heart-failure, though it may rise 
slightly after a severe attack of pulmonary congestion, 
The measurements (shown in the accompanying table) 
from a case of acute pulmonary edema following 
rupture of an aortic cusp in a case of syphilitic aortitis 
are typical of left-sided failure, 
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PATHOGENESIS OF PAROXYSMAL DYSPNŒA 


In terms of the so-called forward-failure theory 
congestion arises in front of a failing ventricle, the 
output of which is diminished, and paroxysmal 
dyspnea is explained by a deficient blood-supply 
to the brain. Recent investigations lend no support 
to this once widely accepted view. It now seems 
established beyond all question that pulmonary 
congestion takes place behind a failing left ventricle, 
and that it may be associated with a fairly normal 
cardiac output. This back-pressure view is based 
on clinical, radiological, and experimental evidence, 
some of which I have cited, and which to my mind is 
conclusive, First there is hypertension in the lungs, 
which enables the inefficient left ventricle to maintain 
its output for a time; next there is stasis and edema 
of the lung, against which obstacle the right ventricle 
struggles awhile, though eventually it yields, affording 
some relief to the congested lung. Following the 
ideas of Harrison, we may look on the stage of pul- 
monary hypertension as a compensatory adjustment 
by which the diastolic filling and hence the output 
of the left ventricle are maintained, 

The subject of cardiac dyspnea has been recently 
reviewed at length by Harrison (1935), Fishberg 
(1937), Christie (1938), McMichael (1938), and others, 
and they reject the view that dyspnea is due to 
stimulation of the respiratory centre by qualitative 
changes in the arterial blood—e.g., acidosis and 
anoxemia—confirming the conclusions reached by 
Fraser in 1927. Nor can dyspnea be attributed 
to a deficient quantity of blood, in view of the fact 
that, the cardiac output may remain fairly normal. 
According to the authorities cited, cardiac dyspnea 
is due to a direct nervous reflex originating in the 
congested lungs and transmitted to the respiratory 
centre through the vagus. Congestion causes rigidity 
of the lung tissue, as first suggested by von Basch 
(1891), and Christie gives reasons for believing that 
diminished elasticity of the lungs initiates reflex 
dyspnea, 

Accepting pulmonary congestion as the basis of 
symptoms in left heart-failure, we have yet to explain 
why it comes on in paroxysms and at night. The 
most obvious solution to our problem ‘is a sudden 
disproportion between the two ventricles, and this 
might result either from an increased output of the 
right ventricle or from a diminished output of the 
left. Eppinger and his co-workers (1924) first 
postulated an increased output from the right heart, 
due to an increased venous return in cardiac asthma, 
Their measurements of cardiac output and of circula- 
tion-rates have not been confirmed, yet from the 
clinical standpoint theirs is an attractive theory. 
The tachycardia, this pounding heart, and the unfilled 
veins suggest increased cardiac activity in which the 
left ventricle is outstripped by the right. Without 
accepting this view in toto, there is no doubt that, once 
a patient is awakened by pulmonary congestion, the 
venous return will be increased by muscular move- 
ments and struggling for air. The fact that 
paroxysmal dyspnea ceases with the onset of right- 
sided failure points to the importance of a powerful 
and efficient right ventricle. When stress falls 
equally on both ventricles—e.g., in auricular fibrilla- 
tion and in heart-failure from thyrotoxicosis or 
ansemia—paroxysmal dyspnea rarely if ever occurs. 

Next we may consider the possibility of a sudden 
failure of the left ventricle. This happens in coronary 
thrombosis and in rupture of an aortic cusp, both of 
which may quickly provoke acute pulmonary cedema, 
In the case of coronary thrombosis this might always 
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ensue, were it not for coincident shock and peripheral 
failure, by which the venous return is reduced. 
Though difficult to prove, some degree of acute 
dilatation of the left ventricle seems likely, and a 
hissing mitral regurgitant murmur is often hear 
during and after paroxysmal dyspnea, l 
The question of auricular activity must also be 


_ considered. The acute pulmonary œdema of mitral . 
stenosis does not develop when the left auricle is 


grossly dilated or is fibrillating. It is possible that a 
paralysed and dilated auricle, interposed between 
the right ventricle and the obstruction, functions as a 
cushion to the lungs. Since the pulmonary veins 
are destitute of valves, regurgitation backwards from 
an acutely dilated left heart may well be a factor in 
aggravating pulmonary engorgement. 

Bouveret (1890) originated the theory of angio- 
neurosis as the cause of acute pulmonary œdema. 
Huchard postulated a reflex stimulus from the aorta, 


and this idea has been revived by Wassermann . 


(1926), who believes that cardiac asthma may be 
initiated by reflexes from the cardio-arterial side of the 
circulation. In this connexion we must be careful 
to distinguish between cause and effect, for pul- 
monary cdema undoubtedly leads to autonomic 
nervous reactions. 

Lastly, and perhaps most important, is the influence 
of a recumbent posture in precipitating nocturnal 
dyspnea, Recumbency increases the blood content 
of the lungs and diminishes the vital capacity, thus 
aggravating pulmonary congestion. McMichael has 
shown that the normal increase in systemic output 
that follows change from the upright to the horizontal 
posture is lost in left-sided failure. We may conceive 
pulmonary congestion, aggravated by posture, 
gradually increasing during sleep and passing the 
threshold that would normally excite cough and 
expectoration, till eventually sleep is broken and the 
explosion takes place. Harrison has emphasised the 
importance of cough in aggravating pulmonary con- 
gestion. To sum up, the essential condition for 
paroxysmal pulmonary congestion is a disproportion 
between the two ventricles. In different circum- 
stances an increased output from the right ventricle, 
a sudden failure of the left ventricle, and the recumbent 
posture may all play some part in the causation of 
nocturnal dyspnea. 


COURSE AND PROGNOSIS 


When pulmonary congestion is paroxysmal, prompt 
treatment may prevent or delay further paroxysms, 
but sooner or later they will recur, until eventually 
pulmonary congestion persists. Right-sided failure 
may follow a single severe attack of pulmonary 
edema or be delayed for months or years. As a 
rule, paroxysmal dyspnæœa ceases with the onset of 
right-sided failure or of auricular fibrillation but 
may return if systemic congestion is relieved by treat- 
ment. Not a few patients die suddenly, quite apart 
from the paroxysms, and others succumb to coronary 
thrombosis or to a cerebral vascular accident. 
= Of my 132 patients with paroxysmal dyspnea 
or pulmonary odema 96 have died, 3 untraced are 


probably dead, and 33 are still alive. In the 96 who 


have died the average duration of life after the onset 
of paroxysmal dyspnea was 12-2 months; a third 
of these died within six months, over half within a 
year, and 85 per cent. within two years. In 33 
patients still living the average duration of life to 
date is 20-8 months; this figure is unduly influenced 
by 2 patients who have lived 13 and 10} years. 
Palmer and White (1929) found that the average 
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duration of life was 1:4 years in 170 patients with 
cardiac asthma who died, and 1-65 years in 80 patients 
still living. Weiss and Robb (1933) found a mortality 
of 50 per cent. in one year, and Pratt (1926) stated 
that most patients died within two years. These 
figures, which are in close agreement, indicate that 
the average expectation of life in paroxysmal dyspnea 
is far shorter than in angina pectoris and slightly 
shorter than in coronary thrombosis. The prognosis 
in left ventricular failure is unquestionably influenced 
by treatment, and those live longest who receive 
prompt and adequate treatment at the start and 
continue under regular supervision. 


DIAGNOSIS 


Once it is appreciated that, in conditions of left 
ventricular strain, pulmonary congestion may be the 
first and only objective sign of heart-failure, diagnosis 
is rarely difficult. The onset of bronchitis or asthma 
for the first time in a man over 50 should at once 
suggest a careful scrutiny of the heart for evidence 
of hypertension, angina pectoris, and aortic disease. 
When, in such a case, cough and dyspnea are mainly 
nocturnal, especially if there is orthopnea or hemo- 
ptysis, a cardiac origin is likely. Radiography is 
of great help, for it may disclose both cardiac enlarge- 
ment and pulmonary congestion, and at the same time 
it permits the exclusion of intrathoracic neoplasm 
and chronic lung disease. 

Occasionally there is real difficulty in distinguishing 
between bronchial and cardiac asthma ; if so, estima- 
tion of the arm-to-tongue circulation-time by decholin 
will be decisive. In asthma and emphysema the 
arm-to-tongue time is normal or slightly shortened, 
but in paroxysmal cardiac. dyspnea it is always 
prolonged during or near the paroxysm. The electro- 
cardiogram is rarely normal in left ventricular failure, 
and it-may provide objective evidence of myocardial 
disease when clinical signs are lacking. 


TREATMENT 


Immediate treatment.—The first step should be 
directed towards diminishing the excitability of the 
respiratory centre, and for this purpose morphine 
has no equal, It should be given in every case 
without delay, in doses of gr. 4, by hypodermic 
injection. It is usual to administer atropine along 
' with morphine, but I have never been able to satisfy 
myself that this combination is superior to morphine 
alone. Morphine is often withheld in the presence of 
cyanosis or collapse, but these symptoms should not 
contra-indicate its use. Huchard was opposed to 
giving morphine, influenced (it is said) by the death of 
Charcot from acute pulmonary edema treated by 
morphine; yet the drug soon returned to general 
favour, Adrenaline should never be given, in my 
opinion, for it is as likely to do harm as good. 

The next step in treatment is the relief of pulmonary 
congestion, which can most quickly be effected by 
venesection, Whenever there is gross cedema of the 
lungs or much cyanosis, venesection should be per- 
formed, 15-20 oz. of blood being removed. Veno- 
stasis has been. recommended as an alternative to 
venesection and consists in the application of tourni- 
quets or blood-pressure armlets to the proximal ends 
of the limbs to reduce the venous return to the right 
heart. I have seen this treatment carried out, and 
it appeared clumsy and ineffective compared ‘with 
venesection, 

In the average case of paroxysmal dyspnea 
oxygen is not required and often causes unnecessary 
alarm to the patient. The indication for oxygen is 
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cyanosis, and then oxygen should be administered 
continuously through the nose with a Marriott’s 
nose-piece. 


Later treatment.—As in all forms of heart- 
failure, rest in bed is essential and must be of 
adequate duration. Bearing in mind the grave 


significance of paroxysmal dyspnea, we should not 
let the patient up too soon, and I believe that at 
least a month’s confinement to bed is not too long. 


I am convinced that digitalis is of great value i in 
paroxysmal dyspnea, though it is di fficult to offer 
concrete proof of this, because an acute cardiac 
emergency scarcely lends itself to critical tests: of 
a single remedy. 

The value of diuretics in pulmonary cedema is 


insufficiently’ recognised. I first gave Salyrg 


seven years ago, to a hypertensive patient who for 


two weeks had been tortured by nocturnal dyspnea 
yet had no trace of systemic edema; the result 
was dramatic, for, after a profuse diuresis, he slept 
peacefully at night for several months. ‘Mercurial 
diuretics are most effective in dehydrating the lungs, 
and it has been shown that the vital ‘capacity is 
considerably increased within twenty-four hours of 
an injection (Alsever and Levine 1938). They 
should be combined with the usual restriction of 
fluid and salt intake. 

Once nocturnal dyspnoea is relieved, morphine 
may be replaced by an opiate given by mouth— 


e.g., 20-30 drops of Nepenthe—and later still a. 


nightly dose of Luminal will suffice. 

When the initial period of rest in bed is Byer, 
patients with left ventricular failure require careful 
supervision and should lead a much less active life. 
The Brenig meal should be light, and a sedative 


LEGENDS TO ILLUSTRATIVE PLATE 
DR. BEDFORD 


I—Radiogram of acute pulmonary cedema after coronary 
thrombosis. Note perihilar transudation and right 
hydrothorax. 

Ii—Acute pulmonary cedema in a case 
aortitis, free from systemic congestion. 


IIlI—Right interlobar and left basal hydrothorax in a case 
of syphilitic aortitis with paroxysmal dyspnea, 


IV—Pulmonary congestion with right interlobar and basal 
hydrothorax in a case of coronary thrombosis, free from 
systemic congestion. | 


V—Radiograms from a case of coronary occlusion, free 
from systemic congestion: (a) pulmonary congestion 
and right interlobar hydrothorax ; (b) one month later, 
after treatment with salyrgan. | 


VI—Radiograms from a case of hypertension witb 
paroxysmal dyspnea: (a) left hydrothorax and dilata- 
tion of right heart ; (6) one month later, after treatment 
with salyrgan. 


of syphilitic 
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I-ITI—Miniature radiograms (for enlargements see figs. 
IV-VI). 


IV—Enlargement of radiogram shown in fig. I: limited 
tuberculous infiltration of right apex and infraclavicular 
region. 

V—Enlargement of radiogram shown in fig. II : complete 
collapse (therapeutic) of right lung ; le ft chest normal. 

VI—Enlargement of radiogram shown in fig. IT: 


advanced silicosis. 
VII—Enlargement of miniature radidgrarh (not shown) of 
forearm, 
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should always be available. It is often wise to 
continue weekly injections of salyrgan for a time, 
or at least to reinstitute them as soon as moist sounds 
appear again at the lung bases. A few days in bed 
and a nightly opiate will often prevent the return of 
nocturnal dyspnea. 


CONCLUSION 


In certain kinds of heart-disease the left ventricle 
fails before the right, causing pulmonary and pleural 
congestion without dropsy or systemic engorgement, 
Intensification of this pulmonary congestion by the 
recumbent posture or by effort may excite paroxysms 
of dyspnea, known as cardiac asthma. 


The syndrome of left-sided failure can best be 
explained in terms of the back-pressure theory first 
clearly expressed by Hope and in accordance with the 
cardiodynamic laws established by Starling as the 
result of physiological experiment, 

‘The recognition of isolated left heart-failure is of 
practical’ importance because pulmonary œdema 
requires prompt treatment by venesection, digitalis, 
and diuretics, without waiting for the appearance of 
dropsy. 

In clinical teaching we must recognise that con- 
gestive heart-failure may involve the systemic and 
pulmonary circuits separately or together; hence 
we may speak of failure with systemic congestion 
and failure with pulmonary congestion—or simply 
of right-sided and left-sided heart-failure. 


I must acknowledge the help I have received 
in the preparation of this lecture from Dr. J. L. 
Lovibond in connexion with hydrothorax and from 
Dr. A. Willcox and Dr. D. H. Davies in respect of 
measurement of circulation-rates. I am also grateful 
to Dr. Graham Hodgson for many radiograms and 
to Dr. G. E. S. Ward for his generous coöperation. 
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MINIATURE RADIOGRAPHY 
By B. A. Dormer, M.D. Durh., D.P.H., T.D.D. 


MEDICAL SUPERINTENDENT OF THE KING GEORGE V JUBILEE 
HOSPITAL FOR TUBERCULOSIS, DURBAN; AND 


K. G. COLLENDER, M.(S.A.)I.E.E. 
' (With Illustrations on Plate) 


MINIATURE radiography is photography of a still 
image produced with X rays on a fluorescent sereen. 


' The image is photographed through a light-proof 


space with a camera having a large-aperture lens. 
Original research into this method was started in 
South Africa by one of us (Collender) in 1927 at the 
Witwatersrand Native Labour Association’s X-ray 
department. Research work along similar lines has 
been carried on independently in South America, 
Germany, and Japan. For many years Collender 
found it impossible to obtain a camera with a suff- 
ciently large aperture ; he also found that fluorescent 
screens and photographic films were not only too 
coarse in grain but also too slow, the results in those 
days being definition insufficient to be of diagnostic 
value. Finally, after long correspondence with 


‘Collender, Messrs. Zeiss produced a camera with a 


Biota lens of considerable aperture (f. 0-85, focal 
length 8-5 cm.). This lens is believed to be the 
largest of its type in the world. Messrs, Ilford have 
prepared for him a special fluorescent screen of the 
required fineness of grain by the West process. The 
film now used is almost grainless and has an H and D 
number of 9800. For this film an exceptionally fine- 
grain developer has to be used. 

Impetus was given to this work by a desire to 
produce radiograms of large groups, possibly con- 
taining infectious chest cases, economically and 
rapidly. It will be possible for 2000 or more persons 
a day to be radiographed by this process with a 
suitable plant. We are assured that the results now 


LEGENDS TO ILLUSTRATIVE PLATE 
PROF. PRIBRAM 


I—Radiogram, after lipiodol, showing gall-stone lying over 
the duodenal papilla. 


II—Gall-stones dissolved after a fortnight’s treatment with 
ether. Remaining pulp passed into the duodenum. 


I1I—Drain introduced through the pape. into the 
duodenum. 


IV—Gall-stones over the papilla, 
V—Papilla freed after four weeks’ treatment. 


PROF. LIPSCHUTZ AND DR. VARGAS 


I—Abdominal viscera of a castrated female guineapig 
after a course of subcutaneous injections of 80 ug. of 
cestradiol benzoate thrice weekly for six months. Note 
enormous uterus with subserous, pedunculated, and 
mesometrial fibromyomas. Arrows l, 2, 3, 5, and 6 
indicate fibromyomas of abdominal wall; arrow 4 a 
big apical tumour of the right uterine horn; arrows 7, 
8, and 9 uterine tumours; and arrows 10 and 11 
mesenteric tumours. 


DR. GAINSBOROUGH 


I—Radiogram, after opaque enema, showing disorganisa- 
tion of mucosa of the whole of the large intestine in 
ulcerative colitis of three months: duration in a woman 
aged 55 (case 2). 


TI—Same case as fig. I, 24 months later, after 12 days’ 
treatment with cod-liver oil retention enemata, showing 
improvement mainly moticeable in the rectum and 
sigmoid, the edges of the a being sharp and clear. 

Z 
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achieved are of diagnostic value in early pulmonary 
tuberculosis and in silicosis. 


DEVELOPMENT OF TECHNIQUE 
In the original experiments the position of the 
camera relative to the fluorescent screen was deter- 
mined by the use of a grid of microscopic indian-ink 
lines on white paper in place of the fluorescent screen, 
and an oil-polished ground glass in place of the photo- 
graphic film as a focusing device.' It was found, 
however, that, when a lens of very large aperture 
and a screen emitting monochromatic light were 
used, the focus for that colour was displaced from 
the mean focus for the grid lines. 
focus for the screen had to be obtained by trial and 
error, the colour of the fluorescent light being 

determined by the nature of the salt used. 

It was necessary to obtain a camera lens not only 
corrected for aberration but also producing an image 
of optimal size for the work required. This optimal 
size is at present 24 mm. square, the 10 mm. square 
field produced by an earlier camera of the same 
aperture with focal length 5 cm. giving insufficient 
detail for diagnostic purposes, 


TECHNIQUE 

In ordinary radiography intensifying fluorescent 
screens are placed on either side of a double-coated 
X-ray film with their sensitive sides inwards. The 
intensifying screens, by their fluorescent property, 
light up under the action of the X rays and emit a 
light which is extremely photo-active, 


fluorescent light and about a tenth by direct X-radia- 
tion, Therefore, the resulting fineness of detail 
depends strictly on the grain of the fluorescent salt 
constituting the screen, If a sufficiently fine-grained 
fluorescent screen with adequate illumination is 
obtained the problem becomes purely photographic. 
The photographic problems have now been solved 
by the use of the special Zeiss lens and excellent fine- 
grain films and developers now procurable. The 
image on the fluorescent screen is necessarily dim 
from a photographic point of view ; hence the large 


Fia. VII—Camera used for miniature radiography. 


aperture that is required, which is extremely costly 
to produce, 

Methods in which cheaper lenses of smaller aperture 
_ are used will necessarily compare very unfavourably 
with the results produced by Collender’s method, 
especially in regard to the time-factor, which is of 
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tenths of the exposure of the film is caused by the. 


‘enlargements on 
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paramount importance in chest technique. The X-ray 
technique used in miniature radiography must be 
such that very short exposures, not more than 
1/20 sec., are used, and to compensate for this and to 


histo 
DADS 


Fr. IX—Miniature radiography apparatus in action, 


allow reasonably low penetration to be used 300 mA 
tube current or higher is recommended. With this 
technique and about 5 ft. focus-screen distance a 
penetration of about 60 K.V.P. might be used. To 
obtain first-class results these four prime factors 
must be carefully controlled. In plants required to 
take many miniature radiograms a day suitable 
cooling and energy dissipation must be allowed for, 
For this work a large rotating anode tube, preferably 
immersed in circulating oil, is essential. All electrical 
parts should be designed for heavy duty, and the 
protection throughout should be adequate. The best 
plant for this work is probably either a condenser. 
discharge plant or one with four-valve rectification, 
With the methods at present in use—e.g., with 
12 X 15 in. films—one operator with one plant, doing 
his own developing, can produce a maximum of 
about 50 radiograms a day. With miniature radio- 
graphy a spool of 72 or more miniature radiograms 
can be developed in a few ounces of solution. The 
process is, therefore, economical in all its Aspects, 
the cost of production being about a twentieth of 
that of large films. : 


. COMPARISON OF RESULTS 

In photographic reduction detail is always gained, 
whereas in photographic enlargement it is partially 
lost, particularly when a positive enlargement is 
made on a bromide paper of any quality, the detail 
thus lost being clearly seen through a magnifier or 
projector, Figs. IV-VII on plate represent positive 
bromide paper. The original 
miniatures were mounted in Kodaslides, and it 
is found that they are of sufficient clarity to be 
read held up to a viewing-box, or, if desired, a 
magnifier may be used. In a projection lantern even 
a 12 x 15 in. enlargement gives adequate detail on 
a pale green background. In the final tests reductions 
from 12 x 15 in. films (1/18) and enlargements’ from 
miniatures (X 15) of the same patients were com. 
pared, both being positives on bromide paper, In 
spite of the gain of detail by reducing the 12 x 15 in, 
film and the loss of detail by enlarging the miniature, 
the results were comparable, ` 


CLINICAL APPLICATION 
The method is particularly applicable to surveys 
of groups of persons—e.g., army recruits, school- 
children, university students, native locations. and 
mine compounds and reserves, It is rapid and 
inexpensive and will sieve the abnormal from the 
normal chest, As a clinical accessory it makes the 
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investigation of contacts and suspects in tuberculosis 
work an economical matter. As a permanent record 
of progress in artificial pneumothorax and other 
forms of collapse therapy it will be of considerable 
value, Other applications, such as fracture control 
and bismuth-meal recording, will no doubt be evolved 
as the method becomes known. 

Figs. I-III on plate illustrate the miniature 
radiograms and figs, IV-VII enlargements made from 
them, Fig. VIII in the text shows the camera and 
fig. [X the apparatus in action, The radiograms shown 
in figs. I, II, and VII were made with a condenser 
discharge plant at 4 ft. 6 in., 0-03 sec., 350 mA, 
26 K.V.P., and fig. III with a four-valve plant. 


SUMMARY 

By using a camera with an exceptionally large 
aperture miniature photographs can be taken of 
radiographic images on a fluorescent screen of very 
fine grain, the necessary exposure being not more 
than 1/20 sec. In this way radiographic appearances 
can be rapidly and cheaply recorded and large groups 
of persons can be examined within a short time. 


ETHER TREATMENT OF GALL-STONES 
IMPACTED IN THE COMMON DUCT * 
By B. O. C. Prrsram, M.D. Berlin, L.R.C.P.E. 


LATE PROFESSOR OF SURGERY IN THE UNIVERSITY 
OF BERLIN 


(With Illustrations on Plate) 


THE injection of ether into the common duct so 
as to dissolve gall-stones that cannot be removed 
through a simple supraduodenal incision (Pribram 
1932) has found favour with surgeons in many 
countries, and I am asked by colleagues to outline my 
experience of it and give more details of the technique. 

The operation risk of surgical removal of stones 
impacted in the ampulla of Vater is very high, partly 
because the patients are usually suffering from 
cholemia, septicemia or hepatic insufficiency. The 
fatality-rate ranges from 20 per cent. to 40 per 
cent. or more (according to different statistics). Nor 
is the operation necessarily successful; for if any 
stones are overlooked they may give rise to further 
trouble. Our two aims therefore should be to reduce 
the operation risk and make sure that every stone is 
removed. 

My first attempt to dissolve stones remaining in 
the common bile-duct after operation was made in 
the following rather desperate case :— 

A man, aged 68, had had gall-stones for many 
years, and a fresh attack had been followed by 
jaundice lasting several weeks. His general state 
was deteriorating, and he was having chills and 
rigors. Signs of acute pancreatitis appeared. 

The diagnosis was confirmed at operation. The 
badly inflamed inner coats of the gall-bladder were 
quickly electrocoagulated (mucoclasis). A supra- 
duodenal opening was made into the common duct, 
and many stones were extracted, but it was impossible 
to empty the ampulla completely through this incision. 
Further manipulation by the retroduodenal or the 
transduodenal route would have been risky, especially 
in the presence of acute pancreatitis, and I did nothing 
more than introduce a small drain into the common 
duct. The drain reached the stones, and the common 
duct was tightly sewn round it, my idea being that, 
if the patient survived, I would try to dissolve or 
soften the stones by injecting suitable solvents 
through the drain. The operation was thus performed 


® A lecture delivered at the British Postgraduate Medical 
Sehool, Hammersmith, December, 1938. 
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very quickly, and the recovery of the patient was so 
satisfactory that on the fifth day we could begin 
our experiment. 

In the hope of dissolving the cholesterol that forms 
the nucleus of the stones, we injected a few drops of 
ether through the drain several times daily. This 
procedure was followed by injection of a small 
quantity of liquid paraffin to facilitate the passage 
of the softened stones, through the papilla. The 
course of the treatment was followed radiographically 
by injecting Lipiodol. The first radiogram (fig. I 
on plate) showed the stone lying over the papilla, 
while the small amount of lipiodol was already 
passing into the duodenum. After a fortnight’s ether 
treatment a cholangiogram showed that the stones 
were already partly dissolved and that the remaining 
pulp had passed into the duodenum (fig. II). It 
was relatively easy, as the next radiogram (fig. III) 
showed, to introduce the drain through the papilla 
into the duodenum. | 

Since then I have applied the ether method in 
further 37 cases of gall-stones impacted in the papilla 
and, as confirmed by cholangiography, I have in all 
cases surviving the operation (38 out of 40) ł succeeded 
in emptying the papilla. A further example is shown 
in figs. IV and V. This conservative treatment has - 
proved a real advance in lowering the operation risk 
and improving the results. The fatality-rate in these 
serious cases has dropped from 20 to 5 per cent. 
By routine radiography after injection of lipiodol into 
the bile-duct we can make certain that no stones are 
left and that the whole bile-duct system is clear. 
This certainty we never had before, and its importance 
is shown by the observation at Kirschner’s clinic that 
in half the cases with recurrent trouble after operation 
the cause is stones left behind (Chirurg, 1938). 
In a case recently treated in my clinic the very 
experienced assistant who performed the operation 
was perfectly satisfied that no stone had been left, 
but the cholangiographic control showed three small 
stones in the common duct. They had been over- 
looked in spite of all the care taken. Here too the 
ether method proved a complete success. 

I believe, therefore, that postoperative radiography 
is desirable in almost all cases where stones are found 
in the common duct, and I have made it a routine 
since 1932. Mirizzi of Cordoba, Argentina, goes 
further and advocates radiography on the operating- 
table. No doubt this can be very helpful in some 
cases, but I cannot help feeling however that 
there are objections to this method as a routine. 
First, it prolongs the operation. Each radiogram, 
even when all is perfectly organised, requires at least 
ten minutes, and this is a long time for a patient 
whose condition makes speedy operation necessary, 
and for whom it is usually advisable to avoid even 
general anesthesia since the liver is badly damaged. 
Further, a single radiogram does not always provide 
convincing or reliable evidence about the state of 
the papilla or of the common duct. Personally I 
am never satisfied with only one radiogram and 
sometimes take two or three, changing the position 
of the patient and the diameter. Spasm some- 
times simulates total obstruction by stones; in a 
series of radiograms I observed such a spasm lasting 
40 minutes. It was possible to relax it by an intra- 
venous injection of atropine ; but how could one deal 
with such a case on the operating-table ? On the other 
hand, bile can flow into the duodenum when the stone 
has slipped into the upper part of the hepatic duct, 
which is not always distinct in a single radiogram. 
Now that the ether method is available for post- 
operative removal of stones there is no longer the 


t Two patients with advanced cholemia died six and eight 
days after operation before the ether treatment could be started. 
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same urgent need to make sure during the operation 
that no stone has been left. 


| TECHNIQUE 


A surgeon should always bear in mind that the 
ether method is a conservative form of treatment, 
and that the time required for dissolving stones and 
emptying the papilla varies considerably. In some 
cases we needed a few days, and in others as long 
as eight weeks. 

For example, at operation on a man, aged 64, 
an absolutely impermeable papilla was found, and 


Fic. VI—Method of introducing the drain through the 
opening in the common duct and passing it as far as 
the stonesin the ampulla of Vater. The opening in the 
common duct is sewn so as to be water-tight round the 
drain, which is held in place by binding the catgut 
sutures round it. 


it could not be emptied even after six weeks of ether 
treatment. Iwas already considering a new operation 
with a transduodenal opening. Owing to the 
tenacity of the obstruction and the unusual failure 
‘of the ether treatment, I even suspected a carcinoma 
of the papilla. Fortunately I had to postpone the 
operation for another week and continued the ether 
treatment. The next cholangiogram, taken a week 
later, showed that the ampulla was now empty. 
I followed up this patient five years. He remained 
in perfectly good health and had no further trouble. 
It is important therefore not to become discouraged, 
even if after a treatment lasting several weeks the 
cholangiogram shows that the ampulla has not yet 
been entirely emptied. The time required for dissolv- 
ing the stones or transforming them into a pulp 
that will pass through the papilla depends on many 
factors. I have sometimes seen stones hidden in 
inflamed and swollen crypts, and such a situation will 
delay their dissolution ; but the fact that we have 
finally met with success in all 38 cases, including 
some with obstinate biliary fistulas, and that since 
1932 we have not had to perform any operations such 
as retroduodenal or transduodenal choledochotomy 
makes me confident that we can rely on the method, 
and I think we should consider a second operation 
only after long and thorough ether-treatment has 
failed. The following technical details may be of value, 
(1) The drain is introduced through the opening 
in the common duct right down to the stones, care 
being taken that it shall not kink. The opening 
in the common duct is sewn so as to be water-tight 
round the drain, which is held in place by binding 
the catgut sutures round it. The drain should not be 
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too large, so that there may be ample room in the 
common duct for the bile from the hepatic duct to 
flow alongside the drain (fig. VI). 

(2) The hepatoduodenal ligament is.also sewn round 
the drain to carry out an exact peritonisation of the 
operation field. Water-tightness is useful for the 
distinctness of the cholangiogram. Other drainage 
is seldom necessary, but there is no harm in introducing 
a safety drain for forty-eight hours. 

(3) I generally perform the first cholangiography 
on the sixth or seventh day after the operation. The 
first washing out with ether is done when the lipiodol 
has flowed out through the drain. This usually takes 
place within a few hours. | 

(4) One must remember that ether boils at body 
temperature; hence the evaporating ether causes 
some pressure in the common duct, which the patient 
may feel in the epigastrium. The amount of ether 
to be used depends entirely on the width of the 
common duct ; in an enlarged duct 0-5 c.cm. or even 
1:0 c.cm. can easily be injected, whereas a small 
duct may take only a few drops. The bile is first 
sucked out of the drain with a syringe so as to empty 
the duct as far as possible. The syringe is then 
filled with ether, which is carefully injected, drop 
by drop, the patient being told to say when he feels 
any pressure. When he gives the signal the contents 
are sucked up again, and the pressure immediately 
ceases to be felt. The injection can then be repeated 
in the same way several times, so that a real lavage 
is performed. Finally 1-2 c.cm. of liquid paraffin 
is injected, and the drain is closed with a clamp. 
The patient is told to leave the clamp on as long as 
possible and only to remove it when he again feels 
pressure. In some cases adrenaline and atropine, 
or a 0-5 per cent. solution of procaine, can be added 
to facilitate relaxation of the sphincter of Oddi. 
This procedure may be repeated twice or thrice 
a day according to the particular case. An injection 
of 50 c.cm. of a 33 per cent. solution of m esium 
sulphate can also be made, through a duodenal tube, 
once or twice a week. 

The time that the patient can stand the occlusion 
of the drain sometimes increases very rapidly, the 
papilla becoming more and more permeable. After 
a week’s treatment a new cholangiogram is taken. 
The patient can leave the hospital after two or three 
weeks and may be treated as an outpatient or, if 
necessary, at home. The drain is removed when the 
cholangiogram shows that the whole common duct 
and the papilla are empty. The small fistula will 
then always close in forty-eight hours. 


BILIARY FISTULA 


I have had to treat several patients with biliary 
fistula in whom stones in the common duct had 
apparently been overlooked in spite of careful 
examination when operating. The general state of 
such patients has sometimes been poor. They 
are dehydrated because of the loss of fluid through 
the biliary fistula, and the appetite and digestion 
are disturbed. The condition sometimes deterior- 
ates very rapidly, but a surgeon cannot lightly 
advise a second operation soon ‘after the first 
and would rather not abandon hope that the stone 
will eventually pass through the papilla sponta neously, 
Further, there can be no doubt that the risk attached 
to a second operation is considerable. Here the 
ether method offers a possibility of safe treatment, 
and so far it has never failed me in a case of this 
kind. Cholangiography is first performed to make 
sure of the cause of obstruction, and the ether method 


: is then used in the manner described. 
been quite easy to introduce a rubber drain into 


- frequent rigors. 


\ 
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the fistula, and the drain finds its way down into the 
common duct, where the stones are. In one case, 
in which the biliary fistula had persisted 34 months, 
the papilla was emptied by a week’s treatment, and 
the fistula closed two days after the removal of the 
drain. 

RECURRENCE AFTER ETHER TREATMENT 


So far as I could follow up the 38 patients treated 
with ether, only one had a recurrence of gall-stone. 


The patient, a man aged 43, had jaundice in 1918 
for the first time, and afterwards often a feeling 
of pressure in the upper abdomen. Six months 
before seeing me he developed pains in the upper 
abdomen. Cholecystography showed no filling of 
the gall-bladder, but no special treatment was under- 
taken. Later colic set in again, followed by jaundice. 
On admission to the clinic he was very ill, with severe 
jaundice and multiple choleemic subcutaneous heemor- 
rhages ; any pressure on the skin produced bruising. 
The circulation was bad, and he had high fever with 
The urobilinogen test gave green 
instead of red, which I have always found to be 
a sign of a greatly damaged liver. 

Operation was performed on Dec. 9, 1935. The liver 
was enlarged and friable and the gall-bladder badly 
inflamed, containing purulent mucus and small stones. 
After electrocoagulation (mucoclasis) the common 
duct was incised, and abundant mucus and stones 
were removed. The stones reached high up into 
the hepatic ducts. They were removed as far as 
possible, and the operation was quickly finished 
because the condition of the patient had become very 
bad. A rubber tube was introduced into the common 
duct and sewn water-tight, and the abdominal wound 
was closed. After the operation glucose and calcium 


were injected by intravenous drip, Parathormone - 


was administered, and gelatin injected. Prontosil 
and cardiac stimulants were also given. 


The patient gradually improved, and on the 


. twelfth day after operation ether treatment was 


started. He again had rigors, with rises in tempera- 
ture, several times. The wound had to be handled 
very carefully, because any movement of the drain 
caused immediate bleeding. The appearance of the 
bile gradually improved and eventually it became 
brown and clear. There was never any serious 
hemorrhage. The patient had fever and rigors 
several times until Jan. 11, 1936. The treatment 
was controlled by repeated cholangiography. On 
March 6 cholangiography proved that the papilla 

in the common duct was entirely free. On March 8 
he was discharged from the clinic in a good condition, 
but the liver remained enlarged, apparently owing to 
cirrhosis. 

Between 1936 and 1938 his health remained good, 
but in 1938 he was again ill and, so far as I can 
ascertain, was operated on somewhere else for a 
recurrence of gall-stones. It is not quite clear 
whether some stones remained in the intrahepatic 
duct and later descended, causing a new occlusion of 
the papilla, or whether new stones were formed in 
the liver. I have been unable to obtain particulars 
of the second operation. 


SUMMARY 


Ja almost all cases of multiple stones in the common 
duct it is advisable after operation to make certain 
that the duct has in fact been completely emptied. 
This can be done by injection of lipiodol, followed 
by radiography. At operation a small drain with a 
lateral opening at one end is introduced into the 
common duct and passed downwards to the papilla. 
Sutures round the incision should render it water- 
tight. 
later, according to the condition of the patient. 

If it is found that stones have been left in the 
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common duct an attempt should be made to remove 
‘them by instillation of ether. The ether dissolves 
the cholesterol kernel and liquid paraffin helps to 
transform the stones into a soft pulp that can easily 
-pass through the papilla of Vater. I have found 
the method successful in all the 38 cases in which 
I have tried it. 

This use of ether enables us to avoid complicated 
operations, such as retroduodenal or transduodenal 
choledochotomy. It has also proved very satis- 
factory in dealing with biliary fistulas due to 
overlooked stones in the common duct. 
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UTERINE and extra-uterine fibromyomas can be 
produced when follicular hormones are repeatedly 
injected into female guineapigs (Nelson 1939, Lipschitz 
and Iglesias 1938, Iglesias 1938, Vargas and Lipschitz 
1938, Moricard and Cauchoix 1938). The uterine 
tumours can be found most frequently on the surface 
of the uterus (subserous fibroids) but also in the 
myometrium and, though most rarely, in the 
submucosa. Subserous tumours are to be found also 
in the vagina, in the mesometrium and mesosalpinx, 
in the mesentery, in the epiploén, on the greater 
and lesser curvatures of the stomach, on the spleen, 
pancreas, and liver, in the hilum of the spleen and 
the kidney, on the bladder, on the diaphragm, and 
on the abdominal wall. We never found tumours in 
the thoracic cavity. The tumours vary greatly in 
site, number, and size, but we showed that, with 
80 ug. of estradiol benzoate injected subcutaneously 
thrice weekly for two or three months, it was very 
rare for a castrated guineapig not to develop tumours. 
With smaller doses also, down to 5 ug. per injection, 
tumorigenesis can be produced, but the tumours are 
smaller and develop less constantly (Jedlicky and 
Bellolio). Several examples of tumours produced in 
similar experiments are illustrated in figs. I-VIII. 

The terms ‘‘ tumorigenesis” and “ tumorigenic ” 
are used instead of “‘ carcinogenesis’ and ‘“ carcino- 
genic” because the tumours so far produced 
experimentally in this way are not only benign but 
also are incapable of autonomous growth and regress 
when the treatment is discontinued. 

Since these tumours, under certain quantitative 
conditions, can be produced in 100 per cent. of cases, 
we were able to make an extensive study of the 

Z3 
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external and. internal conditions of this form of 
tumorigenesis.* Tumours were produced in 260 


guineapigs, some animals being under observation 
for twelve months. The different esters of oestradiol 
—benzoate, dipropionate, butyrate-benzoate, capry- 
late—all revealed. a more intense tumorigenic action 
than’ the free hormones—eestradiol. and cestrone 
(Lipschitz and Vargas 1939a). 


There are also 


Fia. II—Subserous fibromyoma of uterus 
in a castrated guineapig after a course 
of subcutaneous injections of 40 ug. of 
cestradiol benzoate thrice weekly for 
four months. External or longitudinal 
muscular coat is displaced by the 
tumour, without any sharp boundary 
between them. (x 10.) 


i 


important differences between cestradiol and cestrone 
(Lipschitz, Rodriguez, and Vargas 1939), and between 
estradiol and stilbestrol (Lipschitz and Vargas 1939a). 
We have shown that the ovary exerts an inhibitory 
action against the tumorigenic influence of the 
follicular hormones. Though tumorigenesis can be 
provoked in both the normal and the castrated female, 
the tumours develop in general more constantly and 
are bigger in the castrated animal (Lipschütz and 
Vargas 1939b). The difference between the tumori- 
genesis in normal and castrated guineapigs is statis- 
tically significant (Lipschütz, Murillo, Vargas, and 
Koref 1939). The influence of the uterus and of the 
spleen on tumorigenesis is now being studied in this 
laboratory. Similar tumours can be produced also 
in the male guineapig; but there is a highly 
pronounced sexual specificity as to the tumoral. 
reaction (Koref, Lipschütz, and Vargas 1939, Jedlicky, 
Lipschitz, and Vargas 1939). This specificity does 
not depend on the presence of the testicle; nor have 
we yet been able to inhibit the development of these 
experimental tumours in the female by simultaneous 
injection of propionate of testosterone. 
Microscopically the experimental uterine and 
extra-uterine tumours are fibromyomas. They are 
sometimes very rich in cells, probably fibroblasts. 
They invade also certain tissues, such as smooth and 
striated muscles, pancreas, and liver, destroying these 
structures (Lipschütz, Vargas, and Iglesias 1938) ; 


* We are indebted to Dr. Carl Miescher of Messrs. Ciba of 
Basel, to Dr. M. Tausk of Messrs. Organon of Oss (Holland), 
to Prof. E. C. Dodds, to the Laboratoires Francais de Chimio- 
thérapie, and to the Laboratoire du Docteur Roussel of Paris 
TOF . ory Ubera supply of natural and esterified hormones and 
OL SUINDCSsLrO). 


Fia. V—Mesenteric fibroma in 
female guineapig after a course 
of injections of cestradiol ben- 
zoate 80 ug. thrice weekly for 
four months. (X 240.) 
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but the tumours regress gradually when the injections 
are stopped (Lipschitz, Iglesias, and Vargas 1939). 
There is scarcely any need to insist on the great 
interest of these findings in the problem of tumori- 
genesis in general and of the origin of fibromyomas 
in women. It seems very probable that the uterine 
fibromyomas in women are a local sign of an 
endocrine disturbance. 
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Fie. VI—Fibroma of abdominal 
wall in female guineapig after 
@® course of injections of 
cestradiol benzoate 40 ` 
thrice weekly for four R 
(x 240.) 


EXPERIMENTS WITH TABLETS OF ŒSTRADIOL 


What is the shortest time in which follicular 
hormones can produce tumorigenesis ? This question 
is of the utmost importance in the hormone treatment 
of women. We have recently studied it, using the 
technique of Deanesly and Parkes (1938), with tablets 
of cstradiol introduced subcutaneously. It seemed 
probable that the greater tumorigenic action of the 
esterified cestradiol, as compared with that of the 
free hormone injected every second day, is due to 
the maintenance of a rather stable concentration of 
hormone in the body fluids thanks to the continuous 
flow of the hormone into the body fluids from the 
site of injection. Accordingly we thought that by 
introducing a tablet of cstradiol subcutaneously, 
which should assure a continuous absorption, we 
might establish a similar condition. 


Into each of 7 female guineapigs, castrated three 
months before, a 20 mg. tablet of cestradiol (prepared 
by Messrs. Ciba of Basel) was introduced through a 
slit in the skin. The vagina opened in about three 
days and remained open throughout the whole time 
of observation with but one exception. Each ofa 
second group of 7 castrated females received a 50 mg. 


tablet. 


There was also the characteristic development of 
the teats but in a rather less pronounced degree than 
when cestradiol benzoate, even in small quantities, 
was injected. 


In the group of 7 females treated with 20 mg. 
tablets, one animal showed the uterine bleeding that 


. we 80 often observe in our guinea-pigs treated a long 


time with follicular hormones. It is remarkable that 
blood on the vulva was seen in this animal as early 
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as eighteen days after the tablet was introduced. 
This early appearance of blood was noted also in 
4 of the 7 animals treated with the 50 mg. tablets— 
in one of them as early as fourteen days after the 
start of the treatment. 

The increase of body-weight was insignificant or 
nil, as generally happens with guineapigs injected 
over a long period with great quantities of follicular 
hormone (Koref, Lipschütz, and Vargas 1939). 

\ 


EARLY DEVELOPMENT OF UTERINE TUMOURS 


One of the most remarkable features of these 
experiments was the early development of uterine 
and, in a less degree, extra-uterine tumours. A survey 
of these fourteen experiments with special reference 
to tumorigenesis is given in table I. The first of 
these animals died nineteen days after the tablet was 
introduced. Pus and fibrinous masses were found on 
the abdominal side of the diaphragm. The weight 
of the uterus was double the normal. Small subserous 
tumours were found on both uterine horns (fig. IX). 
This was the first time we found tumorigenesis in an 
experiment of so short a duration.t Indeed we were 
accustomed to kill our animals, injected with follicular 
hormones, not before seven weeks’ treatment, when 
tumorigenesis with the benzoate ester becomes 
manifest. Small uterine tumours were found also in 
3 other animals, killed twenty-one or twenty-two 
days after the tablets were introduced. In 1 of these 
animals the tumours had already attained a remark- 
able size; they were found in the mesometrium 
(fig. Xa), where the fibromyomas, as we found in 
former experiments of longer duration, may become 
very large. It is of special interest that in the present 
experiments with tablets the frequency of mesometrial 
tumours was greater than in any other series. We 
have learnt from our observations on 260 animals 
with experimental tumours due to follicular hormones 
that the sites of the tumours vary enormously, as is 


‘the case with uterine fibroids in women. There must 


be some law on which the position of the tumour 
depends, and our present finding of a great frequency 


-of mesometrial tumours speaks decisively in favour of 


such an assumption. 


t Recently in an experiment of Dr. José Chaume, working in 


‘this laboratory with injections of the monocaprylate ester of 


cestradiol, small uterine tumours were found as early as fifteen 
days after the beginning of treatment. 


Fıa. I1I—Pedunculated uterine fibromyoma in a guineapig 


after a course of subcutaneous injections of 80 ug. of 
cestradiol benzoate thrice weekly for four months. (X 15.) 


Fie. IV—Small apical myoma near fallopian tube in a 
guineapig after a course of injections of 80 ug. of 
estradiol benzoate during 68 days. Note myomatous 


masses surrounded by adipose tissue. The small 
epithelial tubes among the muscle tissue probably 
belong to the wolffian body. (x 82.) 


COMPARISON OF TUMORIGENESIS WITH TABLETS AND 
WITH SUBCUTANEOUS INJECTIONS 


As will be seen from table I, the animals are given 
marks for tumorigenesis (Lipschütz and Vargas 1939b); 
these marks increase with the time. In animals 
killed after a treatment of forty-nine to fifty-four 
days these uterine tumours are highly developed 
(figs, XI and XII). In our former experiments with 
injections of follicular hormones a special type of 
uterine tumour was found in castrated females, the 
so-called ‘‘apical” tumour. It originates in the 
mesosalpinx where the tube joins the uterus. At its 
beginning this experimental tumour is often almost 
a true myoma, whereas in general, in our work with 
tumorigenesis, it is the fibromyoma with a pronounced 
tendency to fibrosis which prevails. This apical 
myoma is, at its beginning, very similar to the myoma 
of von Recklinghausen also in other features: its 
limits are not very sharp (the tumour is surrounded, 
in our experimental animals, by adipose tissue) ; 
small epithelial tubes, probably belonging to the 
wolffian body, are sometimes included in the myo- 
matous tissue, Later on the apical tumour becomes 
fibromatous and increases enormously. In our 
present experiments these apical tumours became 
very remarkable in almost all experiments of seven 
or eight weeks’ duration (figs. XI and XII) with but 
one exception. In several animals there was a cystic 
enlargement of the tubes, in combination with a big 
apical tumour in one case (no. 5). These cysts 


: sometimes become enormous; there may be also 


multiple fibrous tumours in the wall of such a cyst 
(experiments not yet published), 

In some experiments the tumoral reaction in the 
apical region is limited to fibrous strands, which are 
an almost constant phenomenon, especially in extra- 
genital regions, in animals treated a long time with 
follicular hormones. We find this fibrous extragenital 
reaction also in most of the animals of the present 
series near the upper pole of the kidney and in 
different parts of the mesentery (figs. XI and XII). 
The fibrous reaction is a general feature of the chronic 
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intoxication with follicular hormones. There was, 
in our experiments with injections, a great develop- 
ment of fibrous tissue in different parts of the body : 
in the submucosa of the duodenum, in the pancreas, 
in the spleen, and in the mammary gland. A similar 
finding is reported by several authors, especially as 
regards the prostate and seminal vesicles under the 
influence of the follicular hormone (Loeb and Simpson 
1938, Loeb, Suntzeff, and Burns 1938). Deanesly 
and Parkes (1938) found an extreme development of 
fibrous tissue in the seminal vesicles in experiments 
with tablets. 

The uterus likewise becomes affected with fibrosis 
in experiments with injection of follicular hormones. 
A. Lacassagne, J. B. Collip and his co-workers, and 
others have already attracted attention to this type 
of uterine reaction when follicular hormones are given 
a long time, The same is known for the prostate and 
the seminal vesicles. It is rather contradictory to 


test follicular hormones simply by the increase of 
uterine weight beyond the normal. It seems to us 
that, for the uterus, the only way of testing is to 
determine the quantity of hormone necessary to 
maintain the normal uterine weight in a castrated 
animal—i.e., .to determine the 


“useful hystero- 
trophic dose” 
(Lipschitz, 
Rodriguez, and 
Vargas 1939). | 

There may be 
also a necrosis 
of the uterine 
wall, general or 
localised. The 
latter was 
present in one 
of the animals 
of this series 
(no, 5). 

There was in 


DRAA ea i this latter case 
A also a fibrinous 


Fie. VIM— Small subserous hepatic fibromyoma in female 
guineapig after a course of injections of cestradiol 


benzoate 40 ug. for four months. a, xX 20; B, x 240. 
Note penetration between and destruction of hepatic 
cells. i 


$ F Pie > 


Fie. VII—Fibroma of abdominal wall penetrating 
between and destroying striated muscle-fibres. (x 240.) 


purulent peritonitis localised to the uterus. As stated 
in our former experiments, this form of peritonitis 
can be observed in about 5-10 per cent. of the animals 
treated for several months with injections of follicular 
hormones, It is to be explained in the folowing way. 
The vagina being open for several weeks and even 
months and a cystic glandular hyperplasia being 
established, an infection of the uterine wall takes 
place. A pyometra is the result. The fibrosis and 


Fic, [X—Diagram of uterus of guineapig 
nineteen days after subcutaneous inser- 
tion of a 20 mg. tablet of cestradiol. 
Uterus weighed 2-4 g. (normal = 1 g.). 
Small subserous fibroids. Mark for 
uterine tumours = 0°5. (Life-size.) 


necrosis of the uterine wall favour the migration of 
the infection to the uterine serosa. 


In experiments of greater duration—e.g., forty-nine 
to fifty-four days—there was also a great development 
of extragenital tumours (figs. XI and XII), 


Attention should be drawn also to another feature 
of tumoral reaction—namely, the “tumoral seed,” 
found especially on the spleen and the surrounding 
parts, such as the abdominal wall and the anterior 
part of the stomach. This seed is sometimes the only 
tumoral reaction of an animal; we have interpreted 
it as a sign of lesser tumoral sensitiveness of an animal 
(Lipschütz and Vargas 1939b). Sometimes this reaction 
is associated with big abdominal tumours (fig. XT). 
In the male the tumoral seed is the rule (Koref, 


‘Lipschitz, and Vargas 1939, Jedlicky, Lipschitz, 


and Vargas 1939). A remarkable feature of the 
distribution in the present series is the less pronounced 
frequency of splenic tumours, which were very common 
in our earlier experiments, — 


Notwithstanding these differences, the degree of 
general tumorigenesis with tablets, as summarised by 
the total mark (last column of table I), is, in the six 
experiments lasting forty-nine to fifty-four days, no 
less than in our former experiments with injections 
of cstradiol benzoate. In 23 castrated females 
injected with 80 ug. thrice weekly for fifty-six to 
eighty-four days, the average total mark of tumori- 
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Fic. X—Dorsal aspect of uteri of guineapigs showing parametrial tumours after subcutaneous insertion 


of a tablet of cestradiol: (a) after 22 days, mark 1; (B) after 53 days, mark 2; (0o) after 31 days, 


mark 2; (D) after 49 days, mark 3. (Life-size.) 


genesis was 5:7 + 0-524. The present 6 castrated 
females, killed forty-nine to fifty-four days after 
receiving the tablet, had a total tumorigenic mark 
of 5-8. In other words, probably no female guineapig 
will escape tumorigenesis when tablets of 20-50 mg. 
of wstradiol are present in its body for more than 
two weeks, and in seven weeks a very high degree 
of tumorigenesis can be attained. 


DANGER OF CONTINUOUS ABSORPTION OF HORMONE 


The quantity of estradiol lost. by the tablets can 
be determined by weighing the dried tablet recovered 
from the animal (table II). In the experiments with 
50 mg. tablets the percentage of absorption of 
cestradiol calculated per month was about the same 
as in Deanesly and Parkes’ (1938) experiments in 8 
guineapigs with cstrone tablets; but in. the experi- 
ments with 20 mg. tablets the percentage of absorption 
‘was several times greater. On the other hand, there 
is a remarkable coincidence as to the total quantities 


absorbed (table II, third column). This is probably 
due to the fact that the diameter of the 20 mg. tablet 
was the same as that of the 50 mg. tablet. The 
amount of hormone absorbed from the tablet is 
evidently related to the area of its surface. 

It is of great interest to compare the present experi- 
ments with former ones in which equal quantities of 
free cestradiol per month were introduced, not by 
tablets but by subcutaneous injections thrice weekly 
for several months (Lipschütz, Rodriguez, and Vargas 
1939). As much as 2-5 mg. of free estradiol per month 
administered by injection for three or four months 
(200 ug. thrice weekly) caused only a beginning of 
tumorigenesis similar to what we observed in the 
present series with tablets in two or three weeks, 
Even with the injection of 5 mg. of free cstradiol 
per month (400 ug. thrice weekly) for fourteen weeks 
tumorigenesis was less than with 4 mg. per month © 
absorbed from the tablet during seven weeks (the 
average of the six experiments of the present series). 


TABLE I—FINDINGS IN CASTRATED FEMALE GUINEAPIGS TREATED WITH SUBCUTANEOUS TABLETS OF ESTRADIOL 


Weight of tablet 


Uterine tumours 


Body-weight Extra-uterine tumours 
sat tas : Uterine wag 6 ; uk Tor 
No) At At, [experimenti Ap At | bleeding| uterus» | "EEG"? | Apical | abdominal | Spleen | tumori- 
start end (days) start end (8-) Í mesometrial | (mark) wall (mark) | genesis 
g. (g.) (mg.) (mg.) (mark) (mark) 

“41 | 610 450 19 20 16 0 0 0 0 05 
15 | 530 490 21 20 16 + 0 0 0 0°5 
12 | 440 475 31 20 15-5 0 0-5 0-5 0 2 
13 | 570 590 31 20 12 0 0-5 0-5 0 3 
17 | 570 610 49 20 10-5 0 2 2 0-5 75 
18 | 380 405 49 20 16-5 0 2 0-5 05 | 3 
20 | 490 530 50 20 13-5 0 2 1 0-5 4-5 

~ 2! 510 530 22 50 46 $ 0 0-5 05 2 

3| 480 470 22 50 46 + 0-5 0-5 0-5 2 
1 | 510 500 32 50 47-5 0 0-5 0-5 0-5 2 
4| 480 460 32 50 je 0 0-5 0-5 0-5 2 
7| 500 525 53 50 46-5 0 0-5 2 o5 | 5 
9! 480 590 53 50 44-5 + 3 2 1 8 
5| 550 530 54 50 41-5 ++ 2 0-5 0-5 6 


* Uterus with mesometrial tumours. 


t Localised uterine fibrinopurulent peritonitis. 
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This shows clearly that the continuous flow 
of cstradiol in the body fluids enhances the 
tumorigenic reaction. 


TABLE IJ—ABSORPTION OF GSTRADIOL FROM 
SUBCUTANEOUS TABLETS IN GUINEAPIGS 


Absorption Absorption 
Total calculated Total calculated 
NOH tone [eee see NG Egg P| E oe 
ae ener Mg. |Per cent. 
u| a 4 «| OB 12 
15 4 4 6 12 
12 4°5 2°5 2°5 5 
13 8 3°5 2 4 
17 9°5 5°5 3°3 6 
18 3°5 8°5 5 10 
20 6-5 


SUMMARY 


Uterine and extra-uterine tumours can be produced 
in the guineapig by introducing a tablet of cestradiol 
beneath the skin. These tumours are similar to the 
uterine and extra-uterine fibroids or fibromyomas 
produced previously by a long course of injections 
of follicular hormones (free oestradiol and cestrone, 
different esters, and stilbestrol). 

The uterine tumours (subserous and mesometrial) 
begin to appear as early as 24-3 weeks after the 


> 


Y 


BID ° 


"ta 


Fie. XI—Diagram showing sites of uterine and extra- 
uterine tumours in & guineapig 49 days after sub- 
cutaneous insertion of a tablet of œstradiol: (a) tumours 
on ventral aspect of uterus, mark 3 (for tumours on 
dorsal aspect see fig. Xp), and left apical tumour, 
mark 2; (b) tumours on other abdominal viscera : 
epiploén, mesentery, and hilum of right kidney, mark 2 ; 
tumoral seed on spleen, mark 0°5. Fibrosis of mesentery 
and of abdominal wall, especially round both kidneys, 
on both sides of the uterus, and at apex of right uterine 
horn, is shown. Total mark 8°65, 
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Fie. XII—Diagram showing sites of uterine and extra» 
uterine tumours in a guineapig 53 days after subcutane» 
ous insertion of a tablet of cestradiol: (a) numerous 
uterine tumours of different sizes, mark 2, and big 
apical tumour between left uterine horn and kidney, 
mark 3; (b) tumours on other abdominal viscera 3 
mesenteric tumours, tumour near csophagus, small 
subserous tumour of stomach, tumours of abdominal 
wall, mark 2; small tumour of spleen, mark 1, Fibrosis 
of mesentery, of abdominal wall, and of apical region 
of right uterine horn is shown. Total mark 8. 


introduction of the tablet. Uterine bleeding also can 
appear at this early date. In about seven weeks 
a high degree of uterine and extra-uterine tumori- 
genesis may be attained with tablets of follicular 
hormones. 

The degree of tumorigenesis with tablets of 
estradiol is much greater than with injections of 
free oestradiol when equal quantities are compared, 
This is evidently due to the continuous absorption 
and the continuous flow of estradiol in the case of 
tablets, as contrasted with the discontinuous flow 
in the case of three injections of free estradiol in the 
week. The treatment with tablets is comparable 
—as regards the danger of tumorigenesis—to a 
treatment with esters of wstradiol administered by 
injection without intervals free from treatment. 
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In 1936 Davson published a paper in this 
journal on the tissue response to subcutaneous 
injection of cod-liver oil.. He stated “‘ that the study 
of the histological reaction to cod-liver oil tends to 
support the view that the application of the oil to 
wound surfaces will promote the processes of repair 
and healing.” Lohr (1934), Zuelzer (1934), and 
. Steel (1935), who reported the effects of applications 
of cod-liver oil to burns and ulcerated surfaces, 
suggested that the vitamin-A content of the oil was 
the probable effective therapeutic agent, but Davson’s 
work shows that this is unlikely. The possible use of 
applications of cod-liver oil in ulcerative colitis was 
suggested to me by Davson, and I started such 
treatment in January, 1937, since when six cases have 
been treated and followed-up. 

All the cases were given a high-calorie low-residue 
diet, and after the first few days I-so-gel was 
administered. Retention enemata were generally 
not started until rest in bed, starch and opium 
enemata, or morphine if necessary, had reduced the 
diarrhea and bowel irritability to a degree that made 
the retention of oil possible. The early injections 
of oil were given during the day; but, when the 
patient could retain oil for several hours, the injections 
were given in the evening and were often retained 
through the whole night. The initial dose was 2 oZ., 
and this was increased by 2 oz. at a time to a maximum 
of 8 oz. in accordance with the patient’s capacity of 
retention and with regard to the avoidance of any 
discomfort. When an opaque enema and radiography 
showed that the colon up to the splenic flexure or 
the transverse colon was involved, the bed was 
tilted up from the foot for about an hour after the 
. administration of the enema. 


CASE-RECORDS 


CasE 1.—Female, aged 29. Symptoms appeared 
suddenly in early August, 1936, with diarrhea with 
mucus and blood. Stools increased to twelve a day. 
She lost 20 lb. in two weeks and ran an evening 
temperature to 103° F. She was admitted to hospital 
on Aug. 29, 1936, her general condition being very 

oor. On sigmoidoscopy no actual ulceration was seen, 
ut the mucosa had the bright pink velvety appearance 
of an acute inflammation. 

After two weeks’ conservative treatment, zinc 
ionisation was applied to the lower bowel, and steady 
improvement ensued. She left hospital on Oct. 19 
free from symptoms but relapsed within two months 
and was readmitted on Jan. 19, 1937, when she had 
six to eight stools a day with much blood and mucus 
and there was a moderate evening pyrexia. She was 
treated at first with starch and opium enemata and 
morphine for two weeks, after which cod-liver oil 
retention enemata (4 oz.) were given every morning. 
At the end of three weeks of such treatment she was 
passing one normal formed stool a day and she 
had gained 8 lb. She left hospital on March 11, 
1987, and continued with oil enemata twice weekly 
for three months. Twenty months later she reported 
herself as quite well and as having been free from 
symptoms in the intervening period. An opaque 
enema and radiography on Feb. 10, 1937, showed 
dilatation of the rectum and loss of haustration of 
the distal half of the transverse colon and all the 


colon beyond. There was fine irregularity of the edge 
of the sigmoid colon shadow. MJRe-examination on 
March 3, 1937, showed distension of sigmoid colon 
and lack of haustration in affected parts of the 
colon, but after evacuation these portions showed 
ora activity and the colon edge was sharp and 
smooth, i 


Cask 2.—Female, aged 55, admitted to hospital on 
Oct. 24, 1936, the illness having started three months 
previously with diarrhoa and stools up to twelve 
a day. Stools were loose and contained much bright 
blood. She had vomited once and had a constant 
griping pain in the epigastrium. The abdomen was 
distended and tender in the lower segment. Pyrexia 
up to 102° F. in the evening. Sigmoidoscopy on 
Nov. 7 showed that the mucosa was much congested 
and bled very easily, and small ulcers were seen. 

Initial treatment consisted of starch and opium 
enemata and, later, zinc ionisation. There was a 
slight improvement, but after eleven weeks in hospital 
there were still three stools a day, loose and with 
much blood. Cod-liver oil retention enemata were 
begun on Jan. 6, 1937, 2 oz. at first, increasing to 
8 oz. Since the whole colon was affected, the foot 
of the bed was raised after the injection of oil. 
Improvement thereafter was amazingly rapid. Sig- 
moidoscopy on Jan. 15 showed that the mucosa was 
no in appearance, without ulcers or bleeding. 
Stools at that time were not quite formed but were 
free from blood. She left hospital on Feb. 17 and 
she has been quite well to date. An opaque enema 
and radiography on Oct. 30, 1936, showed the dis- 
organisation of mucosa of the whole of the large 
intestine (fig. I on plate). Re-examination on Jan. 18, 
1937, showed improvement mainly noticeable in the 
rectum and the sigmoid, the edges of the shadow 
‘being sharp and clear (fig. II on plate). On Feb. 8, 
1937, there was considerable improvement evident 
throughout the colon, and there was little haustration, 
but the surface appeared no longer granular. 


Case 8.—Female, aged 30. Symptoms first 
appeared in July, 1935. Three months later she was 
treated with colonic irrigation, and by December, 
1935, she had recovered. She remained well for 
twelve months, but in December, 1936, blood 
appeared in the stools, the number of which increased 
to fifteen a day. She was admitted to St. George’s 
Hospital on Jan. 26, 1937. Her general condition 
was fairly good, but there was slight evening pyrexia 
for the first two weeks in hospital. 

Treatment was begun on Jan. 30 with rectal 
injections of cod-liver oil 4 oz., and this was increased 
two days later to 8 oz. The injections were given in 
the late evening and were retained for an increasing 
period up to ten hours. Improvement was rapid, 


and after two weeks’ treatment she was passing only 


one or two stools a day, semi-solid but unformed 
and free from blood. She left hospital on March 2, 
1937, and has been free from symptoms since— 
i.e., for twenty-two months. An opaque enema and 
radiography on Jan. 29, 1937, showed a complete 
lack of haustration of the transverse and distal 
portions of the colon, and the mucosal relief of the 
pelvic colon appeared finely granular throughout and 
was rough in outline. Re-examined on Feb. 18, 
1937, the transverse colon showed normal haustration, 
the descending and pelvic colons showed haustration 
well marked but of lesser degree, and the surface 
granularity and irregular outline were no longer visible. 


Case 4.—Female, aged 54. Symptoms first 
appeared in 1925, when she noticed a mucous discharge 
with her stools. Three years later diarrhoa became 
troublesome and she was treated in hospital with 
Yatren and colon lavage without much improvement. 
She was again in hospital in 1928 and in 1932 and 
was treated with starch and opium enemata with 
only moderate improvement. 

On sigmoidoscopy in May, 1936, the mucosa was 
seen to be hemorrhagic and granular and bled easily, 
but no ulceration was seen. At that time stools were 
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not frequent, but she was passing blood. Sigmoid- 
oscopy in November, 1936, revealed very granular 
mucosa with ulceration and bleeding and evident 
mucopus. ? 


She was admitted to St. George’s on March 30, 
1937, there having been a considerable hemorrhage 
seven weeks earlier. She was passing ten stools a 
day with a good deal of blood and mucus. She was 
very thin, weighing 8 st. and in the first four 
weeks lost 8 lb. in weight. During this time there 
was slight pyrexia. Treatment with cod-liver oil 
began on April 2 with 4 oz., increasing gradually 
to 6 oz. at end of two weeks. At first the enemata 
were retained for only little more than an hour, but 
the period of retention gradually increased. After 
eight weeks’ treatment the stools were semi-solid 
and free from mucus and blood, and numbered one 
or two a day. There had been a steady gain of weight 
during the latter half of this period. Improvement 
rage increased, and she was discharged on June 10, 

She remained under observation until June, 1938, 
and always reported herself as free from symptoms. 
In November, 1938, however, in response to inquiry, 
she stated that there had been some relapse but she 
had since derived benefit from an osteopath. An 
Opaque enema and radiography on April 12, 1937, 
showed involvement of all the large intestine distal 
to the middle of the transverse colon, with a granular 
surface, feathering of the edge, and loss of haustration. 
At re-examination on June 2, 1937, a few contraction 
rings were present in the affected parts of the colon, 
which now had sharply defined edges throughout. 
On April 14, 1938, further improvement was evident, 
though motility was not normal. 


CASE 5.—Male, aged 31, admitted to hospital in 
November, 1936, with a history of bouts of diarrhea, 
with loose watery motions containing blood, for the 
previous six years. Dyuring the last six months he had 
been becoming progressively worse with abdominal 
pain and loss of weight. There was considerable 
pyrexia for the first three weeks, and he had incon- 
tinence of fæces and tenesmus. 


:> He was treated initially with yatren, and there was 
some diminution of number of stools, but other 
symptoms persisted. He was then treated with 
cod-liver oil retention enemata for six weeks, and 
there was progressive improvement, the stools becom- 
ing normal in frequency and consistence. The initial 
sigmoidoscopy had revealed a definite ulcerative 
condition, and after oil treatment further examination 
showed only one or two shallow ulcers, the general 
state of the mucosa being much improved. 


»He left hospital in February, 1937, was well 
for a year, but had a slight relapse in January, 1938 ; 
a further exacerbation of symptoms occurred in May, 
1938, and he was readmitted to hospital the following 
month. Sigmoidoscope examination showed that the 
mucosa was much inflamed and granular and bled 
easily, but no actual ulcers were seen. He was treated 
again with oil, and steady improvement ensued. 
He left hospital in August, 1938. He has since been 
quite wen but continues to have one retention enema 
a week. 


An opaque enema and radiography on Nov. 24, 
1936, showed great dilatation of the ascending and 
transverse colons; the descending colon had no 
haustration, its edge showed deep feathering, and 
there was typical surface granularity. At re-examina- 
tion after the first oil treatment the descending and 
transverse colons were almost normal, though the 
distal half of the transverse colon was tube-like. At 
re-examination on readmission on June 8, 1937, 
the colon on either side of the splenic flexure showed 
a ragged edge, and two rather deep ulcers were visible. 
Further examination not made. 


CASE 6.—Male, aged 24. Diarrhoea started in 
October, 1935, and he was in hospital from November 
to December of that year and again on two occasions 
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in 1936, but stools were never reduced to less than 
three or four 'a day. . 

He was admitted to St. George’s Hospital on 
April 17, 1937, having become much worse in the past 
four months, passing twelve to fourteen stools a day, 
which were green and watery and contained much 
mucus and blood. There had been progreso ve loss 
of weight. Sigmoidoscopy on April 20, 1937, showed 
that the mucosa was congested and granular and 
bled easily, and there were superficial sloughs. Oil 
retention enemata were started on May 18 and con- 
tinued for six weeks, with decrease in the number of 
stools and a slight gain in weight. He could, however, 
never retain oil for more than two hours. Yatren, 
olive-oil retention enemata, and zinc ionisation were 
successively tried, but all caused irritation and pain. 

Sigmoidoscopy on Sept. 8, 1937, showed that the 
mucosa was still red and ulcerated and bled easily, 
and the lumen seemed narrowed. <A transverse 
ileostomy was performed on Oct. 2, 1937, and the 
patient died three weeks later. 


SUMMARY 


Cases 1, 2, and 3, in which the previous duration of 
the illness had been six months, three months, and 
eighteen months respectively, have now been appar- 
ently quite well and free from symptoms for two 
years. Case 4, with a twelve years’ history of colitis, 
remained well for fifteen months and then stated, in 
answer to inquiry, that she had relapsed but had 
obtained benefit from an osteopath. Case 5, with a 
six years’ history, remained well but not entirely 
free from symptoms for fifteen months and then 
was readmitted for a relapse, but since having further 
treatment has been symptom-free for six months. 
Case 6, with an eighteen months’ history, showed 
some improvement after the treatment; but, since 
hemorrhage persisted, an ileostomy was performed, 
and the patient died later. The clinical results were 
confirmed by sigmoidoscopy and radiography. 


DISCUSSION 


It is difficult to draw any definite conclusions from 
the treatment of these few cases ; the fact that three 
out of six cases have shown complete remission for 
two years is not remarkable, but it is perhaps note- 
worthy that in case 1, in which severe relapse occurred 
two months after apparently successful treatment by 
other methods, subsequent treatment of the relapse 
by cod-liver oil retention enemata produced a more 
lasting remission much more rapidly than the previous 
treatment, and that in case 2, though under ordinary 
treatment some improvement occurred, symptoms 
persisted till oil retention enemata were used. As 
might be expected, better results were obtained, 
and more quickly, in the cases with the shortest 
previous history. It is clear that the method described 
is by no means certainly curative, but one is impressed 
by its efficacy in shortening the illness in some cases, 
its effect in reducing pain, and the greater tolerance 
of the patient to cod-liver oil compared with other 
local applications. It has seemed to me to be of 
advantage to continue the treatment two or three 
times a week for a few months after remission has 
been established, the patient being instructed in 
self-administration. 

Since these observations were begun I have found 
three references to similar treatment. Spiegel (1937) 
reported 11 cases treated with an emulsion of 40 
per cent. of the oil in aqueous solution of acacia 
and given in doses of 2-8 oz. two or three times a day. 
The cases observed were those which had not 
responded to preliminary control treatment; 9 of 
the 11 cases showed improvement with cod-liver oil 
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therapy. Russell Best (1938) published a report of 
17 cases treated with oil retention enemata of 2-4 oz. 
administered after a small saline wash-out; 13 
cases became symptom-free for periods of three to 
twenty-three months. He thought the treatment 
useful as an adjunct to other methods. Manville 
. (1938) has described a method of topical application 
of oil by spraying through a proctoscope. He gives 
no clinical details but confirms Spiegel’s findings. 


I am grateful to Mr. R. Marnham for the 
sigmoidoscope examinations and reports, and to Dr. 
G. R. Mather Cordiner for the X-ray examinations. 
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In the autumn of 1938 the admission of a series of 
patients suffering from typhoid fever provided an 
opportunity for the therapeutic trial of two of the 
sulphanilamide group of drugs—namely, Prontosil 
and M. & B. 693 (Dagenan). Although in our 
experience and that of others these drugs have 
proved successful in the treatment of infections 
caused by B. coli, notably pyelitis, only one account, 
so far as we are aware, has yet appeared of the 
employment of M. & B. 693 in a case of enteric 
fever.1 Another patient (case 7 in the series), admitted 
this year, was treated with a combination of M. & B. 
693 and Felix’s Vi-serum. 


CASE-RECORDS 


CASE 1.—Male, aged 21, admitted on Nov. 9, 1938, 
with a history of headache, vomiting, and abdominal 
pain of sudden onset a week previously. On 
admission the patient was toxic; the tongue was 
dry and furred. The spleen was palpable, and there 
were abundant rose spots upon the trunk and arms. 
Temperature 100° F., pulse-rate 100, respiration- 
rate 28. Blood-culture was positive for B. typhosus ; 
Weil-Felix reaction positive for H agglutinins up 
to 1 in 1920. The general condition remained 
unchanged for the next two days. 

On the 12th it was decided to try prontosil album, 
and a tentative dose of gr. 15 thrice daily was 
prescribed. The same evening the temperature fell 
to normal, but it rose again next day and by the 
15th had reached 101° F. The patient complained 
of acute abdominal pain and developed an attack of 
cholecystitis with jaundice. Prontosil was con- 
tinued until the 19th, and for the cholecystitis 
hexamine and local applications of heat were employed 
until the 21st, by which date the attack of chole- 
cystitis had subsided. During the administration 
of prontosil there was considerable improvement 
in the patient’s general and mental condition, but 
the temperature rose to 100° F. on most evenings, 
and blood-culture on the 17th was again positive. 


1. Coxon, R. V., and Forbes, J. R. (1938) Lancet, 2, 1412. 


On the 22nd it was decided to try M. & B. 698. 
An initial dose of gr. 30 was followed by one of gr. 15 
every four hours. Within twenty-four hours the. 
temperature fell to 97° F. from 100° F. and, with the 
exception of a few flickers to between 99° and 100° F., 
remained normal or subnormal until the date of 
discharge (Jan. 10, 1939). Blood-culture was negative 
on Nov. 26, 19388. M. & B. 693 was discontinued 
on Nov. 29, 1938. B. typhosus was never recovered 
from the fæces or urine in spite of repeated examina- 
tions. (See fig. 1.) | 


Oasb 2.—Male, aged 19, admitted on Nov. 10, 
1938, with a history of onset of headache, shivering, 
pain in the limbs, vomiting, and diarrhoea on Oct. $1, 
1938. The patient had been delirious, and a rash was 
noted on Nov. 9, 1938. On admission toxemia 
was severe. There were sordes on the lips; the 
tongue was red and glazed; typical rose spots were 
present on the trunk, and there were signs of 
congestion at the bases of the lungs. The patient 
was lethargic but not delirious. Temperature 102° F., 
pulse-rate 110, respiration-rate 20. Blood-culture was 
negative for B. typhosus, but the serum agglutinated 
this organism in a dilution of 1 in 480. 

For the next three days there was no change in the 
patient’s condition. Oral administration of gr. 15 
of prontosil thrice daily was then instituted. The 
temperature fell to 99° F. by the next morning 
and to normal on the next day (Nov. 14). The same 
evening, however, there was a rise to 100° F., but 
from this point the temperature settled by lysis, 
becoming normal by the evening of the 18th. 
Prontosil was discontinued the next day. The patient’s 
general condition was satisfactory and the tempera- 
ture normal until the 27th, when there was a relapse. 
The temperature rose to 102:4° F., and the patient 
complained of stiffness and cramps in the legs. 
Blood-culture was positive. 

On the 29th M. & B. 693 was given in doses of 
gr. 15 thrice daily. On Dec. 1 the cramps had dis- 
appeared, the ‘patient felt better, and the tempera- 
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Fig. 1 (case 1).—All the figures represent cases of typhoid 
fever. B.C. = blood-culture. 
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ture had again reached normal. Blood-culture was 
sterile the next day. From this point recovery 
was steady and uneventful, and the patient was 
discharged on Jan. 10, 1939. (See fig. 2.) 


CASE 3.—Male, aged 26, admitted on Nov. 10, 
1938, with a history of shivering, nausea, and diar- 
rhoea of one week’s duration. On admission there 
was moderate toxemia, and a few rose spots were 
present upon the abdomen, but the spleen was not 
palpable. Temperature 101° F. The serum aggluti- 
nated B. typhosus at 1 in 480, but the organism was not 
found in the fæces or urine. Treatment with prontosil 
(gr. 15 thrice daily) was started on the 12th but dis- 
continued the next day because of the appearance 
of deep cyanosis, drowsiness, and epistaxis. The 
general condition improved slightly (without pron- 
tosil), but the temperature remained in the region 
of 101° F. There was deafness in the left ear and 
some congestion of the bases of the lungs. 
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Fia. 2 (case 2).—W.F.=Weil-Felix H and O positive 1 in 
480 (B. typhosus). 


On the 17th blood-culture was positive; on the 
22nd administration of M. & B. 693 (gr. 15 thrice 
daily) was begun. On the 26th blood-culture was 
negative. The temperature fell by lysis, becoming 
normal on the 29th, on which date treatment with 
M. & B. 693 was stopped. The deafness and con- 
gestion of the lungs had disappeared, and apart from 
a little irregularity in the temperature, which finally 
settled to normal on Dec. 6, 1938, the remainder 
of the patient’s stay in hospital was uneventful. 
(See fig. 3.) 


CasE 4.—Female, aged 38, admitted on Nov. 11, 
1938, with a history of onset with abdominal pain 
three weeks previously and diarrhoea of a week’s 
duration. On admission there was severe toxsmia. 
The tongue was fissured and covered with brown 
fur; the abdomen was distended and covered with 
profuse rose spots; the spleen was not palpable. 
Temperature 98-4° F. (collapse), pulse-rate 128, 
respiration-rate 26. Next day the temperature rose, 
and by the 14th it was 102° F. On the 12th blood- 
culture was sterile, but the serum agglutinated 
B. typhosus at 1 in 480. There was frequency of 
micturition, the urine containing B. typhosus. 
Symptoms of cystitis increased, and the patient 
became very lethargic. 

Administration of M. & B. 693 was begun on the 
19th. The evening temperature on that day dropped 
by two degrees and never again rose to its former 
level. On the 21st the urinary symptoms had abated 
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Fie. 4 (case 4).—The day of disease on admission is 
only approximate. The clinical picture was consistent 
with that of typhoid fever at or about the end of the 
third week of the disease. Arrow l = rose spots +- ; 
arrow 2 = urine positive for B. typhosus ; arrow 3 = fæces 
positive for B. typhosus ; arrow 4 = urine negative for 
B, typhosus. 


and urine-culture was sterile. There was a little 
nausea and vomiting, probably due to the drug, 
but in spite of this the treatment was continued 
until the 28th. The fæces, which had contained 
B. typhosus, were reported as being free from this 
organism on the 20th. From this point the general 
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Fic. 3 (case 3).—W.F.=Weil-Felix H and O positive 1 in 
480 (B. typhosus). 


condition rapidly improved, and the remainder of 
the patient’s stay was uneventful apart from the 
development of an exudate upon the fauces and 
pharyngeal wall. Swabbings from this exudate 
were reported to contain only yeasts. (See fig. 4.) 


CASE 5.—Male, aged 18, admitted on Nov. 9, 
1938, with a history of onset with headache and 
vomiting a week previously and of abdominal pain 
and diarrhosa of three days’ duration. On admission 
toxsmia was severe ; tongue dry and furred ; spleen 
palpable ; rose spots profuse upon trunk and arms ; 
congestion of the left base. On the 10th blood- 
culture was positive for B. typhosus; the serum 
agglutinated H at 1 in 1920. The organism was not 
recovered from fæces or urine. The patient’s condi- 
tion steadily deteriorated with increasing delirium ; 
there were ‘‘ pea-soup ” stools. By the 14th he was 
in the typhoid state. 

Prontosil (gr. 15 thrice daily) was given from the 
12th but with little apparent effect. It was dis- 
continued on the 18th owing to the appearance of 
cyanosis and a drug rash. The blood-culture was 
still positive. On the 21st the temperature reached 
104° F. and the general condition was very grave. 
It was decided to give M. & B. 693 (gr. 15 four- 
hourly). Two days later the temperature reached 
normal, but the drug was discontinued because of 
cyanosis and a rigor. By the 26th the temperature 
had risen again to 102° F. M. & B. 693 therapy was 
again attempted but had to be abandoned the next; 
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Frc. 5 (case 5). 


day on account of vomiting. Blood-culture was now 
negative. The temperature fell to subnormal with 
subsequent rises to 100° F., the patient’s general 
condition began to improve, and he recovered without 
further complications. (See fig. 5.) 


Casu 6.—Female, aged 51. This patient, the 
mother of case 3, provides a contrast to the preceding 
five cases. She was admitted to hospital on the 
tenth or eleventh day of disease, and it was originally 
intended that she should serve as a control; but, 


THE LANOET] DR. HARRIES AND OTHERS: 8 
when her temperature had remained high for some 
twenty-six days and she had entered the typhoid 
state, it was decided that in view of the response 
in the other cases it was not justifiable to withhold 
M. & B. 698. Accordingly on Dec. 7, 1938, 
she was given gr. 15 thrice daily. 

Unfortunately, vomiting became troublesome ; 
but, since the temperature showed the first signs of 
falling since admission to hospital, administration 
was continued unaltered until the 14th, when the 
dose was halved. The temperature immediately 
rose again, but vomiting became so exhausting that 
prontosil soluble (10 c.cm. given intramuscularly 
daily) was substituted for M. & B. 693 on the 16th. 
The temperature now ranged round 108° F. again 
and did not fall until the 21st, when it reached normal 
and prontosil was discontinued. 

All went well until Jan. 2, 1939, when there was 
& relapse. Prontosil album (gr. 15 thrice daily) 
was ordered on the 6th and continued until the 
20th, when the temperature fell and, except for a few 
slight rises, remained normal. The patient’s general 
condition improved slowly, but convalescence was 
protracted. (See fig. 6.) 

CasE 7.—Male, aged 47, admitted (ambulant) 
on April 1, 1939, with a history of headache and 
nausea for one week and of abdominal pain for three 
days. On admission the mental condition was dull 
and confused. He was very toxic. The tongue was 


heavily furred. A moderately profuse crop of rose 


spots was present upon the abdomen; the spleen 
was not palpable. Temperature 101°6° F., pulse- 
rate 96, respiration-rate 38. The serum agglutinated 
B. typhosus H at 1 in 480. Blood-culture was negative, 
but the urine contained the organism. Treatment 
with M. & B. 693 was begun on admission (gr. 15 
thrice daily). During the ensuing three days there 
was no change in the condition of the patient, who 
was delirious at night. It was decided to double the 
dose of the drug (gr. 15 four-hourly) and to combine 
it with Felix’s Vi-serum. Actually the serum 
(33 c.cm. concentrated) was injected intramuscularly 
twenty-four hours before the increased dose of 
M. & B. 693, which was maintained for three days 
and then reduced to the original quantity. From 
April 4—i.e., the day the serum was injected—there 
was a remarkable improvement in the patient’s 
physical and mental condition. The temperature 
fell pages and had reached normal on the 10th. 
Urine culture was negative on the 6th. The 
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Fic. 6 (case 6).—Part of temperature chart is shown, 
beginning with what was approximately the 35th day of 
disease. Unfortunately blood-culture was not repeated 
on the 5lst day. Before this the chart showed for 
24 days the typical sustained temperature of the fasti- 
gium of typhoid fever. The patient was admitted to 
hospital about the 10th or llth day of the disease. 
On or about the 60th day of the disease a relapse took 
place, which lasted 18 days and was not controlled with 
prontosil gr. 45 daily by mouth for 14 days. Blood- 


culture on the 7th day of this relapse was negative - 


and no typhoid bacilli were recovered from either 
stools or urine. 


if 
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Fie. 7 (case 7).—F.=Felix’s Vi-serum 33 c.cm. intra- 
muscularly ; W.F.=Weil-Felix H positive J] in 480 
(B. typhosus). 


organisms were never recovered from the feces. 
Except for carbuncles, due to Staphylococcus aureus, 
n both cheeks convalescence was uneventful. (See 
g. 7.) 
DISCUSSION 


It is unnecessary to recount the pathogenesis of 
enteric fever. Clinically, there are two components 
in the ssmptom-complex—namely, the blood infection 
(bacteremia with resultant toxæmia) and the local 
intestinal disease involving the lymphoid tissues 
of the small intestine. To these may be added — 
in some cases a superimposed infection, streptococcal, 
pneumococcal, or staphylococcal. The relative gravity 
of each of these components varies from case to case, 
but any one of them can cause the death of the patient, 
already exhausted by the effects of the others. 

With one exception (case 7) the cases here recorded 
arose as the result of a localised epidemic from a single 
source. Thus the infecting strain was identical. 
All the patients were adults, and all were nursed 
in separate glass chambers with strict medical asepsis ; _ 
thus the possibility of reinfection was eliminated. 
All were admitted when the disease was well 
established. The presence of rose spots in every 
instance indicated that the disease had passed the 
first week. The attacks were not mild; toxemia 
ranged from severe to very severe. All recovered. 
Of the 7 patients, 5 were constipated throughout 
the. attack; the maximal number of stools passed 
in any one day by the remaining 2 patients was four. 
Only 1 of these passed typical pea-soup stools. The 
local intestinal disease caused no anxiety in any 
instance. The only superimposed infection was 
staphylococcal ; l patient developed, in convalescence, 
facial carbuncles, from which he had also suffered 
on a previous occasion. The outstanding component 
in our cases was toxemia. Owing to our lack of 
experience in the use of sulphanilamide in enteric 
fever and to the fact that leucopenia is a normal 
finding in these infections, dosage was tentative 
and cautious. In Coxon and Forbes’s case! agranulo- 
cytosis developed. Repeated total and differential 
white-cell counts were performed to detect any 
unusual fall in the granulocytes. The lowest count 
of polymorphs recorded after four days’ treatment 
with M. & B. 693 was 49-5 per cent. The polymorph 
counts during treatment usually varied from 
55 to 60 per cent., and no difference in this respect 
was observed between the two products. Prontosil 
appeared to be better tolerated than M. & B. 693, 
the latter, as is well recognised in other conditions, , 
tending to cause nausea and vomiting which, in 
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enteric fever especially, are an obvious drawback.* 
For this reason the drug was withdrawn in case 6 
and prontosil soluble by injection was substituted. 
One patient (case 5) was sensitive to both prepara- 
tions. Sulphur in any form—e.g., eggs in milk or 
custards—was rigorously excluded from the dietary 
and from thetreatment. There is insufficient evidence 
in our series to draw any conclusions as to the relative 
therapeutic superiority of the two preparations. 

There can be little doubt that sulphanilamide can 
exercise a bacteriostatic effect on B. typhosus in the 
blood-stream. The typical relapse in case 2, with its 
commencing step-ladder rise of temperature, was 
unquestionably aborted by M. & B. 693 given on the 
second day of the rise of temperature. Not only 
was the clinical improvement striking, but also a 
blood-culture, positive on the first day of the relapse, 
was negative when repeated on the morning of the 
fifth day after administration of the drug. If it 
can be confirmed by others that the sulphanilamide 
drugs will consistently inhibit B. typhosus in the blood, 
one of the major problems in the therapy of enteric 
fever is on the way to solution. Our doses were too 
small in most cases, but even so, and although in 
some instances there was no striking effect on the 
temperature, the considerable improvement in the 
patient’s physical and mental condition was obvious 
to both medical and nursing staffs. It seems reason- 
able to suppose that massive doses for the first two 
or three days, followed during the succeeding ten 
days or so by smaller maintenance doses, would 
produce better results, especially if it were possible 
to begin treatment during the first week of the disease. 
It is not suggested that these drugs directly affect 
toxemia, but by the inhibition of bacterszemia further 
toxsemia is indirectly diminished. 

It is widely believed that blood-culture is likely 
to be successful only if it is performed in the early 
days of the disease, but in our series cultures were 
positive as late as the 44th (approximately), 28th, 
18th, and 14th days of the disease. Since rose 
spots constitute one of the manifestations of bacter- 
emia and may continue to appear in successive 
crops while pyrexia persists, it is not surprising that 
late positive blood-cultures are sometimes obtain- 
able. It is significant, as tending to support the 
evidence for the favourable influence of these drugs 
on bacteremia, that after their administration 
further crops of spots, beyond those noted on 
admission, either did not appear or were very sparse. 
There is evidence that positive urine cultures may 
become negative within a few days when these drugs 
are used (cases 4 and 7), but the data are insufficient 
to enable us to express any opinion about the fæces. 

The most striking result in our series was obtained 
in case 7 (the last) from a combination of M. & B. 693 
and a single intramuscular injection of Felix’s serum. 
The patient was an example of ambulant typhoid, 
and any experienced clinician from the condition on 
admission would have predicted for him a long and 
perilous illness. Actually he entered the stage 
of convalescence within ten days of admission, 
although, as a precaution, the drug was continued 
for a further week. One case, of course, proves 
nothing, but it has at least persuaded us that, as in 
other infections for which both chemotherapy and 
specific serotherapy are available—e.g., pneumonia 
and cerebrospinal fever—the most promising line of 
treatment of typhoid fever is likely to be a combina- 
tion of sulphanilamide and Felix’s Vi-serum. 


* The new soluble sodium salt of M. & B. 693, which is given > 


by injection, seems likely to overcome this objection (Banks, 
H. S., Lancet, April 29, 1939, p. 983). 
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ESTIMATION OF LUTEAL ACTIVITY 
AND EARLY DIAGNOSIS OF PREGNANCY 


By A. M. Ham, D.Sc., Ph.D. Edin. 
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UNIVERSITY ; 
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HOSPITAL AND LEITH HOSPITAL, EDINBURGH 


ALL attempts to recover corpus-luteum hormone 
from the urine have failed, and in studying amenor- 
rhea, irregular menstruation, sterility, and habitual 
abortion luteal function has had to be assessed 
indirectly by assaying the urine or the blood for 
gonadotrophic hormones or for œstrin. Estimation 
of gonadotrophic hormone in the urine is of little 
value for three reasons: (l) often it cannot be 
detected even in women with normal ovarian function, 
because its excretion may be confined to a single day 
in the cycle; (2) the amount passed may not be 
recognisable when diluted in a 24-hour specimen 
of urine; and (3) at the menopause, when ovarian 
function is waning or absent, considerable amounts 
of gonadotrophic hormone may nevertheless be 
excreted, In the non-pregnant woman the cestro- 
genic activity of the urine is an almost equally 
unreliable index of ovarian function, for the ovary 
is not the only source of cestrin in the body and even 
if the ovary secretes cestrin this does not mean that 
it is capable of luteal activity. 

The corpus-luteum hormone, progesterone, is 
not excreted as such but is converted in the body 
into the glucuronide of pregnanediol. In 1936 
Venning and Browne isolated from human pregnancy 
urine sodium pregnanediol glucuronidate, and they 
have since shown that this substance affords a direct 
indication of the functional activity of the corpus 
luteum in the menstrual cycle and in pregnancy. 
The absence of pregnanediol from the urine during the 
first half of the menstrual cycle (the follicular or 
proliferative phase), its presence during the later 
(luteal) phase and in pregnancy, and its recovery 
after administration of progesterone to ovariectomised 
women, clearly demonstrate its significance. 

This report describes observations on corpus- 
luteum activity (assessed according to excretion of 
pregnanediol) in a patient under the care of one of 
us (E. M. R.). Venning’s improved method (1937 
and 1938) for extraction of the glucuronidate 
has been used, and the excretion product has been 
converted into pregnanediol by the approved formula. 


TABLE I—EXCRETION OF PREGNANEDIOL IN MENSTRUAL 


CYCLE 
Stage of cycle eta 
10th day .. ae ae ae bs 0-05 
12th and 13th days es is s 2 
16th and 17th , a Sa ès 8 
, 18thand19th » T =s Sé 6 
20th and 21st »„ ae os PEN 14 
23rd and 24th » sa ts ss 14 


The patient was under investigation for habitual 
abortion and was first examined for the excretion of 
pregnanediol in the menstrual cycle. Her average 
cycle lasted 25 days. A single test estimation was 
made of the combined output of pregnanediol on the 
23rd and 24th days of the first cycle studied ; this 
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showed an excretion at the rate of 6 mg. a day. 
From the 10th day of the next cycle the urine was 


tested at short intervals, with the results shown in 


table I and the chart. 

Venning and Browne (1937a, 1937b), from the 
output of pregnanediol in about twenty healthy 
women, estimated that over a period of 11-16 days, 
which comprised the luteal phase of the menstrual 
cycle, the total excretion varied from 3 to 55 mg. 


ASCHHEIM-ZONDEK TEST 


N 

O 
INDEFINITE 
"NEGATIVE 
<— POSITIVE 


© 


EXCRETION OF PREGNANEDIOL ( mg. DAILY) 
ol 


3 
> 
S 
5 
A 
= 


18) 20 30 40 
DAYS FROM BEGINNING OF MENSTRUAL PERIOD 


Daily excretion of pregnanediol. 


(1937a) or from 3 to 60 mg. (1937b). The high 
daily excretion in our patient on the 20-24th days 
of the second cycle investigated caused us to suspect 
pregnancy, and accordingly an estimate of the output 
for the 15 days was prepared (table IT). 


TABLE JIJ—ESTIMATION OF TOTAL EXCRETION OF 
PREGNANEDIOL IN MENSTRUAL CYCLE 

Pregnanediol 

(mg. daily) 

e» Too little powder to 
test melting-point 


Stage of cycle 
10th day .. oe oe 


12th and 13th days aie eis 4 
14th and 15th , s ee 12 (estimated) 
16th and 17th , bs - 16 
18th and 19th „ 12 
20th and 21st , ix -. 28 
22nd day is -- 14 (estimated) 
23rd and 24th , es 2 28 


ned 


Total - 114 


The margin between 60 mg. (Venning and Browne’s 
maximum) and 114 mg. seemed great enough to 
justify a tentative diagnosis of pregnancy. On 
what corresponded to the 28th day of the cycle 
(see chart) an Aschheim-Zondek test gave an 
“ indefinite negative ° result—i.e., uterine enlarge- 
ment developed in two of the five mice used in the 
test.* Five days later—i.e., on the 33rd day and 
therefore approximately eight days after the missed 
menstrual period—a second Aschheim-Zondek test 
gave a clear positive finding that pregnancy existed. 
It was thus possible, by measuring the excretion of 
pregnanediol, to diagnose a pregnancy one day 
before a menstrual period had been missed and 
nine days before an Aschheim-Zondek test gave a 
positive result. 
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+ In the pregnancy-diagnosis laboratory such a finding is 
accepted as suggesting an early pregnancy. 


BILATERAL EXTRA-UTERINE PREGNANCY 
By E. M. SEWELL, M.B. Edin. 


MAJOR, I.M.S.; SUPERINTENDENT OF THE GOVERNMENT 
HEADQUARTERS HOSPITAL, BELLARY, SOUTH INDIA 


BILATERAL extra-uterine pregnancy is sufficiently 
unusual, and advanced extra-uterine gestation 
sufficiently rare, to merit the report of such a case. 
Instances of both conditions have been recently 
reported, the former by McIlrath (1937), the latter 
by Patrick (1937), but I can find no mention of these 
conditions arising in one and the same patient in the 
limited literature at my disposal. 


CASE-RECORD 


An Indian woman aged 24 was admitted to the 
Government Headquarters Hospital, Bellary, on 
April 7, 1938. She complained of dull and constant 
pain in the lower abdomen for the previous week, 
accompanied by vaginal bleeding. As the woman 
was of low caste and unintelligent it was difficult 
to rely on her statements. Her periods had always 
been irregular. Some 10 months before admission 
she had experienced pain in the lower abdomen 
accompanied by vaginal hemorrhage which lasted 
about 15 days. Shortly after this she had noticed 
a swelling in the lower abdomen about the size of 
a mango and this had slowly enlarged. She had had 
intercourse with her husband 3 months before 
admission. 

The patient was anæmic and emaciated. Tempera- 
ture normal, pulse 104, respirations 26. Chest and 
heart were normal. The abdomen only moved 
slightly with respiration. The abdominal wall was 
thin and conveyed a generalised resistance to palpa- 
tion, but at no point was there any rigidity. There 
was widespread tenderness most marked in the 
left iliac fossa and to a less extent above the 
symphysis pubis. A large tumour was palpable 
in the right half of the abdomen, extending upwards 
under the right costal margin and slightly across the 
middle line. The upper part of the tumour was 
smooth, tense, regularly ovoid and slightly movable ; 
below its outline and mobility were lost in a vague 
indefinable mass which seemed to fill the whole 
pelvis from side to side. On vaginal examination the 
vulva was normal and the vaginal mucosa pale. 
The cervix was small, firm, and retracted up behind 
the symphysis, where it did not appear to be connected 
with either tumour mass. No uterus could be defined. 
The right and posterior fornices were obliterated by a 
firm, smooth, and fixed tumour. The left fornix 
was occupied by a mass which offered less resistance, 
but which conveyed a sensation of bogginess to the 
examining fingers. Palpation in this area caused 
pain, A radiogram showed a foetus of approximately 
30 weeks’ gestation lying in the right half of tħe 
abdomen above the pelvic brim. 


Operation.—On April 10 I opened the abdomen 
through a lower mid-line incision under spinal anæs- 
thesia. The peritoneum was bluish-black and 
rendered 0°25-0°5 in, thick by partly organised and 
adherent blood-clot throughout the extent of the 
incision. The whole of the right abdomen was taken 
up by a smooth and tense tumour extending up under 
the right costal margin and past the middle line to 
the left. The remainder of the cavity was occupied 
by firm blood-clot extending upwards under the left 
costal margin and obscuring all other organs from 
view. In the course of removing this clot free bleed- 
ing was encountered welling up from the left iliac 
fossa. On clearing away further clot a 24-months 
foetus came into view, followed by the gestation sac, 
the bleeding being traced to the left tube. The 
uterus, small and pale but otherwise normal, next 
came into view high up behind the symphysis. The 
left tube was clamped and ligated, the left ovary, 
which was normal, being conserved. In dealing 
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with the larger tumour considerable difficulty was 
experienced in freeing the sides and under-surface 
from partially organised clot and adhesions to the 
pelvic wall. and colon. 
second foetus, the breech sitting snugly in the right 
iliac fossa. No trace of the right ovary could be 
found, which suggested that we were dealing with 
an ovarian gestation on this side. The tumour 
together with the right tube were removed en bloc. 
Further clot from the pouch of Douglas and upper 
abdomen was removed and the abdomen closed. 
The gestation sac contained a large dead foetus, cord 
and placenta, approximately at the 30th to 32nd week 
of gestation. For the first 4 days the patient’s 
temperature ranged from 99° to 101°8° F., with a pulse- 
rate of 92-110. The temperature then remained 
normal until the eleventh day when it rose to 104° F. ; 
it fell to normal again by the fifteenth day and the 
patient then had an uninterrupted convalescence, 
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being discharged on May 25. It is probable that the 
death of the larger fœtus was due to the amount of 
blood that the mother had lost. 


SUMMARY 


A case is reported of bilateral extra-uterine 
pregnancy, that on the right side being of ovarian 
origin and reaching approximately the 30th or 32nd 
week of gestation ; that on the left being tubal and 
of some 10 weeks’ duration. 

I wish to express my thanks to Lieut.-Colonel O. M. 
Plumptre, I.M.S., Superintendent of the Government 
Hospital for Women and Children, Madras, for 
including the specimens in the hospital museum, 
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Epidemiology in Country Practice 


By WurumĮm Norman PickuiEsS, M.D. Lond., 
medical officer of health for Aysgarth rural district. 
ee John Wright and Sons. 1939. Pp. 110. 
T8. 6d. 


Frew doctors working in sparsely populated areas 
realise the immense value to science of what they 
encounter in their daily rounds, fewer think it worth 
while to record it accurately, and still fewer have 
either the time, the skill, or the energy to publish 
their observations. Practitioners are somewhat 
frightened by the word “‘ epidemiology,” which in their 
minds is too often connected with mathematical 
calculations which they do not profess to under- 
stand and with vast numbers of cases which their 
practices can never furnish; so they think their 
small contributions are of little value. Prof. Green- 
wood’s preface to this book should convince them 
of their error, and the records of Dr. Pickles himself 
will show what science asks from them and the 
form in which their observations are most valuable. 
The note on a case of herpes zoster illustrates this 
well. Dr. Pickles may not see a dozen cases of 
zoster in all his years of practice; yet Dr. Pickles’s 
single record is worth more to epidemiology than the 
thousands of cases which have been casually noted 
in London in the past ten years. The chapters on 
epidemic jaundice and epidemic myalgia are of 
particular value, but the whole book should be read 
by every country doctor. 


1. Laboratory Manual of Physiological 
Chemistry | 
(4th ed.) By MEYER BODANSKy, professor of 


pathological chemistry, University of Texas; and 
MARION Fay, professor of physiological chemistry, 
Women’s Medical College of Pennsylvania. London : 
Chapman and Hall. 1938. Pp. 295. 10s. 


2. Practical Physiological Chemistry 
For Medical Students. (2nd ed.) By G. M. 
WISHART, D. P. CUTHBERTSON, and J. W. 
CHAMBERS. Glasgow: John Smith and Sons. 
1938. Pp. 128. 4s. 


1. THIS is the new edition (the last appeared in 1935) 
of an excellent book of quite conventional content, 
written in the interrogatory style which presumably 
makes the student think for himself. It is suitable 
for the use of medical students doing their practical 
work. Besides laboratory exercises it describes 
a few simple biochemical preparations, and a fairly 


| Treatise 


extensive system of urine and blood analysis, 
Among the new methods is the Langley and Evans 
creatinine estimation. The printing is on one side 
of the paper only. 


2. Each of the chapters of this little book has a 
section on theory as ‘well as directions for practical 
work, The second edition follows closely the 
lines of the first. Most of the class experiments 
described are of a simple type involving only routine 
apparatus ; one or two are more complicated. The 
details will doubtless be useful to those responsible 
for arranging and supervising a practical course for 
students. One or two points call for criticism, 
In the chapter on proteins and amino-acids there 
is no mention of the amino-acids containing sulphur 
or of tests for protein based on the presence of 
cystine in the molecule. It is said on p. 96 that 
potassium is only partially excreted in the urine, 
While this is, of course, strictly true it is a state. 
ment apt to mislead students, since the paths of itg 
excretion other than the urine are unimportant. 


_— 


on the Surgical Technique of 
Otorhinolaryngology 

By GEORGES PORTMANN, professor of otorhino- 
laryngology at the medical school of the University 


of Bordeaux. Translated by PIERRE VIOLE, M.D., 


associate clinical professor in the department of 
otorhinolaryngology of the University of Southern 
California. London: Bailliére, Tindall and Cox, 
1939. Pp. 675. 57s. 


Prof. Portmann here presents, not a textbook 
of operative surgery, but an exposition of the tech- 


nique that he personally employs in operating on 


the ear, nose and throat. Believing that teaching 
should strike the eye rather than the ear, he explains 
the various stages of each operation by full-sized 
drawings. These. are numerous and remarkably 
clear, and only- need a brief descriptive text. The 
instruments and equipment used are illustrated by 
small-scale photographs of the surgeon’s and assis- 
tant’s tray ; a larger illustration of some of the special] 
instruments would be helpful, more especially as a 
number of them are referred to by names unfamiliar 
in this country. The indications for operation are 
mentioned rather shortly in tabular form, but full 
details are given of the after-treatment and dressings, 
a most valuable feature. There is little or no 
mention of end-results or of prognosis and thig 
omission is particularly deplorable in the discussion of 
operations for malignant disease of the fauces; it 
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does not even appear from the text that surgical 
removal of a cancerous tonsil is not normally curative. 
It would be useful also to learn the results of the 


operation designed by the author for opening the 


saccus endolymphaticus in the treatment of Meniére’s 
syndrome, 


Most of the procedures discussed are classical 


operations, some of which have been modified in 
points of detail. Operations for mastoid disease and 
its complications are very fully and clearly described ; 
in the operation for petrositis Portmann prefers the 
paracarotid route of Ramadier to that of Kopetsky 
and Almour, and illustrates all the stages of the 
former method. In the treatment of stenosis of the 
nasopharynx he employs a gauze plug, followed by 
a rubber tube, to keep open the newly formed orifice, 
a method which has not generally been found efficient. 
For laryngectomy he favours a preliminary very 
low tracheotomy performed two or three weeks 
before the major operation ; the larynx is removed 
from below upwards, and a pharyngostomy opening 
is made as a routine by suturing the mucosa of the 
gap in the pharynx to the skin in order to avoid the 
sloughing which often causes pulmonary complica- 
tions. A plastic operation to close the opening into 
the pharynx is performed a few weeks later; about 
the same time the tracheal cannula is removed 
from the tracheotomy opening to the upper end of 
the trachea and the former is closed by a plastic with 
double flaps if it fails to close spontaneously. 

The book is a valuable record of the practice and 
methods of a surgeon of great experience, translated 
into English which though not idiomatic is clear 
and adequate. 


Treatment in General Practice 

Vol. III. By various authors. London: 

Lewis and Co. 1939. Pp. 402. 10s. 6d. 

THis book contains a further series of the articles 
on anesthesia and surgery that originally appeared 
in the British Medical Journal. The articles are all 
written by specialists for the benefit of general 
practitioners and it is open to question whether this 
is an entirely unmixed blessing. Thus, Dr, Helen 
Lukis in her article on the choice of anzsthetic in 
general practice seems in doubt whether the general 
practitioner, apart from gas and oxygen, is to be 
trusted with any method less primitive than the 
rag and bottle, advocating either a C,E, mixture 
followed by ether, or pure chloroform as the bleak 
alternative in the presence of a naked flame, Safe 
anesthesia is surely as important to the general 
practitioner as to the specialist, wherefore it is 
difficult to understand her penchant for chloroform. 
Many practitioner-anssthetists of experience prefer 
A,C,E; to CE, or, better still, to substitute Evipan 
as the inducing agent. Some, again, will be surprised 
at Mr. Lionel Colledge’s preference for ethyl chloride 
and ether as the anzsthetic of choice in the guillotine- 
enucleation of tonsils, for this method is often thought 
to be more conducive to hemorrhage than A,C,E, 
used alone. Dr. J. Blomfield’s suggestion that 
improvement after laparotomy for tuberculous peri- 
tonitis may be due to the anesthetic inhaled rather 
than to the operation itself warrants further in- 
vestigation. Mr. Norman Lake’s note on the 
care of instruments for minor surgery is useful and 
practical, while Prof. L. P. Garrod and Mr. Geoffrey 
L. Keynes intelligently debunk certain widely held but 
erroneous notions about the virtues of this or that 
antiseptic. In Mr. McNeill Love’s note on abrasions 
no brief is held for the simple and often very effective 
method of treatment by cleaning the abraded area, 
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applying a mild—and preferably painless—antiseptic, 
and leaving it exposed to the air so that a hard scab 
can quickly form. The volume includes articles on 
certain minor disorders of the eye, ear and nose and 
Mr. Hamilton Bailey’s article on saline transfusion 
is so good that he may be forgiven for misquoting 
his Coleridge. 


Les rhumatismes, maladies sociales 


By R.-J. WHISSENBACH, garner to the Hôpital 
Saint Louis, Paris, and technical adviser to the 
Ministère de la Santé Publique; and FRANÇOIS 
FRANGON, physician to the Hospice Thermal Reine 
Hortense, Aix-les-Bains. Paris: G. Doin et Cie. 
1939. Pp. 206. Frs.55. 

Tis important work is an exhaustive study of the 
social problems presented by the rheumatic diseases 
which account for a large part of industrial invalidity, 
The subject is approached with the critical under- 
standing to be expected from authorities of such 
high international repute. The book may justly be 
regarded as the offspriég of the ‘Ligue Inter- 
nationale contre le Rhumatisme,” which was founded 
ten years ago, and under the energetic direction of 
Dr. J. van Breemen has already done much to 
promote the study of the subject. Every aspect is 
here discussed and special attention is given to such 
preventive measures as can be devised by studying 
the influence of climate, housing, occupation, and 
general hygiene on rheumatism, Half the volume is 
devoted to acute rheumatism (maladie de Bouillaud). 
Information has been obtained from many countries. 
Full credit is given to the work of British doctors, 
which is too often ignored abroad. The publications 
of the Ministry of Health are freely quoted and the 
contribution of the special hospitals in this country 
to the aftercare of rheumatic children is described. 
The second half of the book is devoted to the various 
forms of chronic rheumatism, articular and non- 
articular, and here again the authors show a know- 
ledge of the publications on the subject in all countries,’ 
having obviously taken much pains to sift their 
material. Ætiology and prophylaxis are discussed in 
great detail, and the various aspects of treatmen 
receive careful attention. Statistical and other 
records from the British Red Cross clinic in London 
and from institutions of similar character in France, 
Scandinavia, Russia, the United States, and other 
countries are compared, and the conclusion is reached 
that treatment by physical methods and spa treat- 
ment in general is of great value in the chronic 
forms of the disease. A special appendix deals with 
the subject from the point of view of insurance 
societies and shows how grave is the industrial 
problem it presents. The book will appeal to prac- 
titioners interested in rheumatism and to school 
medical officers, factory surgeons, and others concerned 
with state medicine. 


Yearbook of Obstetrics and Gynecology 

By JoserPH B. DE LEE, A.M., M.D., professor of 

obstetrics, University of Chicago medical school ; 

and J. P. GREENHILL, B.S., M.D., F.A.C.S., pro- 
fessor of obstetrics and gynecology, Loyola Univer- 
sity medical school. Chicago: The Year Book 

Publishers; London: H. K. Lewis and Co. 1938. 

Pp. 672. 10s. 6d. 

THIS synopsis of the more important publications 
that have appeared within the year under review is 
as good as its predecessors and will doubtless receive 
as enthusiastic a welcome, According to custom, the 
editors insert criticisms or opinions where they think 
these are called for, and it is noteworthy that they 
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always commend the preservation of the normal and 
condemn, at times with vigour, advice against con- 
servative measures. The subject matter is arranged 
in sections, and there are separate indices for subjects 
and authors, Once again we congratulate the editors 
of this yearbook on providing such an admirable 
collection of material for the convenience of those 
who practise obstetrics and gynecology. 


Physiology of Anesthesia 
By Henry K. BEECHER, A.B., A.M., M.D., 
instructor in anesthesia, Harvard Medical School ;: 
anesthetist-in-chief, Massachusetts General Hos- 
pital. London: Humphrey Milford, Oxford Uni- 
versity Press. 1938. Pp. 388. 17s. 6d. 


THE aneesthetist’s duty involves the disturbance of 
normal mechanisms, In proportion as he deprives 
his patient of the power of coédrdination he must 
assume responsibility for the control of bodily func- 
tion and by his skilful manipulations must strive to 
ensure that constancy of ifternal environment which 
. 'the patient’s reactions are no longer competent to 
maintain. Much of his craft is still empirical, and 
he would certainly get help from an exposition of the 
alterations in physiological processes during anes- 
thesia. This book contains a wealth of information 
on what could be more correctly termed the pharmaco- 
logy of anesthetics. The reader who wants to know 
what happens to the blood-pressure under ether or 
the blood-sugar under nitrous oxide will find his 
questions fully answered. He will also find clinical 
accounts of the stages of anesthesia under different 
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drugs, and descriptions of the various theories on the 
action of anesthetic. agents which will mean little to 
him unless he has a sound knowledge of physical 
chemistry. What he will not find here, unfortunately, 
are pictures of the general physiological disturbances 
in patients at various stages of anesthesia: con- 
sequently no light is thrown on his responsibilities for 
combating such disturbances. In this sense the 
book fails to justify its title though it tells the 
anesthetist much that he needs to know. 


Anatomia del Neonato 


By FRancesco'§ BELLELLI, 

‘* Mussolini ” Sezione Editoriale. 

L.30. 

Prof. Bellelli’s treatise on the anatomy of the new- 
born is designed as a companion and supplement to 
manuals of human adult anatomy, for the use of 
those familiar with the latter subject. The plan of 
the work is to describe not each organ and tissue in 
detail but the characteristics which are different in 
the infantile and the adult stages of development. 
Each system of the body is dealt with in turn. Much 
information that has been collected with diligence 
from diverse sources is set out here in compact form, 
and some is the outcome of the author’s own 
research, The value of many of the illustrations is 
reduced by the low standard of reproduction. There 
is no index; and the bibliography would be more 
useful if the references were arranged alphabetically 
rather than in the order of their appearance in the 
text. i 


Naples: G.U.F. 
1938. Pp. 229. 
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VAGINAL HOT-WATER APPLICATOR 


THE successful conservative treatment of pelvic 
inflammation depends in the majority of cases on the 
efficient use of the hot douche. For those who can 
afford it, or where the apparatus is available, short- 
wave diathermy, or the Elliott apparatus, is of 
course more satisfactory, but in the main the only 
method of applying heat to the pelvic organ is still 
the hot douche, This has many disadvantages. The 
object is to obtain a high intrapelvic temperature over 
a considerable length of time, and this means a large 
quantity of douche given in such a manner as 
gradually to increase the temperature and to distend 
the vaginal vault so that the heat may be in the 
closest contact with the inflamed organs. In practice 
it is found that there are few nurses who, without 
special instruction, give such a long hot douche 
efficiently, and the temperature of the fluid when it 
reaches the vagina is often only a few degrees above 
blood-heat. 

The apparatus here shown was evolved to obviate 
some of the difficulties. It consists of a hollow 
vulcanite stem with an obturator at one end to 
occlude the vaginal entrance. An ordinary rubber 
finger-stall is placed on the stem and held in position 
by a stout rubber band. The external end of the 
stem is connected to a Higginson’s syringe by a short 
rubber tube. The stem is lubricated and inserted into 
the vagina, the obturator being pressed fairly firmly 
against the introitus. Water at 105° F. from a 
container is pumped in, thus distending the finger- 
stall within the vagina, the amount being gauged by 
the sensations of the patient, but usually three or 
four squeezes of the Higginson are enough. This is 
retained for three minutes—by which time the 


temperature of the injection has fallen to blood-heat 
—and then emptied through the side tap into a 
receiver. This procedure is repeated twice, and then 
enough hot water is added to the container to raise 
the temperature by 5° F. Two more injections are 


then given, and the temperature again raised by 5° F., 
In this manner the temperature can be raised to 125° 
or 130° F., and kept at that level for as long as may 
be desired, 

The advantages of this method are: (1) the small 
total quantity of water needed; (2) no bedpan is 
necessary, and the patient can be treated in comfort, 
either on the back or in the left lateral position: 
(3) the distended finger-stall is soft and elastic, and 
fills the vaginal vault as no douche can do; (4) the 
temperature can be easily and correctly regulated ; 
(5) all the apparatus is convenient to the hand, the 
vaginal part being self-retaining; (6) the patient 
can easily be taught to treat herself efficiently, 

The instrument has been made for me by Allen 
and Hanburys Ltd., 48, Wigmore Street, London, W.1. 


KEITH Dorr, F.R.C.S., M.R.C.0.G, 
Gyneecologist to the King George Hospital, Ilford. 
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EPILEPSY AND DRIVING LICENCES 


ENGLISH law is somewhat tolerant in its attitude 
towards the motor-driver with a history of epilepsy. 
The applicant for a driver’s licence has merely to 
declare that he does not suffer from epilepsy 
or from sudden attacks of giddiness or fainting, or 
from any defects of movement or control of 
muscular power, or from any disease or disability, 
mental or physical, that may cause him to be a 
danger. A person who has at one time had 
major epilepsy and been cured, or who is still 
under treatment with regular doses of sedatives 
that have kept him free from fits for some time, 
may truthfully declare that he does not suffer 
from epilepsy. His harmlessness as a driver may 
nevertheless be very doubtful. 

Sir ARTUR HALL, who contributed to our issue 
of May 20 a remarkable study of the latter half 
of the life of an epileptic, observed that in the 
case he described a major fit followed fifteen years’ 
control by treatment. In such a person neglect 


to take the controlling drug, or indulgence in even 


a small quantity of alcohol, is likely to produce a 
major convulsion, and even the cleverest physician 
cannot say with absolute certainty that a given 
epileptic will never have another fit. Dr. 
Monrap-Kronn, the Norwegian expert, leans 1 
towards the refusal of a licence to every epileptic, 
but admits that there would be hard cases—e.g., 
that of the person who has had only one‘or two 
fits, or who has fits only at night, or who has been 
free for two or three years. As he points out, 
however, a danger of leniency is that many epileptics 
have no recollection of their fits and may believe 
that they have been free when actually they have 
not. A truthful history may depend on the 
candour of the patient’s relatives, and these are 
not always inclined to be candid. Moreover 
freedom for two or three years does not guarantee 
perpetual freedom ; it is only a hopeful indication 
that, if a strict regime of life is followed, no more 
fits will occur. Monrap-KRogn also recognises a 
risk that an epileptic patient may regard a driving 
licence as an official recognition of his cure, and 
may abandon drugs and take to alcohol again. 
The departmental committee of which he was a 
member proposed to the Norwegian government 
that no epileptic should be allowed to be a profes- 
sional driver, and that driving licences should be 
issued to epileptics only on certain stringent con- 
ditions : these include freedom for at least three 
years ; a promise to continue taking the prescribed 
drugs and to abstain from alcohol; a recom- 
mendation given by a neurologist after physical 


1. Monrad-Krohn, G, H., Epilepsia, April, 1939, p. 192. 
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examination ; and regular medical control by an 
approved physician. This committee proposed that 
epileptic cyclists should come under the same 
restriction. For all these regulations a good case 
can be made out. An immediate’ obstacle to 
similar legislation in this country, however, is the 
absence of statistical evidence that a considerable 
number of accidents have in fact been caused by 
drivers being seized with an epileptic attack at the 
wheel. At least one serious disaster of this kind 
can readily be called to mind, but without com- 
prehensive evidence Parliament would not be 
likely to consent to further measures. 

MonraD-KROHN recognises that doctors are 
liable to find themselves in a dilemma when they 
discover in the course of a professional relationship 
that a patient is an epileptic and has obtained a 
driving licence under false pretences. In these 
circumstances, he thinks, they should be required 
by law to report the offence to the police. While 
the doctor cannot be expected, and should not 
consent, to -act as detective, he may well feel 
himself obliged to give his patient the choice of 
surrendering his licence and giving up driving, or 
being reported to the police. There are a few 
situations in which duty to the community 
overrides duty to the patient, and this is probably 
one of them. 


THE ORIGIN OF FIBROIDS 


On another page Prof. LipscHttz and Dr.. 
Varaas, of Santiago in Chili, summarise the results. 
of experiments that give new and valuable informa- 
tion about the etiology of fibromyoma of the 
uterus. It will be seen that in guineapigs they 
have been able to produce uterine and extra- 
uterine fibromyomas by the application of 
estrogens, both natural and synthetic. The 
resulting tumours do not possess the property of 
autonomous growth characteristic of true neo- 
plasms ; they require the presence of the growth-. 
exciting oestrogen not only for their appearance. 
but also for their continued existence, and they 
regress when the application of this hormone is. 
stopped. In this respect they differ fundamentally 
from true neoplasms, whether benign or malignant, 
in which growth becomes independent of the- 
chemical agent that excites it. These experimental 
fibromyomata are therefore not true neoplasms, 
but rather hyperplasias so circumscribed and 
localised that the hyperplastic tissue appears as a. 
tumour. Hence LipscHUtTz and Varaas use the 
term “ tumorigenesis ” instead of “ carcinogenesis ” 
to describe this phenomenon. Their experiments. 
demonstrate in a striking manner that the con-. 
dition of neoplasia, and especially malignant. 
neoplasia, implies something more than mere 
growth; it means that the growth is autonomous. 

The fibromyomata induced in guineapigs are 
clearly the result of an endocrine imbalance, in 
which œstrogenic hormone is present in excess.. 
This raises again the question whether the uterine 
fibroids found in women may not be due to an 
endocrine disturbance leading to a similar imbalance 
—a suggestion already supported by the fact that. 
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such tumours rarely appear before puberty or after 
the menopause and ordinarily become stationary 
of regress after the menopause or after odphorec- 
tomy. It cannot yet be taken for granted that 
this hypothesis is correct; but if its truth is 
assumed the rational treatment, especially in the 
early stages of the disease, would be to restore 
the normal endocrine balance by administration of 
hormones that act as physiological antagonists to 
the cestrogens—for example, progesterone or the 
thyrotropic hormone of the anterior pituitary. 

The new experiments also make one think again 
about the possible dangers of using cstrogens 
therapeutically. Although these preparations have 
now been employed in practice for several years 
no case has as yet been reported, so far as we 
know, in which their administration has been 
followed by the appearance of uterine fibroids. 
Nor has this happening been noted in any of the 
numerous experiments in which cestrogens have 
been applied over long periods to other species of 
animals such as the mouse and the rat. Possibly 
therefore the uterus of the guineapig is particularly 
sensitive to the action of ostrogens. It is well 
established that the tissues and organs of different 
species of animals react very differently to the 
same chemical tumorigenic or carcinogenic agent. 
The fact that cestrogens are carcinogenic for the 
mamma of the mouse but much less carcinogenic 
for the mamma of the rat has been discussed 
recently in these columns.1 Similarly dibenz- 
anthracene and tar are strongly carcinogenic for 
the skin of the mouse and of the rabbit, but hardly 
at all carcinogenic for the skin of the two closely 
related species, the rat and the guineapig. Never- 
theless, in view of Lipscotitz and Varaas’s experi- 
ments it will now be necessary to bear in mind 
the possible development of these tumours in 
women treated with cestrogens over long periods 
and to stop the treatment if they appear. If 
estrogens are the cause the tumours may then be 
expected to regress. 


RADIOGRAPHY FOR ALL 


On March 18 we drew attention to experiments 
in mass radiography in Germany, where all military 
recruits and in certain districts whole populations 
are having X-ray examinations of their chests. 
The time and expense involved in chest radio- 
graphy have hitherto been an insuperable obstacle 
to large-scale examinations, but both these diffi- 
culties have been overcome by using a fluoroscopic 
screen and taking miniature photographs of the 
screen image. The idea is neither new nor German, 
and indeed was considered in this country and 
America within a few months of RONTGEN’s 
discovery. The fundamental principles are simple 
and are described in our present issue by Dr. 
DORMER and Mr. CoLLENDER, who have devised 
apparatus that they find satisfactory. A more 
comprehensive survey has lately been made by 
JANKER,? who is largely responsible for the remark- 


1. Lancet, March 11, 1939, p. 581. 
2. Janker, R., Leuchtschirmphotographie Réntgenreihenunter- 
suchung. Leipzig: Johann Barth. 1938. Pp. 57. R.M.9.60. 
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able progress made in Germany, and the methods 
employed by these workers differ only in trivial 
details. 

The essentials are a camera with a wide-aperture 
lens, a bright fine-grain fluoroscopic screen, and a 
fast fine-grain film. The fluoroscopic screen can. be 
energised by any reasonably modern radiographic 
equipment. DORMER and COLLENDER use a single 
rotating anode tube, and as there is clearly a limit 
to the number of exposures in rapid succession 
that can be made by one X-ray tube without 
overheating, they recommend the immersion of 
the tube in circulating oil. JANKER gets over this 
difficulty by mounting two tubes on the same 
pillar ; as soon as one gets hot it is swung out of 
the way and the second comes into action. This 
method is simpler, and in the long run probably 
cheaper. 

There is no longer any doubt as to the relative 
value in routine medical examination of chest 
radiography and a quick examination with the 
stethoscope, and the rapidity and cheapness of 
the new radiographic technique make it ideal for 
the examination of large groups of school-children 
and factory and office workers. Miniature radio- 
grams are more reliable than routine screen- 
examinations, which leave no record and rely too 
much on the personal factor. They are also more 
accurate than full-size paper radiograms, for less 
detail is lost by reduction than by the coarse 
grain of paper. The method clearly has great 
in the ascertainment, of tubercu- 
losis, and from this point of view alone there 
seems every reason for adopting it as a routine in 
the examination of recruits for the militia. The 
medical boards, which began work in many dis- 
tricts on June 8, will have authority to obtain a 
specialist opinion in any case where there is a 
suspicion of tuberculosis, and a radiogram of each 
recruit would much simplify the task of deciding 
on when this should be done. Routine radiography 
cannot now be applied to the first batch of recruits 
but the necessary apparatus and personnel could 
soon be made available. Perhaps before long a 


miniature radiogram will be part of every recruit’s 


health dossier ; its value, both in the diagnosis or 
elimination of present abnormalities and the 
elucidation of future developments, would be 
great. 


PRIMARY PERITONITIS IN CHILDREN 


Primary peritonitis, whether streptococcal or 
pneumococcal, has always presented great diffi- 
culties both in diagnosis and treatment. The 
streptococcal form, which Banks?! has lately 
described as “a rare and very fatal condition,” 
tends to affect quite young children, and the 
patient may be moribund within twenty-four hours 
of the onset. The source of infection has been 
much debated, but the peritonitis is probably 
most often the result of septicemia. In newbom 
babies the umbilicus suggests itself as a likely 
portal of entry for organisms, and in a recent out- 
break in a maternity hospital described by Craw- 
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FORD and STENT,” in which 4 infants were taken 
ill and all died, this was assumed to be the mode 
of infection. The streptococcus responsible was of 
type 28, and the same strain was found in the 
throat and nose of a nurse who had begun duty in 
the maternity ward two days before the first child 
died. A preceding infection of the upper respiratory 
tract has been a feature of some of the cases on 
record, while in a series described by NEWELL? 
of Tennessee 8 fatal cases were associated with 
erysipelas. 

The reported greater incidence of pneumococcal 
peritonitis in little girls than in little boys led 
McCartnEy and Fraser‘ to suggest that the 
infection enters through the genital tract. This 
view is supported by WrrAms® and by the 
earlier work of CANDOLIN,® but in 36 cases treated 
during the last twenty-five years in Harriet 
Lane 
Hospital NEWELL found a slight preponderance of 
males. His series contains an important group, 
consisting of 11 males and 5 females, in which 


-nephrosis is said to have been the predisposing 


cause. In such cases pneumococcal peritonitis 
seems to be a recurring illness and the children 
may eventually die either from the nephrosis or 
from the peritonitis. The immediate mortality 
from the peritonitis is very high—NEWELL gives 


it as nearly 70 per cent. compared with 50 per 


cent. in the cases not associated with nephrosis. 
He found, however, that on the whole pneumococcal 
peritonitis was not as deadly as streptococcal peri- 
tonitis, for of 25 streptococcal cases in the same 
twenty-five-year period 23 died, whereas of the 
36 pneumococcal cases 22 died. Streptococcal 
peritonitis arose at a considerably earlier age, 
18 of the 25 cases being in the first six months of 
life, whereas the pneumococcal group was evenly 
distributed between the first and tenth years. 
Abdominal pain seems to have been much more 
severe in the pneumococcal infections. Other 
important symptoms were loss of appetite with 
nausea and persistent vomiting ; fever and diarrhea 
were also common. In the babies with strepto- 
coccal infection the principal symptoms, in order 
of frequency, were vomiting, diarrhoea and abdo- 
minal pain, the clinical picture being that of an 
acutely ill child, often moribund, with a distended 
abdomen. Local tenderness and muscle-guarding 
and rigidity are often surprisingly slight in primary 
peritonitis. 

As to whether anything is gained by abdominal 
section in cases of primary peritonitis, NEWELL 
thinks that early laparotomy with drainage is of 
definite value in selected cases if the organism is 
a pneumococcus but useless if it is a streptococcus. 
He of course recommends late drainage of localised 
collections of pus in the peritoneum, if the child 
survives to localise the infection ; and laparotomy 
is often done perforce to establish the diagnosis, 
for it may well be unsafe to discard completely 


2. ety ha G. J., and Stent, L., J. Obstet. Gynec. April, 1939, 


: Nowell, E. T., lad Obstet. Gynec. April, 1939, 760. 
. McCartne y J.E and Fraser, J., Brit. J. S Surg, T922. 9, 479. 
` Williams, S., Med. TANS. April 1, 1939, p. 506. 
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the possibility of an abdominal focus such as 
appendicitis as a cause for the peritonitis. Thus 
surgery cannot offer very much, and it is fortunate 
that alternative medical methods are now available. 
NEWELL has obtained a cure in 2 cases of pneumo- 
coccal peritonitis by giving massive doses of anti- . 
pneumococcal rabbit serum, while both NEWELL 
and Banks report single successes with chemo- 
therapy in extremely ill children suffering from 
streptococcal peritonitis. In Banks’s case the best 
result followed injections of the soluble sodium 
salt of M. & B. 693; sulphanilamide had been 
previously tried and was badly tolerated. NEWELL’s 
child received two intraperitoneal injections of 
sulphanilamide (30 c.cm. of a 1 per cent. solution) 
on consecutive days and subcutaneous injections . 
of a l per cent. solution twice daily for five con- 
secutive days, the average subcutaneous dose being 
0-4 g. So far as youthfulness goes, this child, 
who was only two months old, is said to hold the 
American record for recovery from a primary 
streptococcal peritonitis. 


THE CONSUMPTION OF SUGAR 


IN its report on the physiological bases of nutrition 
the Technical Commission of the Health Committee 
of the League of Nations ‘‘ regarded with concern | 
the increasing habit in certain countries of large ` 
sugar consumption.” The indiscriminate use oi 
such a source of energy without other nutritive value 
tended, in its view, to lessen the amount of 
‘“ protective ’’ foods in the diet. The scale of the 
change as regards sugar, whether for good or ill, 
has certainly been enormous in many countries of 
Western civilisation. Until the eighteenth century 
cane sugar was a costly luxury in Europe, and in 
1700 only 10,000 tons were used in Great Britain. 
With the increasing consumption of tea and coffee 
imports then increased dramatically, the figure for 
Great Britain being 150,000 tons in 1800 and nearly 
1,100,000 tons in 1885, According to statistics 
compiled from official sources by Prof. Ichok? of 
Paris, the consumption of sugar in France has 
increased nearly tenfold in the space of a century. 
A hundred years ago the average was only 2-3 kg. 
per person per annum ; today it is 22-23 kg. On the 
English scale the average was about 14-2} oz. per 
head per week in the decade 1830-40; in the third 
quarter of the nineteenth century it had become 
4-5 oz.; at the turn of the century it had further 
risen to 9-10 oz.; and in the last few years it has 
reached nearly 1 lb. per person per week, at which 
level it has remained fairly stable. Ichok clearly 
does not regard this amount as excessive and would, 
indeed, like to see it increased. It is still consider- 
ably below the figures given for the United Kingdom 
in the first report of the Ministry of Health’s Advisory 
Committee on Nutrition—namely, 14 lb. per head 
per week in the five years immediately before the late 
war, rising to 13 lb. in 1934-35. 


1. Ichok, G., Paris Méd. May 20, 1939, p. 1. 


POSTGRADUATE COURSES IN GERMANY.— Inter- 
national postgraduate courses in the various specialties 
will be held in Berlin, Vienna, Hamburg, Cologne, 
Munich, and other medical centres during the summer. 
Further particulars may be had from the bureau of the 
Berliner Akademie für ärztliche Fortbildung, Robert 
Koch Platz 7, Berlin, N.W.7. 
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ANNOTATIONS | 


SUCCESS AND FAILURE 


During last year 746 medical families were helped 
by the Royal Medical Benevolent Fund. This fund, 
it will be remembered, gathers money inside the 
medical profession for the relief of its distressed 
members, and their wives, widows and children. 
During the year there were 127 new applications for 
such help, and it is hardly likely that this covers the 
whole of the need, for pride often forbids the necessary 
approach through a subscriber and some may dread 
inquiry by a case committee. Against this we must 
remember that the incidence of serious need is rela- 
tively low among members of the medical profession ; 
there were at the end of last year 61,420 names on 
the Medical Register, and a medical education is so 
satisfactory an insurance that the proportion who 
are in financial distress when their professional 
activity is over is put at only 1-2 per cent. In a 
sense therefore the report issued by the fund to its 
subscribers is a record of success rather than of 
failure, and it contains 183 closely printed pages of 
the names of medical men and women who have 
found themselves able to contribute, most of them 
year by year, to the relief of their less successful 
colleagues. In these days of providence and insurance 
it should be noted that the subscriber to this fund 
gains no personal advantage whatever, for assistance 
is given without regard to previous subscriptions. 
On the other hand, it is so much more blessed to 
give than to receive that one wonders whether many 
of the fund’s supporters, if they gave further thought 
to the matter, might not wish to increase their 
blessedness. There are several thousand names on 
the list, and it should be scanned with particular 
' care by those whose names are not there—although 
the absence of a name does not mean that no contri- 
bution is made to the fund, for the alphabetical list 
only accounts for some £9000 of the total £13,000 
that comes in from medical societies, associations, 
masonic lodges and other benevolent groups. The 
secretariat is right in publishing where possible the 
names of those who give and not those who receive— 
those of us who are on the crest, not in the trough, 
of the wave. But Sir D’Arcy Power in a leaflet adds 
six examples of misfortune which are more than 
sufficient to move any but the stoniest hearts. In 
spite of the arduous life lived by many of the sub- 
scribers they mostly have a margin of time in which 
to enjoy the comforts of life. The grants made by 
the fund cannot provide comfort, but only relief and 
maintenance, Fortunately, however, happiness is 
often a by-product of kindness, 


ANAEMIA IN JUVENILE RHEUMATISM 


Hayem’s observations last century on ansmia in 
acute rheumatic fever have been overshadowed in 
recent times by observations on the sedimentation of 
the red blood-cells. Gezelius 1 writes of the significance 
of the anemia not only in itself but in conjunction 
with the sedimentation-rate. He has studied the 
blood changes in 31 cases of acute rheumatism 
between the ages of seven and fifteen in the children’s 
hospital in Gothenburg, and ‘reports that when 
anæmia was present its degree bore a direct relation 
to the alteration in the sedimentation-rate. The 
higher the sedimentation-rate the greater the anæmia. 
The anæmia disappeared when the sedimentation-rate 
fell to normal, both changes showing that healing was 


1. Gezelius, G., Acta pediatr., Stockh. 1939, 23, 361. 


in progress and nearing completion When attempts 
were made to hurry the cure of the anæmia by the 
administration of iron no improvement could be 
obtained unless the general condition was also 
improving; in other words, if anemia diminished 
after iron the sedimentation-rate was found to have 
fallen also, suggesting that it was a lessening of 
rheumatic activity, rather than the administration 
of iron, that had led to cure of the anæmia. Inoi. 
dentally this observation is held to support the view 
that the anæmia of rheumatic fever is erythronoclastic 
or hemolytic in type, which agrees with the finding 
of a high reticulocyte-count at the height of the 
ansmia and the presence of urobilin and urobilinogen, 
But the most important information provided by 
Gezelius’s study concerns the effect of intercurrent 
infections upon the sedimentation-rate. Acute infec- 
tions of the upper respiratory tract, enteritis and 
pyelitis are given as examples of disorders in which 
the sedimentation-rate was increased without any 
corresponding change in the red-cell count. More- 
over tonsillectomy may be followed by a rise in the 
sedimentation-rate which may cause alarm as possibly 
presaging a relapse of rheumatic infection ; but if it 
is not associated with an increase in the ansemia, this 
rise is not as serious as it seems. Gezelius thus gives 
reason for thinking that simultaneous estimation of 
the sedimentation-rate and the number of red cells 
is of greater value than either observation made alone, 


THE PELVIS IN PREGNANCY 


In a short paper! Dr. Carl Hartman has at last 
published his findings on the loosening of the pelvic 
ligaments in rhesus and bonnet monkeys. The data 
given are meagre, but definito. Apparently the only 
joint studied has been the symphysis pubis, and the 
only change noted has been cdema. The method of 
testing is to place the animal on its belly and gplay 
outwards the ischial tuberosities. The degree of 
movement can be measured. It seems likely that 
the sacro-iliac joints are also involved, thus mobilising 
the pelvis as a whole. In terms of the physiological 
result, which must be to facilitate parturition, this 
brings monkeys in line with some lower animals, and, 
according to authorities cited by Hartman, with man. 
In terms of the physiological process involved, how- 
ever, the change is less easy to describe, for it seems 
to differ in different animals. In the mouse and 
guineapig actual absorption of the pubic bones takes 
place at a rapid rate, connective tissue (which in the 
mouse may be a ligament 3 mm. in length) taking the 
place of the joint. Hartman states that the relaxa- 
tion in monkeys persists after death of the foetus, and 
this is consistent with the uninterrupted absorption 
Newton and Lits? found in mice after the fetuses 
had been removed. The simulation of continued 
pregnancy may be attributed to the surviving 
placenta, Hartman also says that relaxation oceur 
as usual after odphorectomy, but Newton and Lits 
found that this operation in mice arrested pubic 
absorption and that abortion was very difficult to 
avoid, This may mean that whereas in some lower 
animals the placenta merely controls the ovary, in 
primates it takes over ovarian function completely. 
On the other hand it is possible that the relaxation in 
primates, accompanied by little structural trans- 
formation, is physiologically different from the 


—— 


1.. Hartman, ©. G., and Straus, W. L., jun., Ame: 
Gynec. March, 1939, p. 498. , cer. J. Obstet 
2. Newton, W. H., and Lits, F. J., Anat. Rec. 1938, 72, 333. 
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profound changes noted in mice and guineapigs. 


When Hisaw and his colleagues è first put forward 
their claims for a special luteal hormone “relaxin ’’ 


they stressed the occurrence of relaxation as distinct 
from absorption in the pelvic joints. The subject is 
complicated, and made more interesting, by the fact 
that ostrogen will in time cause absorption of the 
symphysis pubis of the non-pregnant mouse * and 
guineapig and may therefore be partly responsible 
for the process in pregnancy, though in this condition 
the change is much more rapid. The work .of 
Willard Allen, Robson and others > on maintenance 
of the corpus luteum by estrogen suggests yet 
another route through which cstrogen might act. 
It is not yet clear whether the paradoxical deposition 
of bone in the long bones which accompanies experi- 
mental ‘‘ estrogenic”? pelvic absorption also takes 
place in pregnancy. 


AUGUST BIER AS A PIONEER 


THE inclusion of the bust of August Bier among the 
pioneers of surgery whose work has entitled them to 
a place in the lecture room of the University Surgical 
Hospital in Berlin was made the occasion of an address 
by Prof. Paul Rostock. He reminded his audience 
of a day, exactly seven years earlier, when Bier 
delivered his valedictory address in the same room. 
Tracing the most notable features of Bier’s career, 
the speaker dwelt at some length on the part he played 
in exploiting hyperemia of different structures as a 
therapeutic measure. Bier’s passive congestion, of 
which so much was heard at the end of last century, 
had, in the speaker’s opinion, become a well-established. 
principle familiar to the layman as well as to the 
doctor. In his treatment of surgical tuberculosis, 
of the bones and joints in particular, Bier emphasised 
the importance of the general health and consistently 
opposed the tendency common some decades ago 
to restrict attention to the local manifestations of 
tuberculosis. By the success with which he treated 
tuberculosis on conservative lines in the lowlands 
he did much to dispel the dogma that an Alpine 
climate possessed therapeutic properties denied to 
localities below a certain altitude. Towards the end 
of the ’nineties he became engrossed in the problems 
of anesthesia for operations, and he diligently sought 
some ideal anzsthetic acting through the vascular 
system. His vein-anesthesia did not, however, 
prove sutcessful, whereas his lumbar anesthesia 
has proved an important advance in this field. It 
was characteristic of Bier that, in working out the 
technique of this procedure, he experimented first 
on himself. In coöperation with Hugo Schulz, 
the pharmacologist, Bier had the courage to flirt 
with the principles of homoopathy, having satisfied 
himself that dosage may be the determining factor 
in exciting or allaying various morbid manifestations. 
He was one of the earliest patrons of modern blood- 
transfusion, and he experimented with the injection 
of blood derived from creatures other than man. 
Studying the problems of the regeneration of tissues, 
he found himself more and more interested in the 
glands of internal secretion and the possibilities of 
their scientific exploitation. In his later years he 
did much to promote physical exercises for both the 
sick and well, and he was the first rector of a high 


3. Fevold, H. L., Hisaw gus and Meyer, R. K., Proc. Soc. 
exp. Biol., N.Y. 1936, 2 60 

4. Gardner, W. U., Amer. y "Anat. 1936, 59, 459. 

5. Allen, W. M., Cold Spring Harbor Symposia on Quantitative 
Biology, 1 1937, vol. v, p. eee Robson, J. M., J. p pers 
1937, 90, 4353 Westman a) and Jacobsohn, D » Acta 
obstet. gunec. scand. 1937 17,1 
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school devoted to this end. In spite of all these 
engrossing practical interests, Bier found time to 
hark back constantly to a study of the greatest of his 
teachers—Hippocrates, 


INCLUSION BODIES DUE TO BURNS 


ALTHOUGH one thinks of inclusion bodies as chiefly 
related to virus diseases, they may be found. in 
conditions in which there is no reason to assume 
the presence of a virus. An example of this is 
described by Belt, who in 1932 assisted the late 
Prof, Oscar Klotz in investigating the histology of 
the liver in yellow fever. At that time they observed 
certain cytological changes which they regarded as 
distinctive of yellow fever, and it was not until two 
years after the publication of their paper that they 
encountered a case of fatal burns in which the liver 
changes were almost identical with what they had 
found in yellow fever. Belt has now collected three 
other cases of fatal burning showing the same 
appearances. The post-mortem findings were similar 
in all four cases. The livers were enlarged and pale 
yellow, with an extensive mid-zonal necrosis. Histo- 
logically there were cytoplasmic inclusions of the 
“ Councilman body” type, together with many 
nuclear inclusions of the type described as class A 
by Cowdry. It has been debated whether or not 
inclusion bodies represent virus products, and Belt 
remarks that Klotz held the view that the nuclear 
inclusions were more like -a chromatin degeneration. 
Their discovery as a concomitant of burns seems to 
support this idea, 


HEALTH OF ICELAND 


A 186-page report on public health in Iceland is 
published in Icelandic, but a concession is made to 
readers unfamiliar with this language in an English 
summary running to five pages. Of the total popula- 
tion of 116,880 at the end of 1936, 35,300 lived in 
Reykjavik. It is a serious study of epidemiological 
problems in a community which, as we have had 
occasion before to point out, is self-contained to 
an unusual degree, With approximately one-third 
of its population concentrated in a single town, 
Iceland has been faced with public-health problems 
at once urban and rural. In 1935 epidemic diseases 
were rife and were largely responsible for the unusually 
high death-rate of 12-2 per 1000: in 1936 the death- 
rate was down to 10:8. Apart from measles, which 
ran through the whole country in 1936, the only 
infectious disease attracting special attention that 
year was enteric fever in an island with about 100 
inhabitants. The disease having become endemic, 


.a bacteriological investigation was carried out, and 


in due course a carrier was discovered and the 
necessary steps were taken for the prevention of 
further infection. The notification of venereal 
diseases revealed 632 cases of gonorrhea (as compared 
with 372 in 1932) but only 16 cases of syphilis and 
1 of soft sore, While in 1927 the deaths from all 
forms of tuberculosis numbered 206, the correspond- 
ing figure for 1936 was only 157. In spite of this 
decline, tuberculosis came numerically second in the 
list of causes of death, ‘“‘ old age’”’ alone providing a 
greater number of deaths (196). Third in the list 
came malignant growths with 149 deaths, Diseases 
of the heart, pneumonia, apoplexy, accidents, measles, 
premature birth and debility of newborn, and 
nephritis were of numerical importance in the order 
given. Leprosy and hydatid disease—familiar 


1. Belt, T. J., J. Path. Bact. May, 1939, p. 493. 
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scourges in Iceland—continued to decline, only 
25 lepers being still alive in the country, and the 
number of cases of hydatid disease fell from 46 in 
1927 to 11 in 1936. During this year 32 abortions 
were induced under the terms of the Birth Control 
Act which came into operation in 1935. Breast- 
feeding was so universal that only 1:2 per cent. of the 
Reykjavik babies were exclusively bottle-fed. The 
proportion of bottle-fed to breast-fed babies was, 
however, somewhat higher in the country as a whole. 
The total number of doctors in Iceland in 1936 was 
140, while 205 midwives were in active service. 
Dentists are rare, and trained nurses do little work 
outside the hospitals, of which there were 43 with 
1140 beds, or 9-8 beds per 1000 inhabitants. Of these 
hospitals, 35 were general, with 641 beds. The 
tuberculosis sanatoriums contained 284 beds. 


YOUR CHEST SHOULD BE FLAT 


~. Forty years ago Dr. Woods Hutchinson, in his 
“ Studies in Human and Comparative Pathology,” 
corrected the common misapprehension that the 
tuberculous chest was as flat as it looked. He found 
by measurement that it was, in actual fact, rounder 
than the healthy chest, so round indeed that the 
scapule, aided by the accompanying poor muscle 
tone, had difficulty in resting on the back of the 
thorax and tended to slip forward, giving the typical 
but misleading effect of a flat chest. He found, 
moreover, in comparing structural development at 
different ages, that the thorax is normally round at 
birth, and alters gradually to the broader, flatter 
chest of the healthy adult. The thorax of animals, in 
order to allow closer approximation and free move- 
ment of the forelegs, is deep and rounded—in the dog, 
for example, the ratio of depth to width is 3: 2— 
and the chest of the four-months human embryo 
is much the same shape. Structurally, therefore, the 
tuberculous chest seems to be one of arrested develop- 
ment. Dr. Weisman! now takes up the matter 
from this point. From measurements of 20,000 
school-children, and vital-capacity tests of 500, he 
confirms that as the child gets older the thorax 
becomes progressively broader and flatter, with a 
decrease of thoracic index relative to growth, height 
and weight, and an accompanying increase of vital 
capacity. He then gives his own figures, as well as 
those of other investigators, for measurements of 
tuberculous chests, and shows that these are deeper 
and underdeveloped, having a higher thoracic index 
and a lower vital capacity. The measurements of 
the chests of 40 patients who were non-tuberculous 
- but suffered from chest complaints such as bronchitis 
and asthma fall between the tuberculous and normal. 
Differences of race and nationality do not affect the 


general findings, but where environment is such that 


growth becomes stunted or weakly the round and 
immature thorax is far more common than where 
living conditions are good. The social implications of 
these facts are clear. Weisman’s aim is to attract 
attention to a logical and fundamental prophylaxis of 
tuberculosis by ensuring nutrition and social condi- 
tions for children compatible with normal healthy 
growth. When development in childhood is poor it 
should be hastened, he says, not only by improved 
general conditions but by specific exercises, The 
forms of activity that, through evolution, have 
gradually changed the shape of the thorax from the 
quadruped to the apes, and finally to the upright 
structure, are climbing and wide free arm move- 


1. Your Chest Should be Flat. By S. A. Weisman, M.D., 
F.A.C.P., assistant Ea area of medicine, University of Minne- 
sota. London: J. B. Lippincott Co. 1938. Pp.145. 9s. 
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ments. Similar exercises—ball-games, climbing, and 
apparatus work—Weisman maintains will ensure 
correct development, and he has advocated, with 
benefit, a change-over to this type of activity in any 
schools where standing rhythmic exercises have 
altogether superseded apparatus work. His book 
may do much towards preparing the soil for health, 
and may also rouse the social conscience to an appre- 
ciation of increased resistance in preference to the 
sanatorium cure. His title, however, is provocative 
rather than accurate: the better slogan would be 
“ Your chest should be broad.” 


FEES FOR MEDICAL REPORTS 


THE medical practitioner must often have heard 
the wise advice that before he gives a report to 
solicitors, he should require a guarantee that an 
adequate fee will be paid him. Once the report has 
been given, the vantage ground for negotiating for 
fees is lost. The practitioner should either obtain 
the fee before giving the report or else should get a 
written undertaking from the solicitors that they will 
be responsible for the fee. Even when this is done, 
the practitioner may not be at the end of his difficulties. 
In a recent case solicitors who had made themselves 
responsible for the fee attempted to repudiate their 
liability on the ground that the report was of no use 
tothem. The practitioner consulted the London and 
Counties Medical Protection Society of which he was 
a member. Proceedings were taken against the 
solicitors in the county court and judgment was given 
in the practitioner’s favour for his fee and the costs 
of the claim. 

The facts of the case were simple. The solicitors 
were apparently engaged in litigation on behalf of a 
patient with a history of mental instability against 
whom some allegation of insanity had been made. 
They asked the doctor to report upon the patient 
and to deal in particular with his previous medical 
history and that of his family. There was no 
difficulty over professional secrecy. The patient 
gave his written consent to the report being made ; 
indeed he himself had suggested to the solicitors that 
they should apply to the doctor for the information. 
The doctor, as it happened, had not seen the patient 
for six years. This fact was well known to the patient; 


it did not vitiate the value of the doctor’s knowledge 


of the medical history of the patient and his family. 
It gave the solicitors, however, an excuse for declining 
to pay the doctor’s fee. If they had known, they 
said, that the doctor had not seen the patient for 
six years, they would never have asked him for a 
report, As already mentioned, the county court 
judge decided that the fee must be paid. If a 
potential witness were to be rewarded according to 
the hopes or disappointments engendered by his 
prospective evidence, an uncomfortably speculative 
element would be introduced into the relations 
between medicine and the law. A simpler principle 
was involved—-namely, that professional men should 
keep their word. To give them their due, they 
generally do. 


GROWTH HORMONES IN INSECTS 


It has long been known that growth in vertebrate 
animals is largely controlled by hormones circulating 
in the blood. Only of late years has it been discovered 
that growth in insects is similarly regulated. Cater. 
pillars that have finished feeding will not turn into 
pups if their brain is removed, but they will do so 
if the brain is reimplanted in the abdomen. Apparently 
the brain secretes a growth-promoting hormone. 
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The maggots of blow-flies will not pupate if a small 
gland close to the brain is excised; and a certain 
strain of drosophila suffers from a hereditary defect 
in this gland so that the larve grow very large but 
never become pups. They can be induced to pupate 
if glands from normal larve are implanted in them, 
Recently active extracts of some of these hormones 
have been prepared and it has been found that 
extracts from full-grown caterpillars will cause fly 
maggots to pupate. More striking perhaps are the 
effects of a little gland, the so-called corpus allatum, 
lying close to the brain, in controlling the meta- 
morphosis of insects. If this gland is transplanted 
from young blood-sucking bugs (rhodnius) into older 


individuals that are about to undergo metamorphosis 


to the adult form, they will continue to grow and yet 
retain their juvenile characteristics. If the corre- 
sponding gland is removed from young silkworms 
they will turn into tiny pups. When it is taken out 
from young stick-insects they will begin laying little 
eggs before they are full-grown and these develop 
parthenogenetically to give rise to little larve not 
more than half the normal size. Quite lately it has 
been found that the process of metamorphosis may 
be reversed. Adult bugs that have undergone meta- 
morphosis may be caused to grow again and their 
skin may resume some of the characters of the earlier 
stages. And portions of pups implanted into cater- 
pillars develop once more a caterpillar skin. So far 
only the gross results of the actions of these hormones 
have been studied!; but it is to be hoped that before 
long, since insects have a simpler organisation than 
vertebrates, it may be possible by studying them to 
obtain a deeper insight into the mode of action of 
growth-regulating hormones in general. 


FOG AND FILTHY AIR 


BRITAIN is steadily becoming less foggy, according 
to the annual report on atmospheric pollution issued 
by the Department of Scientific and Industrial 
Research.? If this improvement continues it may 
well have an appreciable effect on health, for, though 
clean fogs are probably no more than a source of 
serious inconvenience, dirty fogs, especially when they 
are combined with intense cold, are a menace because 
of the respiratory irritants they contain, and may 
even be disastrous, as was the fog in the Meuse valley 
in 1930.3 

Clean fogs are made up of water droplets formed by 
the condensation of water vapour from approxi- 
mately saturated air on hygroscopic particles— 
so-called Aitken nuclei. These nuclei may be com- 
posed of sea-salt, or, as J. H. Coste and H. L. 
Wright have shown, in towns, of nitrous or sulphuric 
acid. The white fogs of early morning, which are 
common inland after cloudless and calm nights, are 
due to cooling of the earth by radiation, and are 
usually soon dispersed by the warmth of the sun. 
The more persistent fogs, such as delayed the Empress 
of Australia in the North Atlantic, are caused by the 
cooling of moist air from the south by air or water 
from the polar regions. . Water fogs of this kind 
consist of relatively large droplets, through which 
the sun, if it is visible at all, looks white. 

The fogs characteristic of large towns are of a 


1. Bounhiol, Bull. biol. 1938, suppl. 24; Piepho, Naturwissen- 
schaften, 1939, 27, 301; Plag gge, E., Forsch. Fortschr. disch. 
Wiss. Mar 1, 193 39, p 175; Wigglesworth, V. B., Natur- 
wissenschaften, 1939, 27, 301. 

. Department o PR and Industrial Research. The 
Investigation of Atmospheric Pollution, 24th Report. 
London: H.M. S rationery Office. Pp. 117. 2s. 

3. See Lancet, 1931, 1, 302. 
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different character, though they are often associated 
with water fogs. Under normal conditions the 
temperature of the air falls about .1° F. for each 
300 ft. of height. This “lapse rate” is interfered 
with by water’ fogs, which produce a temperature 


‘inversion, so that the upper surface of the fog may be 


some degrees warmer than the lower part. The 
waste gases and soot from chimneys then rise 
through the cooler air, losing heat as they do so, 
until they reach the ceiling of warm air, where they 
If conditions are 
favourable the pall gradually thickens downwards 
by the outpouring of more smoke until the fog 
extends from the ceiling to the ground. The sooty 
particles are small and scatter the light of short 
wave-length, so the sun looks red or yellow through 
these town fogs and their colour is brown or black. 
A temperature inversion unaccompanied by water 
fog may lead to darkness overhead with fair visibility 
below, a state of affairs that seems to be becoming 
commoner in London and may depend in some way 
on the replacement of cold green fields by warm 
suburbs. 

Many more or less unpractical schemes have been . 
devised for dissipating fogs in aerodromes, shunting- 
yards, and even in London streets, but Prof. David 
Brunt * thinks that only two methods are worthy of 
serious consideration. The first is the chemical one 
of spraying the air with such hygroscopic substances 
as a saturated solution of calcium chloride. The 
second consists of warming the air by gas or paraffin 
burners. Of these Prof, Brunt favours the second, 
and although the fuel required to clear an aerodrome 
would be considerable, he does not think its cost 
would be prohibitive, 


INOCULATION AGAINST WHOOPING-COUGH 


ALTHOUGH attention has been focused sharply on 
pertussis in the last few years, the disease still exacts 
a huge toll of infant life and is still responsible for 
much invalidity from respiratory and other sequelex. 
Earlier diagnosis and treatment, particularly hos- 
pital treatment, will no doubt lessen the dangers of 
the established disease, but no single measure of 
control offers so much hope for the future as vaccine 
prophylaxis. 

Past experiments in vaccination have not been 
uniformly successful. In spite of frequent warnings 
as to the general uselessness of vaccines prepared 
from rough strains, Lawson § still attributes most of 
the failures to this cause, He found that the survival- 
rate of mice protected against artificially induced 
pertussis pneumonia by a vaccine composed of 
rough-phase organisms was no higher than that of 
control animals who received no vaccine—about 
7 per cent.—whereas 25 out of 28 mice survived if 
protected by a smooth-phase vaccine. In another 
experiment he compared this smooth-phase vaccine 
with three commercial vaccines prepared from 
ascitic-ffuid agar, from Bordet-Gengou medium, and 
by the mechanical disruption of smooth-phase 
organisms (pertussis endo-antigen), The results were 
overwhelmingly in favour of the original vaccine, 
which gave a survival-rate or over 70 per cent., 
whereas the vaccine prepared from ascitic-fluid 
agar and the pertussis endo-antigen afforded little 
or no protection. The Bordet-Gengou medium 
vaccine, which presumably contained smooth-phase 
organisms, gave a survival-rate of only slightly 
over 50 per cent. Lawson also showed that in 


4. Brunt, D., J. sci. Instrum. Mav, 1939, p. 137. 
5. Lawson, G. Me. L., Amer. J. Hyg. May.” 1939, p. 119. 
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mice there is a rough correlation between the dosage 
of vaccine and the degree of protection achieved. 

There seems to be no doubt as to the necessity 
of employing smooth-phase vaccines in pertussis 
prophylaxis, but Lawson’s experiment does not support 
mechanical disruption of the bacillary body as advo- 
cated by Krueger, Nichols and Frawley.* Further evi- 
dence is required before correct dosage and optimum 
interval between injections can be determined. 
There are, in addition, many other variables to be 
taken into account before successful results in the 
laboratory can be applied to human prophylaxis, 
not the least being the comparatively low infectivity 
of pertussis under natural conditions, A large scale 
experiment in pertussis prevention undertaken by 
Kendrick and Eldering ? in Grand Rapids is therefore 
particularly welcome. Here 65815 children were 
investigated, due allowance being made for seasonal 
and other variations by extending the observations 
over a consecutive period of forty-four months. The 
vaccine used, which contained 10,000 million smooth- 
phase H pertussis per ¢c.cm., was given subcutaneously 
in doses of 1 c.cm., 1-5 c.cm., 1-5 c.cm. and 3 c.cm. 
at weekly intervals. It is a comforting thought for 
future investigators that in the 9075 separate 
injections necessitated by this experiment only 
3 severe systemic reactions were recorded, though 
slight to moderate local reactions were usual. Only 
presumed susceptible children were accepted for the 
experiment, the age-limits being eight months to 
four years—i.e., up to but not including the fifth 
birthday. Because subsequent investigation was 
incomplete and for other reasons many children were 
excluded from the final analysis, and this was based 
on a test-group of 1815 vaccinated children and 
2397 controls chosen at random from children of 
similar age and economic status in the city. 


As far as could reasonably be ascertained the 
allocation to test and control groups was without 
bias. Uniform diagnostic criteria for pertussis 
attacks were adopted, including the use of cough 
plates, and an attempt was made to classify attacks 
into severe, moderate, light and very light, based 
principally on the duration of cough and. presence 
of complications. In order to take into account 
variations in the period at risk, the experience of test 
and control groups was analysed on a basis of person- 
years. On this basis there were 348 pertussis attacks 
for 2307 person-years experience in the control group 
and 52 attacks for 2268 person-years experience 
in the test group, giving 15-1 annual pertussis attacks 
per 100 in the control group, compared with 2-3 
in the injected group. A difference as great as this 
could arise by chance only once in many millions 
of trials. In severity of attacks, too, there was a 
marked difference between the two groups. Thus 
3-8 per cent. of attacks in the injected group were 
severe, 23-1 per cent. were moderate, and 73:1 per 
cent, light or very light, as against 13-1 per cent. 
severe, 60-1 per cent. moderate and 26-8 per cent. 
slight in the controls. If intimate exposure under 
home conditions is taken as the only reliable criterion, 
the attack-rate per exposure in the test group was 
little more than a third that of the controls. After 
all known exposures the attack-rate was 12:8 and 
68-5 per cent. for the test and control groups respec- 
tively. From their results Kendrick and Eldering 
also worked out what might be expected to happen 
in a general population by imposing the monthly 


6. Krueger, A. P., Nichols, V. C., 
Soc. exp. Biol., N.Y. 1932-33, 30, 1097. 

7. Rene P., and Eldering, G., Amer. J. Hyg. May, 1939, 
p. . 


and Frawley, J. M., Proc. 


incidence of pertussis (calculated on the experience 
of the experiment) on an imaginary population of 
1000 injected children and a similar number of 
controls, On this basis they found that, at the end 
of forty-four months, 94:4 per cent. of the injected 
children would have escaped pertussis as against 
61-0 per cent. of the controls. 

Under the conditions of their study, Kendrick and 
Eldering seem fully justified in concluding that a 
substantial degree of protection was afforded to the 
injected group. If these results can be confirmed by 
others, and when opinion crystallises as to optimum 
dosage and other details, the arguments for immunisa- 
tion in pertussis will be at least as cogent a8 m 
diphtheria. In London particularly this seems 
an opportune time for a large-scale investigation of 
this nature, since the essential preliminary—com- 
pulsory notification—has now been in force for over 
eight months. i 


LOSS OF THE THETIS 


On Thursday, June 1, the British submarine 
Thetis, during acceptance trials in Liverpool Bay, 
sank after the flooding of two forward compartments 
through one of the torpedo tubes. Her bow struck 
the bottom in about 130 feet of water and the shock 
destroyed her signalling apparatus. The release of 
compressed air into the water tanks lightened the 
ship so that 18 feet of her stern rose above water 
for a time, but this did not allow the rescue of the 
crew. Of 103 men on board 4 escaped by means of 
the Davis apparatus. According to press reports 
one of them states that 3 others were drowned in 
the escape hatch because they failed to put on the 
nose-pieces ; he adds that it was difficult to get up to 
the hatch with the ship at an angle of 42 degrees. Those 
who escaped are said to have shown signs of carbon- 
monoxide poisoning. But for full information about 
the accident and the attempts at rescue we must 
await the public inquiry that has been promised, It 
is to be hoped that investigation will reveal means 
by which any similar loss of valuable lives can be 
avoided in the future. 


We regret to announce the death in Edinburgh on 
Tuesday of Dr. ARTHUR LOGAN TURNER, laryngologist 
and writer, and sometime president of the Royal 
College of Surgeons of Edinburgh. 


From Montreal is announced the death of Dr 
HENRI A. LAFLEUR at the age of 76. He was for 
many years professor of medicine at McGill Univer- 
sity and more recently president of the Medical 
Council of Canada, Dr. Lafleur was appointed resident 
physician at Johns Hopkins Hospital when it was 
Opened in May, 1889, and was there associated for 
24 years with William Osler, who was physician- 
in-chief, 


The doubts as to whether the International Neuro- 
logical Congress at Copenhagen would take place 
have now been resolved in a circular letter in whioh 
Dr. Macdonald Critchley, secretary of the British 
national committee, announces that it will definitely 
be held this year, from Monday, Aug. 21, to Friday, 
Aug. 25. Further particulars will be found in our 
news columns. 


——— 


— eiea» 


MOYNIHAN FELLOWSHIP.. The Association of Sur 
geons of Great Britain and Ireland invite applications 
for this fellowship which may be held for one 
and is worth £350. Further particulars will be found in 
our advertisement columns. 
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SPECIAL ARTICLES 


THE PRACTITIONER AS SCIENTIST * 
BY LORD STAMP, G.C.B., D.Sc., LL.D. 


I SUPPOSE in most professional careers men 
reach a stage when they throw aside, not ambition, 
but textbooks, and carry on with some new mine of 
knowledge that seems to escape the examiners. Indeed 
we are constantly being told that the first job of the 
newly qualified is to forget all they have learned. But 
as a matter of fact I think this declaration is just a pose ; 
it merely means that you come down from the general 
to the particular, and the particular is always a “little 
different.” You are dealing not only with facts when 
you get a patient, but also with what he thinks about 
facts, and facts that are only just germinating. 

The real difficulty about your profession as I see it 
is that it is the one calling that is expected to be both 
an art and a science, In others the artist can disclaim 
all knowledge of science or its methods, and be thought 
even the more highly of. In science a rigid adherence 
to scientific principles and refusal to be led away by 
individual differences to prove things in- the main, as 
it were, is the hallmark of the real brand. It is true 
that the biologist has been told to “ treasure his excep- 
tions” because in them lies the tiny gateway to full 
knowledge. In medicine every case, I suppose, has its 
little exceptions, 

Critics of the medical profession are always saying 
that you are given a smattering of one or two sciences, 
but that the majority of you lose all grip of them, and 
never pursue them as sciences ; and only in a shadowy 
way dothey afterwards affect your life, Infact you work 
empirically with a few rules, drugs, and books, You 
delegate to specialists specific pieces of scientific work 
that help your diagnosis, but in yourself you do little 
that is scientific. There is much that is instinctive in 
your subterranean consciousness and in your processes 
of deductive reasoning. If you have the knack of relieving 
pain, of creating confidence, of assisting nature, you 
may get high credit as a medical man with only an 


average power to cure, and no power at all to contribute | 


to the science of cure. You are so much a part of the 
emotional life of mankind, its griefs and fears, even its 
economic potentialities, individual by individual, that 
you must be an artist to succeed. When you enter the 
house it must be primarily the artist in you that is 
uppermost. 


“OBSERVATION AND GENERALISATION 


Every individual case of illness escapes complete 
classification because there is a background of the 
personal which makes it somehow different from every 
other case, and this background is part of the thing 
that you have to cure or allow for. Being individual 
you cannot subject it to scientific method, you have to 
feel it instinctively, and it is no good you being a 
thinking machine or an introvert; you must be a real 
extrovert, and have fitting human sympathy to under- 
stand such a background. But when you have got past 
the individual aspects of your case, after all, the person 
you are dealing with has a trouble which is not unique ; 
it is one example of a large number, and therefore it 


- has a high common factor with others, and therefore 


it is capable of generalisation, and therefore again it 
is capable of scientific treatment. 
Each doctor accumulates for each complaint a little 


è Abridged from an address delivered at the prize-giving of 
Charing Cross Hospital medical school on June 8. 


group of treatment and experience which forms his 
scientific body of knowledge. It is for many things 
so woolly in its outlines and so small in its number of 
cases that it is very hard for him to be certain that he 
knows the whole scientific truth about it. He cannot 
make a controlled experiment of different types of 
treatment of any size, This kind of larger scientific 
generalisation emerges in the hospitals, but it can 
only emerge for those complaints which hospital treat- 
ment mostly covers. The average practitioner finds 
it very hard to contribute to the body of general know- 
ledge except by gossip and verbal communication to a 
few colleagues. Rigid scientific test for cause and effect 
is almost absent, 

I recently had cause to say, in my address to the 
British Association at Blackpool, in reference to a project 
that has long occupied my mind :— 

“ The scientific ancillaries of medicine have made 
immense strides. Clinical medicine as an art makes 
tardy, unscientific and halting use of them. The 
public remain as credulous as ever, their range of 
gullibility widened with every  pseudoscientific 
approach. (We do not know what proportion of 
positive cases can create the illusion of a significant 
majority in mass psychology, but I suspect that it is 
often as low as 20 per cent.) For a considerable range 
of troubles inadequately reprenen ed in hospitals, 
the real experience passes through the hands of 
thousands of practitioners, each with too small a 
sample to be statistically significant, and is, therefore, 
wasted from a scientific point of view. Half-verified 
theories run riot as medical fashions, to peter out 
gradually in disillusionment. If the scattered cases 
were all centralised through appropriately drawn 
case-histories, framed by a more scientifically trained 
profession, individual idiosyncrasy would cancel out, 
and mass scrutiny would bring the theories to a 
critical statistical issue of verification or refutation 
in a few months. Cures would no longer be as epidemic 
as diseases. This would be to the advantage of all 
society, and achieve an ever greater boon in suggesting 
new points for central research.” 


This seemed to me plain enough, but I found many 
doctors puzzled by it. 


POOLING OF PRACTITIONERS’ EXPERIENCE 


As a whole doctors are not very strong on the 
statistical aspects of their work, Certain types of illness 
are not much found in hospital practice on a large scale, 
They are scattered through the community widely, 
but no one practitioner has many of them, If he 


` generalises at all from the few cases that come to him, 


they may be few enough to have all the statistical perils 
of small numbers, the groups having no statistical 
stability nor the results any real significance. He may 
realise this, and decline to come to general conclusions, 
lapsing into statistical impotence or agnosticism, Or 
someone may put out a theory of treatment on a narrow 
basis of fact, and this, for want of a challenge, or of 
wide factual test, may run riot through medical practice 
for years before it is found wanting. | 

In a new American book, “The Horse and Buggy 
Doctor,” by Dr. A. E. Hertzler, which I advise every 
young doctor to read, he remarks; 

“ When a new drug appears, a large number of 
doctors using it probably will believe that it acts 
beneficially. After a period of years its usefulness is 
found to be limited or nil. I remember very well when 
quassia was believed to cure cancer of the stomach. 
Nothing in fact, requires so much careful observation 
over so long a period of time as accurately appraising 
the value of the drugs as modifiers of the course of a 
disease. New drugs are introduced that are said to be 
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more effective than the old ones, and the doctor 
must personally test this claim by observation.” 


Now if all the experience of the individual doctors 
could be pooled, and critical tests made, the truth 
might be quickly apparent. Suppose that in an aggregate 
of 1000 cases, 500 had been treated in a particular way, 
and in the other 500 that “cure” was not tried; 
suppose that in the first group the full recovery ensued 
in 400 cases, but in the second group the number recover- 
ing was 350, there would be one kind of uncertain 
conclusion. But if the “control” 500 showed only 
50 recoveries, the answer would be most definite. 

Now this aggregation would require great care. In 
the first instance, the case-history or unit form would 
need to be drawn with much precision, to secure 
quantitative and unequivocal answers to critical clinical 
points, and uniformity in the conception of the replies. 
It would have to be supplied to a wide variety of 
practitioners, for if it were taken only by doctors with 
curious scientific imaginations, they would be a biased 
sample, likely to carry the scientific characteristic into 
the treatment of their cases, Each would have to 
undertake to complete it for all his cases, and not 
merely those he thought “worth while”; otherwise 
the desire to prove a case and to ignore awkward negative 
instances might vitiate the result. Such forms might 
then, in the central bureau, be capable of treatment by 
pérforated cards through Hollerith or Powers machines, 
bring out automatically classifications based initially, 
say, on one for sex, for age, for locality, for previous 
illness, for occupation, as well as the full undifferentiated 
aggregate, which often hides important sub-generalisa- 
tions, In this way, though the individual case might be 
clinically personal, rule-of-thumb, empirical in treat- 
ment, it could yet become part of a great scientific 
induction, Probably negative proofs, proofs of inefficacy 
of particular vaunted methods, would greatly outnumber 
positive and triumphant results; but I am quite sure 
that most important leads for specific further research 
would emerge, 

This grouping of the non-significant (or even the 
insignificant) until it became significant, would be of 
enormous value to medical science. It would expose 
the quack remedy relentlessly. Again, the ordinary 
doctor is not very scientific, for if he does not feed the 
centre with details, for scientific use, so also he tends 
not to appreciate what the centre holds for him already. 
Here is a recent declaration :— 

“ Yet no physician is able to tell what causes the 
commonest variety of stiffened joints. The most 
shocking fact, however, is that the average practi- 
tioner, when consulted by a rheumatic patient, does 
not have even the knowledge that is available. Though 
no one knows exactly what causes rheumatoid 
arthritis, a good deal is known about what to do for it. 
. o » Public hospitals in the United States do take an 
occasional rheumatic patient but seldom are they 
organised to use all the latest scientific knowledge.” 2 

The Medical Research Council have complained that 
although insulin has been proving its value in the 
hospitals for the past ten years, outside the deaths from 
diabetes show very little decrease. Prof. V. H. Mottram 
says that in 99 cases out of 100 the medical student 
sloughs his scientific training when he enters the wards 
—and few of the specialists in botany, zoology, physio- 
logy, &c., ever bother to relate their subject to the 
practice of medicine. Medical research is not exploited 
rapidly enough by the over-occupied medical practi- 
tioner, though it is industrially exploited by commerce.’ 

Nevertheless, certain groups have begun to pool 
statistical experience on these lines. An interesting 


1. Kelly, F. C., Forum, 1938, p. 203. 
2. The Frustration of Science, London, 1935, p. 95. 
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example on a lower plane than doctors’ case-records is 
found in an institution in America, financed by voluntary 
contributions, called “ Vitality Records” (26, West 44th 
Street, New York). Anyone can help by completing 
their questionnaires, which cover not only the special 
cults to which people belong but also details about 
loose-fitting clothes, sleep, worry, perspiration. It is 
claimed by Prof. Irving Fisher and his associates, 
Dr. Alexis Carrel (author of “Man the Unknown”) 
and Prof. E. V. McCallum, of Johns Hopkins University, 
“that by analysing thousands—perhaps a miilion—of 
such records, and by keeping in touch with these 
persons each year, a remarkable mass of new health 
knowledge, of the utmost importance to human welfare 
is being accumulated.” 3 


THE MAN AND THE METHOD 

My plea today, therefore, is that it shall be your 
ambition to be a unit contributor to great scientific 
induction. Please, I beg of you, keep up enongh 
elementary mathematics to understand statistical 
methods, so that the safety of samples, the peril of 
small numbers, the normal curve of error, the standard 
deviation, and possibly the coefficient of correlation 
may mean something to you. For these are the common 
factors of scientific expression, the grammar or criteria 
of proof, the mental picture of the group, the total effect. 
It is wrong that you should not understand science to 
apply it; it is a pity that you should stop at applying 
and not systematically record; for combined records 
are your contribution to scientific knowledge and the 
future of medicine. 

The temptations to diffuse artistic personal medicine 
are many. Records and notes are a nuisance when you 
are pressed with crowding human problems. Better to 
heal ten patients with no records than eight with full 
scientific study, you may well say. And indeed, the 
human aspect is always a compelling one, and science 
takes a back seat. Prontosil shows fine results in 
lowering mortality from the previous experience in the 
same hospital, But the claim to direct high correlation 
is rather obscured when it is seen that mortality has also 
fallen elsewhere withoutit. Other causes are at work too. 
The scientific method of establishing correlation would 
be to keep a controlled experiment in the one establish- 


. ment, by treating only every other case with the new 


drug, at random, and over a period testing the results of 
the two groups. But there comes the human problem. 
Who dare withhold from a patient, because she happens 
to be the odd one for the control group, any chance 
that the treatment affords of recovery, and let her die 
without it, just to make a scientific comparison ? For 
that patient is a human being, with a context of human 
sympathies and of lives surcharged with emotion. 
The limitations of the scientific method in actual 
practice are thus obvious; but with them all, oppor- 
tunity does remain, For the scientific method is not 
only inductive—it is deductive, In contradistinction 
to graduate study as above outlined, postgraduate 
study, as the medical man regards it, is what he gives 
himself according to his own plan after he has taken up 
his life’s task. He seeks no academic recognition and 
seldom troubles himself about new ideas. He converts 
his knowledge into understanding and his understanding 
into art and these find expression for his own personality 
and capacity. He may go far in his profession and 
never have an original idea in his life. He need not even 


acquire any new knowledge. Most of us know far more’ 


facts than we can intelligently use. This point is illus- 
trated by a statement the great German clinician, 
Traube, was wont to make when the autopsy showed 


February, 1938. Age, Readers’ Diges, 
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that a wrong diagnosis had been made: ‘“‘The facts 
were there but we did not think right.” To think logically 
from the evidence at hand is the ultimate aim in the 
education of the vast majority of medical practitioners. 


THE BUSY MIND 


I can hear your impatient exclamation that you have 
no time for all this—to keep your patients living and 
get your own living is the size of your job. It is so full 
that good things have to be pushed out to get good 
thingsin. AsIoncecabled to American friends demand- 
ing rooms in Gleneagles Hotel in August “Can only 
get more Americans in by turning Americans out.” I 
do not pretend to know which school of psychology is 
now uppermost, but Spearman says ‘‘ mental competi- 
tion with the law of constant output rules our actual 
intellectual lives, The commencement of any mental 
activity causes other activity to cease, and vice versa. 
The law of constant output is thus stated: Every 
mind tends to keep its total simultaneous output con- 
stant in quantity, however varying in quality.” The 
difficulty was more attractively and provocatively 
stated by a medical man who has done more than 
most for human well-being—Conan Doyle, with his 
champion therapeutic, Sherlock Holmes, in his very 
first introduction to the public in “ A Study in Scarlet.” 
May I read a few lines? You will remember that 
Sherlock always had access to an extraordinary range of 
items of human knowledge in out of the way corners :— 


“ My surprise reached a climax, however, when I 
found incidentally that he was ignorant of the 
Copernican Theory and of the composition of the 
Solar System. That any civilised human being in 
this nineteenth century should not be aware ‘that 
the earth travelled round the sun appeared to be to 
me such an extraordinary fact that I could hardly 
realise it. ‘ You appear to be astonished,’ he said: 

iling at my expression of rise. ‘ Now that I 
do know it I shall do my best to forget it.’ 

“< To forget it!’ 

“< You see,’ he explained, ‘ I consider that a man’s 
brain originally is like a little empty attic, and you 
have to stock it with such furniture as you choose. 
A. fool takes in all the lumber of every sort that he 
comes across, so that the knowledge which might be 
useful to him gets crowded out, or at best is jumbled 
up with a lot of other things, so that he has a difficulty 
in laying his hands upon it. Now the skilful workman 
is very careful indeed as to what he takes into his 
brain-attic. He will have nothing but the tools 
which may help him in doing his work, but of these 
he has a large assortment, and all in the most perfect 
order. It is a mistake to think that that little room 
has elastic walls and can distend to any extent. 
Depend upon it there comes a time when for every 
addition of knowledge you forget something that you 
knew before. It is of the highest importance, therefore, 
not to have useless facts elbowing out the useful ones.’ 

“< But the Solar System !’ I protested. 

.“ < What the deuce is it to me?’ he interrupted 
impatiently : ‘you say that we go round the sun. 
It we went round the moon it would not make a 
pennyworth of difference to me or to my work.’ ”’ 


Now quite possibly the contemplation of the patient 
in his position in your scientific problem may detract 
a little from your bedside manner, and the human touch 
But I doubt it. I believe you will so strengthen your 
artistic human perceptions by your scientific conceptions 
that you will have a stronger inner sense. After a time 
the induction becomes the instinct, the reasoned rule 
sublimates into the sublimer guesswork. You are not 
being asked to carry a new load of facts so much as to 
acquire and maintain an additional ‘‘ awareness ”— 
an extra attitude of mind. William James once said: 
I have no doubt whatever that most people live, 
whether physically, intellectually or morally, in a very 
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restricted circle of their potential being. They make use 
of a very small portion of their possible consciousness, 
and of their soul’s resources in general, much like a 
man who, out of his whole bodily organism, should get 
into a habit of using and moving only his little finger,” 


* * * 


Have I been talking high-falutin? As Kelvin says, 
“ We do not know much about anything until we have 
learned to measure it.” To which you will add: and 
when we hove measured it, perhaps its vital spirit has 
eluded us. Some of you will be cynical and will say in 
reply to my question, ‘“‘Is medical practice science 
or art?” what the Oxford don did about logic 
—it is neither an art nor a science but a dodge. 


Canon Streeter said: “ We shall in no way disparage 


science because quality is excluded from its purview ; 
any more than we decry an ordnance map because it 
can give us no idea of the view from Richmond Hill.” 
In truth the doctor must have science and art as two 
blades of a pair of scissors—singly they are imperfect 
instruments, but together the mind uses them to cut 
into the fabric of the living unknown. 


ENDOCRINOLOGY OF THE PROSTATE 


AN annotation on Jan. 21 reviewed several papers 
on the zxtiology of benign enlargement of the prostate. 
A number of related studies also require consideration. 

Deming and Neumann (1939), in a report based on 
microscopical study of prostates obtained at autopsy 
from subjects aged 45 or more, agree with Cuneo 
in rejecting the view that the suburethral glands of 
Albarran are involved in the early stages of benign 
enlargement. In their opinion the hypertrophy 
begins as a fibromyomatous change in the posterior 
wall of the urethra and in the internal sphincter of 
the bladder, and they point out that this muscular 
tissue is partly of miullerian origin, and that the 
change therefore corresponds to fibromyomatous 
growths in the uterine wall. They hold that the 
glandular part of the tumour originates from ducts 
adjacent to the fibromyomatous nodule, and that these 
ducts invade the nodule, which in its later stages 
thus simulates an encapsulated glandular tumour. 
Unfortunately, pathological investigations of the 
kind conducted by Deming and Neumann cannot 
either confirm or refute the view (which in a sense 
directed their inquiry and is derived from experi- 
ments) that prostatic adenomata develop as a result 
of cstrogenic stimulation of the uterus masculinus 
and of the fibromuscular tissue within which it lies. 

This hypothesis assumes that an effective cstro- 
genic stimulus may become operative in men of 
middle age, a possibility which has been discussed 
by Emmens and Parkes (1938) in view of the known 
estrogenic behaviour of some of the male-hormone 
compounds. It appears that several male-hormone 


- substances (including testosterone) exhibit a general 


gynecogenic action. One of the androgenic com- 
pounds, transandrostenediol, shows unmistakable 
estrogenic activity, and although it is not known 
to occur naturally it may do so, because it belongs 
to the androsterone-testosterone series. Emmens 
and Parkes, in an attempt to discover whether it 
could be the elusive cstrogen of the testis tried to 
find out if testosterone could inhibit the cstrogenic 
effect of an extract of pig’s testis in the same way 
as it inhibits the effect of cstrone; but, if the 
cestrogenic activity of the extract of pig’s testis 
had been due to transandrostenediol, 1 mg. of the 
substance would have had to be present in 7:5 mg. 


1340 THE LANCET]. 


of the extract, which would have entailed a corre- 
sponding androgenic potency far greater (about nine 
times) than that which the extract was subsequently 
shown to possess. Two conclusions regarding the 
testicular cestrogen may therefore be drawn from 
this observation: (a) it is not transandrostenediol 
or any other known member of the androsterone- 
testosterone series ; and (b) its effect can be inhibited 
by testosterone. 

A further possibility considered by Emmens and 
Parkes is that the suprarenal cortex may elaborate 
an ostrogenic substance in the male, It is known 
that suprarenal disturbance may lead to an increased 
excretion of estrogens and that estrogenic substances 
can be extracted from the suprarenals. Their possible 
participation in prostatic enlargement must therefore 
be taken into consideration ; but the study of this 
aspect of the suprarenals is only beginning, and the 
available evidence is very confusing. ` 

It is well known that the prostate of a newborn 
human baby often exhibits metaplastic changes 
in its epithelium similar to those that develop in 
monkeys and rodents treated with estrogenic 
substances, This fact is today regarded as indicating- 
that estrogenic substances from the maternal 
organism enter the foetus from the maternal circulation. 
Hamilton et al. (1937) and Moore and McLellan 
(1938) have reported on the effects of cestrogenic 
stimulation on mature men, but their results are 
conflicting. According to Hamilton and his co-workers 
estrone has no carcinogenic action on the prostate 
of man, nor does it intensify dysfunction in the 
urinary tract. More recently, however, Moore and 
McLellan, who injected greater quantities of the 
hormone, found that estrone had a profound and 
definite effect on the tissues of the prostate. The 
most conspicuous change is in the epithelium of the 
urethra and prostatic collecting ducts, which shows 
increased stratification of the usual transitional 
epithelium and foci of true squamous metaplasia. 
This finding is of particular interest because of the 
similarity of the histological changes to those in the 
prostate of the newborn infant. The epithelial acini 
and stroma of the adenomatous nodules show little 
effect of the estrogen, but an abundance of lymphoid 
tissue was noted. All these effects of cestrogenic 
stimulation in man represent, according to Moore and 
McLellan, an intensification of the changes observed 
in the benignly hypertrophied prostate of a man 
not treated with an estrogen. They are also in part 
similar to the effects, first described by de Jongh and 
Kok (1935), of estrogenic stimulation on the prostate 
of the dog. These comprise metaplastic stratification 
not only of the epithelium of the urethra and collecting 
ducts, but also of that of the secretory acini them- 
selves. Petit and his co-workers (1939) have reinvesti- 
gated these changes, and they regard them as suffi- 
ciently similar to those which occur spontaneously in 
man to entitle their report “ réalisation expérimentale 
de l’adénome prostatique.” 


CLINICAL EVIDENCE 


If benign prostatic enlargement is due always or 
sometimes to abnormal cstrogenic stimulation—as 
it undoubtedly is in the case of the dog (Zuckerman 
and Groome 1937)—the primary aim of treatment 
would be the restoration of a normal balance between 
male hormone and cestrogenic hormone.. Numerous 
clinical reports of such treatment have already 
appeared, and some have been discussed in these 
columns. The evidence remains conflicting, but 
it may be worth while to refer to some recent papers 
on the subject, 
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Cuneo (1938) and Jomain (1938), who accept; the 
theory, primarily derived from experiments on 
monkeys, that prostatic adenomata originate from 
the epithelial and fibromuscular tissue of the uterus 
masculinus, report on the treatment of patients with 
testicular extract. They prefer extracts to synthetic 
substances, such as testosterone, for they are not 
convinced that one isolated chemical substance 
possesses the powers of the whole testicular secretion, 
The initial dose given is equivalent to 1-2 g. of the 
gland daily, the effect includes rapid improvement of 
functional disorders, and rectal and urethroscopie 
examination suggests that the prostate becømes 
smaller. Cuneo does not claim that his treatment 
can reduce prostatic hypertrophy, but he believes 
that. prolonged treatment can prevent further 
enlargement, 

Laroche (1937) favours the use of the acetate and 
propionate of testosterone. He apparently secured 
lasting relief from the distressing symptoms of pros- 
tatic hypertrophy, and there were no relapses even 
eight months after cessation of the treatment. He 
gave large doses (40-60 mg. daily of the acetate and 
10-20 mg. of the propionate). He too is uncertain 
about the precise effect of the treatment on the 
prostate, but his further findings (Laroche and 
Bompard 1938) have been confirmed by Laporte 
(1938) and Marcel (1938). All these workers agree 
that the results of treatment with the esters of 
testosterone differ according to the stage of the 
disease. In simple prostatitis a favourable result 
ean almost always be expected. In chronic but 
incomplete retention improvements are frequent 
and great enough to justify this therapy. Distension 
of the bladder presents an almost constant obstacle 
to hormonal action. The evolution of complete and 
permanent. retention, however, is often modified 
by the treatment, which in these cases must usually 
be prolonged and intensive. The French writen 


definitely advise the treatment in inoperable cases — 


and suggest it as a useful postoperative measure 
to prevent further enlargement. General agreement 
with these views has been expressed by Nestmann 
(1939) as well as by Bolend (1939), who, apart from 
reporting considerable symptomatic relief from andro. 
genic therapy, makes observations on the effects of 
such therapy on the prostate itself. He too was 
unable to demonstrate any decrease in the size of 
the organ, but biopsy specimens nevertheless showed 
that while there was an increase in the elandular 
activity of the prostatic acini, there was either no 
change or a decrease in the amount of stroma anda 
reduction in the inflammatory reaction. Cary, m 
two reports on 44 patients (1938, 1939), also records 
considerable success in the symptomatic treatment of 
the disease, and he refers to three other American 
clinical studies, which have not been dealt with in 
this review, and which yielded results similar to his 
own. 

The-.importance attached to the question of the 
effect of male hormone on the tissues of an enlarged 
prostate perhaps lends undue significance to the 
negative observation of Moore and McLellan that 
testosterone propionate (in doses comparable with 
those used by Laroche) had no significant effect a 
the prostatic epithelium or stroma. This observa. 
tion, based on only five cases in which treatment 
was not continued very long, does not invite belie 
that the generally admitted symptomatic relief. whieh 
androgenic treatment provides in prostatic enlarge- 
ment, is due to any immediate change in the prostate. 
A possible explanation of this immediate relief is 
offered by Champy and his co-workers (1937), who 
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point out that retention of urine does not always 
appear to be related to the size of the prostate, and 
that one of the most obvious results of treatment with 
male hormone is the rapid appearance of perivascular 
edema near the verumontanum. They suggest 
that retention is due to an irregular contraction of the 
vesical sphincter, causing the lobes of the prostate 
to be pressed into such a position as to block the 
passage of urine. Relief can be obtained by operating 
on the posterior part of the contracted sphincter, 
and they claim that relaxation of the muscle would 
have the same result. If such relaxation accom- 
panies perivascular codema in this region, an explana- 
tion is offered of the rapid action of male hormone 
in urinary dysfunction. 

Laroche, Simmonet, et al. (1938) also report on the 


general effects of male hormone on elderly men. 


Quantitative tests were made of the effects produced 
by the administration of esters of testosterone on 
subjects suffering merely from senility, and consider- 
able improvement, such as an increase in weight 
and muscular power, was observed, though fatigue 
set in much earlier. There was also some psycho- 
logical improvement in their patients, These results 
were apparently permanent; but since an old 
organism is prone to many frailties that cannot 
be remedied by sex hormones, Laroche points out 
that it is doubtful whether the improvement was for 
the ultimate good of the patient, and for that reason 
he advises caution in rejuvenating treatments. 
Weiss (1939) reports on the beneficial effect of testo- 
sterone propionate on men and women suffering 
from severe and depressing results of endocrine 
derangements, and Joltrain (1938) remarks that the 
acetate of testosterone seems to have a less exciting 
effect on the vegetative nervous system than does the 
propionate. He notes, too, that apart from its relief 
of functional troubles in prostatic hypertrophy, 
testosterone also seems to augment renal permeability. 
He suggests that testosterone associated with strong 
doses of strychnine and, in some cases, of the anterior 
lobe of the pituitary, favourably influences arterial 
spasm. 
COMMENTS 

If the papers reviewed here indicate the present 
position, it is clear that in general the problem of the 
treatment of prostatic hypertrophy has not yet been 
solved Perhaps testosterone is not the only testicular 
hormore but only a part of a necessary chemical 
complex, or perhaps the injected testosterone under- 
goes metabolic changes—a possibility considered 
in our issue of April 22 (p. 948). The variable results 
of the hormone treatment of prostatic hypertrophy 
may be due to these and other factors, but the facts 
observed strongly support the view that prostatic 
hypertrophy is of endocrine origin. 
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MEDICINE AND THE LAW 


Maintenance of a Violent Patient 


THE county-court judge at Barnet last month had 
to adjudicate upon the claim of a nursing-home for 
a fee for a private mental patient whose violence had 
caused the termination of the contract for her main- 
tenance, Dr, H. R. S. Walford, the proprietor of the 
nursing-home, claimed £24 19s. 6d. from Mr, 
Arthur Levy, the patient’s son. This sum repre- 
sented an agreed fee of £12 12s. for a week’s main- 
tenance, £2 2s. for the issue of a temporary certificate 
in connexion with the patient’s removal to another 
home, and the cost of repairing damage done by the 
patient. The plaintiff gave evidence of his having 
agreed (after conversation with her medical attendant) 
to take Mrs. Levy at a fee of £12 12s. a week. The | 
patient was drowsy for the first two days, as though 
under the influence of a sedative. She then became 
violent. She threw a clock through a window, broke ` 
the bedroom furniture against the wall and tore up 
blankets. She was removed to another room and 
caused similar damage there. Dr. Walford then 
telephoned to the patient’s son and said she must be 
moved. Mrs. Levy was taken away after 34 days’ 
residence. She entered another mental home as a 
voluntary patient and was now recovering. ~ 

It was contended for the defendant that he was 
not liable for his mother’s maintenance, that in any 
case he should not be charged for a full week, and 
that the plaintiff, knowing that mental patients may 
become violent, might have taken more efficient 
action to prevent the damage. If this last contention 
means that the patient should have been placed under 
physical restraint or deprived of furniture and 
blankets, it is easy to imagine the complaints which 
the suggested action would have evoked. 

Although the defendant insisted that he had never — 
admitted liability for his mother’s maintenance in 
Dr. Walford’s nursing-home, the judge said there was 
no doubt that the son was liable, although he hoped 
that whatever sum was recoverable would come out 
of the mother’s property. The judge held that the 
proper amount payable for maintenance was £6 6s. 
—namely, half the weekly charge. It was at Dr. 
Walford’s request that Mrs. Levy left the home, 
With regard to the fee for the issue of a certificate, 
the judge apparently disallowed the claim for £2 2e., 
remarking that Dr. Walford had done no more than 
sign his name on a piece of paper. He gave judgment 
for a total of £15 15s. with costs. | 

No disrespect is intended to the justice administered 
in our county courts if two observations of a general 
nature are added. First, had this been the case of an 
ordinary contract for taking in a lodger at a boarding- 
house, the landlady would presumably have been 
entitled to pay for a week, notwithstanding that, 
owing to the unexpected violence of her visitor, she 
had to ask the visitor to leave half-way through the - 
week, Secondly, the law allows, and indeed in many 
cases requires, members of the medical profession to 
sign certificates. All they do, it is true, is to sign 
their name on a piece of paper; but it would be 
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rather a revolutionary decision to deny them a fee 

because the physical action of signing is simple and 

unexacting. | 
Hospital and Inquest Jury 

At a Hampton inquest on a young man who had 
been fatally injured in a traffic accident, the jury 
added to its verdict of ‘‘ accidental death ” the rider 
that a more thorough examination should have been 
made before the deceased was discharged from the 
Richmond Royal Hospital. The patient was radio- 
graphed on admission; no fracture was discerned. 
He was allowed up on the tenth day, and, no untoward 
symptom having shown itself, was permitted to go 
home four days later. He subsequently complained of 
headaches. Post-mortem examination disclosed a 
small fracture at the base of the skull. 

The hospital held an inquiry into the allegation 
contained in the rider and has now issued its reply. 
The reply states that there was no evidence of brain 
injury or fracture ; the patient was carefully watched 
in the full routine of the hospital’s work. There 
was no doubt that death was due to an unusual 
complication of pneumococcal meningitis and not. to 
the brain injury. Death from this cause might have 
occurred without injury at any time; it was unlikely 
that any specific treatment could have prevented it. 
The reply adds that it was most unfortunate that 
neither the resident medical officer nor the honorary 
surgeon was called to give evidence at the inquest. 
The hospital may well be entitled to assert its strong 
impression that, if such evidence had been available, 
the criticisms would not have been made. 


A Problem of Chiropractic 


A test case has failed to furnish an answer to the 
question whether chiropractic is legal or illegal in 
the island of Trinidad. Interesting judgments in the 
local court of appeal allowed the chiropractor’s appeal 
against a magisterial penalty but left the main issue 
undecided. 

Joseph Ferreira conducted a chiropractic clinic. 
Ferdinand da Costa consulted him as a chiropractor ; 
he described his symptoms (a feeling of sickness and 
pains in the chest and back); Ferreira stripped him 
to the waist, applied an instrument called a patho- 
neurometer, diagnosed a disarrangement of the spinal 
column requiring adjustment, placed the patient on a 
bed, manipulated his body, weighed him and pre- 
scribed a diet of milk and greens. Asked about his 
fee, Ferreira said it was 3 dollars the first time and 
1 dollar for future occasions. The patient was told 
to come back on the following Friday. Ferreira was 
convicted under section 54 (1) of the Medical Board 
Ordinance of Trinidad. The section says that “ Any 
person, not being a member of the Board, who shall 
practise medicine or surgery or perform any surgical 
operation or give any medical opinion or advice or 
prescribe any medical or surgical treatment within 
the colony, in respect of which he shall demand or 
receive any fee... shall be liable to a penalty.” The 
first question for the court was whether da Costa’s 
single visit justified a finding that Ferreira was prac- 
tising medicine. All three judges in the court of 
appeal thought that there was insufficient evidence. 
The examination and treatment of a single patient 
on a single occasion did not amount to “ practice ” ; 
to constitute the offence of “ practising ” there must 
be evidence of a repeated course of conduct; one 
instance of such conduct was not enough. There was 
some authority in the English law reports in favour 
of this view. In Apothecaries Co. v. Jones (1893) the 
defendant was summoned under the Act of 1815 
whereby anyone who should “act or practise as an 
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apothecary °? without a certificate was liable to a 
penalty for every such offence. Jones gave medical 
advice and medicine to three persons at different 
times on the same day; ought he to pay three 
penalties or only one? Baron Pollock said that the 
words “act or practise as an apothecary ” were 
directed against an habitual or continuous course of 
conduct and not against an individual act. The 
court held that only one penalty could be exacted. 
On the second question in the Trinidad case the 
judges disagreed. Ferreira was charged with having 
practised medicine and demanded a fee for it when 
he was not a member of the medical board. But is 
chiropractic treatment to be regarded as the practice 
of medicine ? The witness da Costa admitted that he 
was aware that, in going for treatment to a chiro. 
practor, he was going to “something new.” Did 
“ practising medicine’? mean practising the art of 
healing in accordance with the principles and practice 
prevailing among physicians and surgeons? Or did 
it include practising the art of healing by any methods 
whatever—for example, faith-healing? The Chief 
Justice of Trinidad, in a minority judgment, pointed 
out that neither the magistrate nor the cout of 
appeal could have any judicial knowledge of such 
technical matters as the work of a chiropractor; 
nor ought they, on the evidence in Ferreira’s case, to 
draw any inference adverse to him. The Chief 
Justice dwelt on the words in section 54 (1) already 
quoted—“‘ practise medicine or surgery or perform 
alry surgical operation or prescribe any medical or 
surgical treatment.” Medicine, he thought, was here 
to be construed as separate from surgery ; practising 
medicine must be construed as meaning the practice 
of the art of healing in accordance with the principles 
and methods used by registered practitioners, The 
Chief Justice seems to have inclined towards this view 
because he regarded section 54 as “‘ primarily aimed 
at the protection of registered practitioners against 
monetary competition by those who practise the art 
of healing in the same or similar manner as registered 
practitioners do themselves.” His two colleagues on 
the bench did not agree with him here. They regarded 
Ferreira’s treatment of da Costa as something which, 
if repeated, would have justified the magistrate i 
convicting Ferreira of medical practice contrary to 
section 54. The two judges forming the majority said 
that the essence of the transaction was that Ferreira 
purported to diagnose, prescribe for, and treat 
da Costa with the object of curing the ailments com- 
plained of. Where this was proved, the authorities 
clearly showed that the inference might be drawn 
that these acts indicated medical practice and it was 
immaterial that the technique or methods employed 
were not those which orthodox medical men would 
use. The diagnosis, advice, and prescribing of treat- 
ment indicated the practice óf medicine ; it did not 
matter whether the treatment prescribed was medical, 
surgical, osteopathic or chiropractic, massage or 
dental. This point is one which has been before the 
courts in England. Under section 32 of the Medical 
Act of 1858 persons cannot recover in the law-courts 
a fee “for any medical or surgical advice or attendance, 
or for the performance of any operation or for any 
medicine . . . prescribed and supplied ” unless they 
prove that they are registered under the act. In 
Hall v. Trotter (1921) an osteopath sued for fees for 
“ manipulative treatment of the tissues of the body.” 
If this was the performance of an operation, the 
osteopath could not recover a fee. Horridge, J., held 
that it was not the performance of an operation; 
Shearman, J., said that the osteopath had not give! 
any advice ; she had merely used her acquired know: 
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ledge of anatomy to help her to decide the part of. 
the body to which she should apply the treatment 
which she had been specifically called in to give. 
This decision was necessarily followed in Macnaghten 
v. Douglas in 1927. The plaintiff, a doctor of osteo- 
pathy of America, possessing no British medical 
degree, sued for 30 guineas, including 3 guineas for a 
“ consultation.” The county court judge stopped the 
case on the ground that the claim was barred by 
section 32. On appeal Acton and Talbot, JJ., felt 
obliged to send the case back to the county court in 
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the light of Hall v. Trotter. They seem to have had 
their misgivings. Physicians and surgeons will 
probably share them. How could Mr. Justice 
Horridge say that “ manipulative treatment of the 
tissues of the body ” was not the performance of an 
operation? Is there no operation without a knife ? 
Are we still in the age of the barber-surgeons? How 
could he say further that the osteopath had not given 
advice? And how could Mr. Justice Shearman say 
that the osteopath had not given ‘ medical or surgical 
advice” or “attendance ” ? 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM PETER QUINCE 


II 


IN pulmonary tuberculosis it is well established that 
psychological distress prepares the soil for the tuber- 
culous seed: witness the incidence of this disease 
in young adulthood, a time when the physical body 
is at its prime but when the emotional disturbances 
are at their fiercest. The frequency with which 
pulmonary tuberculosis follows hard on the heels of 
a broken engagement, or develops during an engage- 
ment which ought never to have been entered, seems 
to be more than mere coincidence would warrant. 
Equally commonplace is the tuberculous patient 
who, faced with the prospect of returning to an 
intolerable home life, fails to respond to all forms of 
treatment. Quite a few patients, too, admit to hav- 
ing received the diagnosis of their case with a bewilder- 
ing and almost impious feeling of relief. Taxed 
further, they will explain that it was not relief that 
the trouble was not more malignant, or that the 
diagnosis marked the end of their uncertainty, but 
rather a feeling of ‘ Well, at any rate this is going 
to make a difference,” tinged with expectancy. 
Such a patient is well on the road to self-knowledge 
and if he proceeds further and asks himself ‘‘ From 
what circumstances am I glad to escape ? ” he may 
be able to decide which must be altered for future 
harmony—the circumstances or his attitude towards 


them, 
* * k 


Others have the greatest difficulty in accepting the 
diagnosis of their trouble. This seems particularly 
true of athletes and Tough Guys. To them the 
prodromal symptoms of malaise and lassitude con- 
veyed merely that they were “out of training,” 
and the athletes went on playing rugger and squash 
until they were literally blue in the face, while the 
Tough Guys tried to snap out of it with more and 
more alcohol, with much the same result—until a 
hemoptysis red-flagged their Gadarene careers. 
When diagnosed, the same compensatory mechanism 
which forced them to become athletes (and/or Tough 
Guys) often forces them to resist the whole significance 
of the situation. (This can’t possibly happen to ME 

. I am different from other people. . . .) It is 
sometimes several weeks before the patient will 
consciously acknowledge to himself that he has 
tuberculosis: indeed, he is nervous lest he catch 
it from other patients who visit him. And when he 
does grudgingly acknowledge it, it is not a serious 
disease for HIM: just a slight touch, to be thrown 
off in no time. Such a patient will always he trying 
to prove to his own satisfaction that he is not as ill 


as all that, by breaking out into extravagant exertions 
over and above those appropriate for his condition. 

When the athlete comes soberly to accept the situa- 
tion he will do well: not, it is to be feared, because his 
bodily organs are better than the next man’s, but 
because the habit of self-discipline which, develops 
with athleticism is ingrained and will stand him in 
good stead. The Tough Guy whose façade was but 
armour-plating around childlike softness has not 
got those inner resources and is apt to fare ill. 


* * x 


Time is notoriously a Great Healer in cases of 
emotional maladjustment. The period of retreat in 
a sanatorium brings about changes in both the inner 
and outer lives of many patients. The married 
man who was finding being engaged simultaneously 
to three different girls rather too wearing not only 
escapes a trying situation by developing tuberculosis 
but he gains leisured detachment from which to 
survey his life and determine what he is really seeking 
meanwhile with luck the situation will clear itself 
up without his participation in some very disagreeable 
scenes being necessary. Such a patient, I remember, 
when. his tuberculosis showed signs of resolving 
before heé was ready to face his world, proceeded to 
throw classical ‘textbook’ conversion-hysterias : 
it was they that gave the show away. 


* * è 


The most hopeless case is the one who exhibits 
what I call the ‘‘ Dornford Yates syndrome.” She 
(and it’s nearly always a she) really believes that 
somewhere round the corner there exists such a world 
as that gifted writer portrays in his delirious fan- 
tasies: a world where women are worshipped from 
the crowns of their heads to their glittering insteps 
by clean-limbed, leisured sportsmen with a taste 
for witty philandering, where every lawn is centuries 
old and every car a Rolls. It is a make-believe 
world we create whenever we put on evening dress 
and smoke cigars and behave a little above ourselves ; 
but most of us accept the twopenny bus-ride back 
to reality with something like relief. 

The “ D.Y.S.”’ not only believes it exists, but that 
it is her rightful kingdom from which she is exiled 
for having been born to the wrong parents or having 
married the wrong husband. Cinderella’s Prince 
Charming does not live up to premarital sample. 
Disabling illness of any kind provides an escape 
from reality in to a world which matches her fantasy. 
On her admission to a nursing-home or sanatorium 
she enters her kingdom—or should I say Queendom ? 
Enthroned in bed she gains the power and the glory 
about which hitherto she has only been able to dream. 
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Meticulous service she exacts from all who attend her, 
rewarding here with a gracious word, reproving 
there with queenly displeasure. Visitors, inquiries, 
gifts of flowers and exciting negligées all heighten 
the illusion. 
other patients is, of course, rationalised. ‘‘ The 
other patients dislike me, my dear, simply because 
the doctors make rather a favourite of me,” confided 
a Queen Me to a newcomer (who went to the trouble of 
ascertaining if it were true !)—‘‘I have never been 
so neglected in my life,” she once snapped at a goggling 
floor-maid, and added, skilfully avoiding under- 
statement, ‘“‘ But then at home I had seven servants ” 
—-‘* Really, mum, would that be altogether or one 
after another?” innocently asked the floor-maid ; 
' and was reported for impertinence, 

Reality has an uncomfortable way of breaking 
through the best fantasies, and when it does the 
time has come to move to another establishment, 
bearing horrific tales of the shortcomings of the last 
one which forced the patient to abdicate, 

Now the striking feature about cases of this kind 
is not that the disease runs a sluggish and protracted 
course, but that all attempts at adjuvant treatment 
seem doomed to meet with failure, Artificial 
pneumothoraces prove unselective; section of 
adhesions fail to close cavities; sanocrysin therapy 
provokes forbidding constitutional reactions. A 
malign Fate seems at work. A dramatic improve- 
ment once occurred when a husband’s interest was 
found to be straying elsewhere. ... But it might 
equally well have caused a dramatic decline, so it 
is not to be advocated. She is after all the victim 
of a disorder more intractable even than her tuber- 
culosis, which is in comparison only a stage-property. 
She is perfectly adjusted to Being an Invalid, so why 
should she get well f 

* * 

Happily there are ae patients whose emotional 
troubles are not so deep-rooted and who do not 
require such a spiritual bouleversement for adjust- 
ment to reality as the “ D.Y.S.” would. How can 
they be helped? Should the kind physician sit 
tight on the bank and hope that Time alone will 
work the miracle ? Or should he flounder into the dark 


waters with some sketchy notion of life-saving ? . 


Some of us indifferent swimmers feel that we can 
only prove a further embarrassment to those already 
in difficulties. Most of us when we dive into these 
depths are apt to lose our sense of direction and 
emerge in panic, having stirred up more mud than 
we thought could possibly exist. 


There are times when to run along the towpath | 


uttering encouraging noises is good therapy, but 
there are also times when we must lend a hand. And 
don’t we hate having to do it ! Hang it all, we argue, 
it is a job for a professional. However there is no 
fully trained psychotherapist at hand, and if there 
were the patient couldn’t afford a series of interviews 
at three guineas a crack ; there are no elderly, saintly, 
unshockable clergy in the neighbourhood, and the 
patient doesn’t hold with this Oxford Group business. 
You have got to be the father-confessor and mediator 


and you realise with a sinking heart that your relation- . 


ship to that patient is going to change and get 
completely out of control and to lead you know not 
whither: and further that you are as not 
qualified for the job. 

* * 


The whole a is fraught with difficulty. 
Your specialist in psychological disorders sees the 
patient about his affairs in a certain place and at a 
certain time, and the patient can steel himself for 


GRAINS AND SCRUPLES 


Her rapid unpopularity among the. 


[JUNE 10, 1939 


these interviews which are invested with an element 
of ritual. The physician is Confessor, detached and 
superhuman. Such a relationship in matters spiritual 
is difficult enough between a patient and his general 
practitioner whom he may regularly beat at golf: 

with his Sanatorium Physician it is wellnigh 
impossible, They see too much of each other, 
running into each other as they do at every turn in 
the day’s routine. Nobody wants to meet at break- 
fast-time the man to whom he confessed overnight 
that he still masturbates. In fact it is embarrassing 
to both parties—unless they are both ardent Oxford 
Groupers who vied with each other in confession, 

in which case presumably they just go on where 
they left off.... 

Personally I would rather confess to a saint than 
to a fellow sinner ; just as I would rather not compete 
in a Hernia Show, but would prefer to take my 
modest little affair (if I had one) to someone who 
understood it and could rid me of it. Finding that 
other people were just as bad as I would reassure me 
that I wasn’t so worthless perhaps and might help 
me to lift my head again ; but a saint who understood 
my evil could raise me to the stars. 

$ * * 


That is the real trouble—we are not saints. “ Thank 
God,” did I hear a gentleman with his fost. on the 
window-sill murmur? My dear Sir, are we agreed 
about our definition of a saint ? 

A saint, I submit, is one who accepts evil as a 
pathological process with no moral itch to heave a 
brick. Man’s blackest cruelties (from the very 
thought of which we recoil sickened) quicken in him 
the same compassion, interest, and desire to heal 
that we feel when confronted with a filthy fungating 
carcinoma of the breast (from which the untraine d 
layman would recoil with averted gaze). 

So it looks as if “ sainthood ” might be merely a 
matter of training—self-training—and experience, 
And why not? It is perfectly natural for a medical 
student to find the theatre overwhelmingly stuffy at 
his first operation. . 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
MAY 27, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1694 ; diphtheria, 132 ; entene fev er, 
25 (28 “ expected ”); pneumonia (primary or influ- 
enzal), 794 ; puerperal pyrexia, 196; cerebrospinal 
fever, 31; acute poliomyelitis, 5; acute polio- 
encephalitis, 3; encephalitis lethargica, 1; relapsing 
fever, 1 (Newcastle-under-Lyme); dysentery, 33: 
ophthalmia neonatorum, 105. No case of cholera, 
plague or typhus fever was notified during the week, 

The number of cases in the Infectious Hospitals of the London 
County Council on June 2 was 3001, which included: Scarlet, 
fever, 667; diphtheria, 579 (carriers, 20); measles, 5: 
whooping-cough, 991 ; pue eorpore. ee 15 mothers (plus 9 
bevise); ; encephalitis Sinani 804; poliomyelitis, 4. 

At Margaret's Hospital t ore were 27 babies (plus 14 
mothers) with ophthalmia neonatorum. 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox or enteric fever, 
2 (0) from measles, 3 (0) from scarlet fever, 21 (4) 
from whooping-cough, 18 (2) from diphtheria, 36 (8) 
from diarrhea and enteritis under two years, and 
29 (4) from influenza. The figures in parentheses 
are those for London itself. 

Bradford, West Harepan ee and Bristol each 
reported 2 deaths from whooping-cough. Fatal cases of diph- 
theria were scattered over 16 great towns, Liverpool reporting 2, 
Birmingham had 6 deaths from diarrhea, Liverpool 3 
The number of stillbirths notified during the week 
was 283 (corresponding to a rate of 42 per 1000 total 
births), including 43 in London. 
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LETTERS TO 


INFECTIOUS PRACTITIONERS 


Sir,—I should be interested to hear opinions 
from some of your readers on the ethical position of 
a medical or dental practitioner who knowingly 
allows his patients to catch influenza from him. A 
fortnight ago I went to a dentist. After some ten 
minutes he said casually, ‘““Do you recommend 
fortitude to your patients? I went to bed with a 
temperature of 102° last night—’flu, I suppose— 
but I don’t give in to these things, I’m not going to 
have three days in bed.” 

I imagine that no patient could escape catching his 
disease ; I am not susceptible to influenza and have 
never caught it in the ordinary course of my practice. 
I certainly caught it from this man and had to put 
off my patients, both out of duty to them and because 
I was not physically or mentally fit to treat them. 
A. week later, when otherwise fitter, I lost my voice, 
which involved a second period of sick-leave. Apart 
from my own suffering, this dentist deliberately 
caused me an appreciable loss of revenue, for which 
I probably have a right of action against him at law. 

What I should like to ascertain is the consensus 
of medical and dental opinion about such conduct. 
I cannot imagine the Dental Board recommending 
the erasure of this dentist’s name from the register 
for infamous or disgraceful conduct in a professional 
respect. It seems to me, however, that to subject 
his patients to a risk that is almost a certainty of 
infection by an incapacitating and sometimes danger- 
ous illness is conduct disgraceful in a person who is 
licensed by the state to practise a form of scientific 
therapy. I am, Sir, yours faithfully, 

Wimpole Street, W.1, June 2. PHYSICIAN, 


SEX-INCIDENCE OF CANCER OF THE STOMACH 


Srr,—I regret that Dr. Baron Russell should have 
misunderstood the statistics (quoted in my lecture 
on cancer of the alimentary tract published in your 
issue of March 11), which lead to the conclusion that the 
incidence of carcinoma of the stomach is as great in 
women as in men when allowance is made for the 
cancer-susceptible women in whom the disease 
attacks the breast and uterus, I shall summarise the 
statistics once again in the hope that they will become 
as convincing to him as they are to me, I should also 
like to draw his attention to the illuminating discussion 
of the question by Dr. W. Cramer in his paper on 
the Prevention of Cancer (Lancet, 1934, 1, 1). 

1. Official statistics show that the total incidence 
of cancer is approximately the same in all countries, 
all classes and both sexes, 

2. According to the Registrar-General’s annual 
statistical survey for 1935 the stomach accounted 
for 16-6 per cent. of the females and 22:5 per cent. 
of the males dying from cancer in Great Britain. The 
same survey shows that the stomach is involved in 
24-9 per cent. of the female deaths from cancer when 
the deaths from cancer of the breast and uterus are 
deducted from the total. This figure closely approxi- 
mates to that for the male deaths from cancer of the 
stomach (22-5 per cent.). 

3. The official Swedish figures give similar results, 
although the frequency of carcinoma of the stomach 
compared with carcinoma in other parts of the body 
is much higher in Sweden than in Great Britain, the 
total incidence of cancer being the same in both 
countries. Thus cancer of the stomach accounts for 
45 per cent, of male deaths and 30 per cent. of female 
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deaths from cancer, but if cancer of the breast and 
uterus are excluded the latter figure rises to 47 per cent. 
4. The combined statistics from New Lodge Clinic 
and Ruthin Castle show that, although carcinoma of 
the stomach occurred in nearly three times as many 
men as women, the stomach was involved in 40 per 
cent. of 160 men and in 38 per cent. (or almost 
exactly the same proportion) of 58 women suffering 
from cancer of the alimentary tract and pancreas. 
I an, Sir, yours faithfully, 
ARTHUR F. HURST. 
New Lodge Clinic, Windsor Forest, June 2. 


THE PULMONARY EMBOLUS 


Sır —Pulmonary embolism is of such vital and 
universal importance that every surgeon who has 
studied your last issue must be grateful for the fresh 
approach to the subject which the articles in it show, 
and the information which they contain. 

As one who can pretend to no greater interest in 
the subject than must be felt by every practising 
surgeon, I feel some hesitation in suggesting that 
there is yet another standpoint from which it may 
be viewed. Your leading article states that ‘the 
main hope of reducing the mortality lies in preventing 
the thrombosis.” I think a closer examination of this 
statement is required. A very limited personal 
investigation which I carried out some years ago, on 
lines which were suggested to me by familiarity with 
the work of Mr, Julian Taylor, showed the presence 
of ante-mortem venous thrombi in a very large 
proportion of patients dying of both medical and 
surgical diseases, The details of the investigation are 


out of place in this letter but in essentials it consisted 


of a painstaking search for ante-mortem thrombi in 
the veins of the calf muscles on one side only in 20 
unselected post-mortems. I found such thrombi in 
no less than 6 cases, 3 medical and 3 surgical; a total 
incidence of 30 per cent. Taking into consideration 
the limited nature of the search it is a fair assumption 
that the actual incidence of venous thrombi in the 
few weeks preceding death is several times greater 
than this figure, and unless the veins of the calf 
suffer from a special propensity to the condition its 
incidence must be something approaching 100 per 
cent. If this is so a treatment which prevents the 
formation of venous thrombi must be something of a 
very revolutionary nature and I wish to suggest 
that our attention may be much more usefully 
directed to the prevention of increase in size of the 
clot once it has formed. 

Those who have had opportunity to observe closely 
the postoperative course of surgical cases know that 
the clinical picture produced by a small pulmonary 
embolus is anything but dramatic, and the statistics 
quoted by Belt suggest that many emboli are actually 
symptomless. Pilcher’s work emphasises that emboli 
are only dangerous to life when they have grown to a 
size which makes obstruction of the pulmonary artery 
a possibility. 

It appears to me that these observations have a 
most important bearing on attempts at prevention of - 
serious and fatal pulmonary embolism by the use of 
anticoagulants, a subject which has an entirely new 
interest since heparin has been isolated and produced 
on a scale which makes it a practical therapeutic 
agent. A proper trial of heparin in surgical practice 
can only be made if the method of administration is 
such that it can be used as a routine in a very large 
number of unselected cases. Administration which 
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begins in the preoperative period and extends over 
the actual time of the operation introduces difficulties 
and risks to which few surgeons care to expose 
routine cases; hence the treatment is commonly 
applied only to those patients who are thought on 
clinical grounds to be particularly liable to the com- 
plication of dangerous embolism. As your leading 
article suggests, records of such cases are practically 
valueless in judging the efficacy of an agent designed 
to prevent a complication which occurs so rarely and 
irregularly. 

I write this letter in order to suggest that full 
clinical trials of heparin administered as a routine 
during the postoperative or clot-growing period 
should be seriously considered—not with a view to 
preventing the formation of small mural thrombi, but 
in order that they may not reach the size at which 
they become a danger to life. 

I am, Sir, yours faithfully, 
Harley Street, W.1, June 5. A. J. GARDHAM, - 


THE FUTURE OF PSYCHOTHERAPY 


Sır, —Your report of the annual meeting of the 
Tavistock Clinic (May 20, p. 1171) causes one to reflect 
upon the present state of psychotherapy and to 
inquire whether the profession in its present form 
will ever be able to deal adequately with the psycho- 
neurotic illnesses, 

The facts of the situation are well known, In 
every section of the community chronic neurotic 
illness abounds and claims as its victims many who 
would respond to early intensive psychotherapy. Yet 
despite the seriousness of the situation, no adequate 
attempt has been made to provide treatment for 
patients suffering from such conditions, and the 
majority of neurotic patients receive little or no 
specific treatment, owing partly to the small number 
of practitioners equipped to give such treatment and 
partly to the insufficient hospital accommodation 
available. Even in London, where psychotherapy is 
more actively practised than anywhere else in the 
country; a hospital patient often has to wait six 
months before treatment can be commenced. 

Such is our problem. It is a problem the solution 
of which is inherently difficult, for one of the basic 
principles of the profession proves inadequate when 
the psychoneuroses have to be dealt with. This 
principle is that the specialist treats his poorer 
patients either freely or for modified rates of remunera- 
tion, while his richer patients provide the greater 
part of his income, Hitherto this arrangement has 
worked moderately well for it has been possible for 
the practitioner to treat a large number of poor 
patients, while depending for his income on a small 
number of richer ones. Psychotherapy, however, is 
peculiar among the branches of medicine in that the 
number of patients a practitioner can see is very 
much smaller than in any other specialty. If psycho- 
therapists are going to make adequate incomes from 
private patients it means that many poor patients 
will be left untreated owing to the exigencies of time. 
At present, psychotherapists will only be forthcoming 
when they can be assured of a fairly safe livelihood in 
the specialty, but if there yet remain large numbers of 
untreated neurotic patients, surely it is our duty to 
find ways and means of providing them with the 
‘necessary treatment. 

The British Medical Association meets the situation 
by the retrograde step of recognising lay people who 
have taken a two-year course in psychotherapy. But 
such action is dangerous. The clergy, upon whom 
the council of the B.M.A. especially smiles, are, as a 
body, particularly unsuited to be psychotherapists ; 
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for a more inhibited, repressed group of people it 
would be difficult to find. The fact that most of 
them fervently believe in the Pauline antithesis of 
the Flesh and the Spirit is enough to preclude adequate 
psychotherapy on their part. 

The suggestion made in your issue of April 15 
(p. 822), and at the annual meeting of the Tavistock 
Clinic, that psychological treatment should be 
scheduled as an approved benefit represents a 
valuable step in the right direction, but it would not 
take us nearly far enough. The more one ponders 
the fate of our neurotic patients, the more one realises 
that only within some form of State medical service 
will they be able to obtain adequate treatment ; for 
only under such a service will it be possible to train 
a sufficiently large number of psychotherapists who 
can give their undivided attention to their patients, 
untroubled by the need of making the rich pay 
for the poor. 

Critics of socialised medicine may justly point out 
that little advantage has been taken by local 
authorities of the provisions of the Mental Treatment 
Act, 1930, by which they may set up outpatient 
clinics for psychological treatment. It is also true, how- 
ever, that such efforts of the local authorities are, with 
a few notable exceptions, almost the only ones which 
have been made, and that without them the neurotic 
patient would be even worse off than he is today, 
Unfortunately the mere mention of a State medical 
service is sufficient to rouse our antagonism ; and yet 
surely the criterion by which we should judge any 
form our profession may take is its ability to look 
after the welfare of our patients, Today the majority 
of neurotic patients are being left untreated. This 
cannot continue indefinitely ; for unless the present 
system can be adapted to solve the problem, forces 
outside the profession will find a solution for us, 

I am, Sir, yours faithfully, 
| A. M. SPENCER, 
Banstead Hospital, Sutton, Surrey, May 27. 


INFANTILE DIARRHG@A 


Srr,—I have been much interested in Dr. Smellie’s 
Ingleby lectures and in his analysis of 500 cases 
of infantile diarrhea which appeared in your issue 
of April 29. It is quite true, as he points out, that 
we are not so much concerned with summer diarrhea 
as with cases of diarrhea and vomiting at any time of 
year, There is great difficulty sometimes in discover. 
ing the cause of this condition and I agree with him 
when he says that, “the relationship between 
infantile diarrhea and parenteral infection has not 
yet been elucidated ; it is suggested that sometimes 
this infection is the cause, but sometimes it is the 
consequence.” In my work for the public-health 
authority in the homes of North Kensington I oan 
say that parenteral infection is more often a oon- 
sequence than a cause of infantile diarrhea, and that 
dietetic errors are still responsible for a considerable 
proportion of the cases, and that if these are not 
promptly dealt with in the home the child’s resisting 
powers to all forms of infection is soon lowered, 

I started this work fourteen years ago as a prophy- 
lactic measure and particularly to prevent these 
cases being sent to hospital, Directly they have been 
notified, or even before notification, the district 
nurse Visits the child and stops all food for 24 hours 
and orders half-normal saline to be given by the 
mouth ; a baby three months old, if allowed to drink 
as much as it wants, will consume one pint of fiuid in 
24 hours. The next day Horlick’s malted milk is riven 
—three teaspoonfuls to three ounces of water every 
three hours—and in this manner about 270 calories 


by the mouth. 
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are absorbed per diem. The nurse also washes 
out the bowel with normal saline once a day while 
the diarrhea goes on. No drugs are given to stop 
the diarrhea in acute cases. After five or ten days, 
if the child is going on well, one teaspoonful of Cow 
and Gate half-cream is added to the malted milk, 
and if no vomiting occurs in two days’ time another 
teaspoonful of dried milk is added. Every two days 
more dried milk is added and the malted milk 


diminished until a normal diet is attained; but 


extreme caution is necessary in increasing the 
quantities of dried milk, and small feeds have often 


to be given for a long period until the intestinal tract ` 


becomes normal. 

In the case of breast-fed infants suffering from 
diarrhea and vomiting the breast milk is stopped 
for 24 hours and the child is given half-normal saline 
The bowel is not washed out in these 
cases, The next day the breast is given as usual and 
if the diarrhea continues a dose of bismuth and 
chalk is given between the feeds three times a day. 
I have never found it necessary to stop breast-feeding ; 
even in cases where blood and mucus was passed 
with the motions and the child screamed during the 
night doses of bismuth four times a day have always 
cured this condition. The only death that occurred 


in a breast-fed infant was in a child two months 


old who died from otitis media. 

During the past year the nurses attended 127 cases, 
of which 30 were severe, Only 2 died out of 17 
sent to hospital. There were 63 deaths in the 
borough from enteritis. Since 1924 the nurses have 
attended 1478 cases in their homes and the total 
number of deaths among these was 52, making a 
case-mortality of 3-5 per cent. 

Infantile diarrhoea is infective only to infants of 
about the same age. This accounts for the good 
results obtained when the child is treated at home 
even when suffering from parenteral infection and it 
also accounts for the bad results seen in hospital 
wards filled with children of the same age. I often 
hear it said that a child suffering from enteritis 
should be removed from its dirty surroundings, but 
my results prove that this is quite a mistaken idea. 
I have never sent an enteritis child into ‘hospital 
unless it was absolutely necessary as in the case of 
toxic vomiting. To send a child early into hospital 
is very bad practice and only tends to increase the 
already unnecessarily high death-rate from enteritis. 

I am much interested in Dr. Smellie’s figures of 
‘“ 375 infants under the age of nine months only 
154, or 41 per cent., had been breast-fed for a 
month or more. The mortality-rate in this group 
was 25:9 per cent., which contrasts with a mortality- 
rate of 76-6 per cent. in those who had never been 
breast-fed. Thus, although there was not a great 
deal of difference in the incidence of gastro-enteritis 
in partially breast-fed and in entirely artificially 
fed infants, the mortality-rate in the latter group 
was more than three times greater than in the former.” 
I find it makes a difference in the rapidity in which 
a child recovers from his attack of enteritis whether 
he has been breast-fed or not for any period previous 
to his attack. 

Finally, I should like to refer to the 90 infants who 
developed signs of parenteral infection after admission. 
to hospital. Of these 65 died, giving a death-rate 
of 72-2 per cent. After this tragic record of infection 
in hospitals it is refreshing to hear that the new 
babies’ block of the Birmingham Children’s Hospital 
is being equipped with small cubicles in which each 
infant will be isolated and the nursing and other 
arrangements have been designed to prevent all 
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extraneous infection or cross-infection among the 
babies in the hospital. I have found that the 


examination of the stools bacteriologically has not 


been very helpful. The report in some of the worst 
cases is invariably that no pathogenic organism is 
present, except in the case of dysentery ; but Sonne 
dysentery can usually be diagnosed clinically except 
in the case of carriers, 

I feel certain that if the profession would face this 
problem with determination and treat these cases in 
their homes the death-rate from enteritis from what- 
ever cause would rapidly diminish. 

I an, Sir, yours faithfully, 

Kensington, June 2. _ RONALD CARTER. 


SUNSHINE AND MENINGITIS 


Sir,—Dr. N. L. Corkill in your issue of May 27, 
from his experience of epidemics of meningococcal 
meningitis in the Sudan, suggests that the relevant 
climatic factor initiating these epidemics is the 
“ seasonal advent of heavy ultraviolet irradiation.” 

In the summers of 1934 and 1935 I saw several | 
cases in hospital and private practice, of simple 
serous meningitis (acute aseptic meningitis), in which 
there seemed to me a clear history of excessive 
exposure to sunlight. I was so impressed by this 
that I wrote to two experts in tropical diseases to 
ask them if a meningeal reaction was characteristic 
of sunstroke. They both replied that it was not, 
either clinically or at post mortem, My enthusiasm 
for my theory was weakened, but it was not com- 
pletely dashed, and I discovered in the literature of 
this benign form of meningitis that there was a large 
epidemic in France in the summer of 1910—the hottest 
of pre-war summers. In the last three years I have 
not seen any cases and from what my friends tell me 
there have been few. The last three summers have 
been sadly lacking in heavy ultraviolet irradiation so 
that my theory has been forgotten, even by myself, 

I hope some young man who has a turn for 
statistical inquiry, and is looking for a subject for 
research, may one day prove to ardent sun-bathers 
that it is possible to have too much, even of a good 
thing, I am, Sir, yours faithfully, 

Derby, June 5. Doucitas HUBBLE. 


DAYLIGHTING STANDARDS IN WORKSHOPS 


Sim,—I was much interested to see Mr. G. B. J. 
Athoe’s letter in THE Lancet of May 20. When the 
Shops Act was under consideration I was concerned 
with the question of natural daylight for shops. The 
complete absence of any standard was a difficulty ; 
but one could have worked to an empirical and 
ordinarily reasonable standard, at any rate to start 
with. There is apparently little incontrovertible 
evidence that natural daylight is essential to man, 
although that would appear to be mere common sense, 
and much good has been done in other directions 
without waiting for complete scientific proof of the 
necessities. However, the main difficulty was that 
in the Shops Act the mere establishment of a 
standard would have been sufficient legally to put 
one completely out of court in trying to secure 
improvement in this direction. This is a truly 
Gilbertian position which should be altered as soon as 
possible, The new Factory Act envisages the possi- 
bility of setting standards for the lighting of factories 
and workshops, and similar steps should be taken for 
shops in which large numbers of people are employed. 

I am, Sir, yours faithfully, 
V. F. Sooramt, 


May 31. M.O.H. and S.M.O., Norwich. 
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STORED BLOOD 


Srr,—Various methods have been advocated for 
the storage of human blood, for use in transfusion, 
We have, in this department, made comparative tests 
of some of these methods in collaboration with Drs. S. N. 
Farmer and M. E. Yuill. So far our experiments are few 
in number, and the results no more than suggestive ; 
but, in view of the interest at present attached to the 
matter, we feel that even in this form they may be 
of value to your readers. 

The principal questions to which answers have 
been sought are (a) how is the normal oxygen- 
capacity of the blood best preserved; (b), what are 
the most favourable conditions for preventing hæmo- 
lysis; and (c) can the bactericidal power of stored 
blood be artificially maintained, or even augmented ? 
In addition certain other miscellaneous observations 
have been made on changes in blood during storage. 

In ‘so far as the first two questions are concerned 
the chief conditions varied have been (1) state of 
oxygenation and (2) nature and amount of anti- 
coagulant solution employed. The experiments have 
been carried out on blood obtained from eight normal 
volunteers and the maximum duration of storage has 
been 27 days; the temperature of storage has been 
about 2° C. throughout. Each sample of about 
400 c.cm. of blood was drawn into the appropriate 
anticoagulant fluid and an aliquot portion was trans- 
ferred to a 1/3 pint milk bottle fitted with an arrange- 
ment which permitted storage under 15 lb. pressure 
of nitrogen and periodic sampling without opening 
the bottle; the remainder of the blood was fully 
oxygenated and stored similarly under 15 Ib. pressure 
of oxygen. With one exception, the sub-samples 
of blood remained sterile throughout all the 
experiments. 

The main conclusions from the chemical study are 
as follows. (1) In order to prevent delayed formation 
of small clots the final concentration of citrate in the 
stored blood should be 0-35 per cent. (2) The state 
of oxygenation makes little or no difference to the 
keeping qualities of blood ; oxygen-capacity has been 
well maintained in all samples. (3) Dilution is highly 
advantageous in delaying hemolysis. (4) We can 
observe no improvement on addition of magnesium 
sulphate and potassium chloride to the anticoagulant 
solution as in “J.H.T.”; there is a suggestion that 
addition of glucose to 0-1 per cent. final concentra- 
tion may delay hemolysis somewhat, but we do not 
regard this point as securely established. 

No significant effect of any of the variations in 
conditions has been observed on the viscosity or 
plasma pH of the stored blood, nor has the fragility 
of the erythrocytes towards mechanical shaking been 
affected by the mode of storage. The citrate content 
has shown no diminution. The possibility of the 
liberation of vasodilator substances from the blood 
during storage has been considered; we have not 
been able to detect any diffusible substances of this 
character in blood stored for more than four weeks. 

As regards the third question, bactericidal power 
has been tested by mixing graded inocula of a virulent 
group A Streptococcus pyogenes with 1 c.cm. samples 
of blood, the mixtures being held at 37° C., and tested 
at two hours, one, two, four, and six days. Under 
these conditions, no 1 c.cm, specimen of citrated 
blood was capable of killing streptococci in numbers 
as small as 5. But blood to which 0-05 to 0-06 per 
cent. sulphanilamide was added killed up to 500 cocci ; 
bacteriostasis of inocula up to 5000 was maintained 
for three days after which free multiplication took 
place. Sulphanilamide conferred this degree of 


killing-power on bloods stored for periods up to 
twenty-six days. 

Sulphanilamide may be added to the blood 
before storage. In concentrations of 0-05 per cent. 
it had no deleterious effect on the blood, and 
there was no diminution in sulphanilamide content, 
as estimated by the usual methods, over a period of 
fifteen days. Cocci added to stored sulphanilamide 
blood neither died nor mutiplied in fifteen days at 
2° C., but 1000 per o.cm. were killed if the chilled 
blood was incubated for two days at 37° C. 

The nature of the diluent and the degree of 
oxygenation had no appreciable effect on bactericidal 
power. It follows that sulphanilamide in concentra- 
tions of 60 mg. per 100 c.cm. has no effect on St. 
pyogenes in the cold, but at temperatures at which 
the cocci can multiply, it has a pronounced bacten- 
cidal effect. The concentration is not high enough to 
be toxic for the recipient of the blood. It is of 
interest that sugar disappeared much more slowly 
from blood which had been stored with sulphanil. 
amide than from normal blood. 

As the result of these experiments, it appears that 
the best treatment for blood which is to be stored 
is dilution with half its volume of saline containing 
1-05 per cent, citrate, 0-3 per cent. glucose and 0-15 
per cent, sulphanilamide. The temperature of the 
storage should be 2°-4° C. Under these conditions we 
believe that blood can be kept in a satisfactory 
condition for periods up to fourteen days. 

In a private discussion of this work two criticisms 
have been made: (1) prolonged contact with india- 
rubber bungs may have a deleterious effect on blood; 
(2) blood proteins may be modified by contact with 
sulphanilamide so as to become a sensitising antigen. 
The blood in our experiments was stored in rubber- 
stoppered vessels, and, as far as we could see, did 
not suffer from this procedure. With regard to the 
second point, we see no reason to suppose that a 
substance of the chemical constitution of sulphanil- 
amide is likely to link with proteins in such a way 
as to modify their antigenic properties ; moreover, 
the rarity with which symptoms possibly referable to 
specific hypersensitive states arise in sulphanilamide 
therapy is a confirmation of this view. 

We are indebted to Mr. W. H. G. Jessop for 
bleeding the volunteers. 

We are, Sir, yours faithfully, 
C. R. HARINGTON, 
A. A. MILES. 


Department of Pathology ; University College 
Hospital Medical School, W.C.1, June 6. 


PLACENTAL INFARCTS AND TOXAMIA 


_ SR,—A sentence near the end of a leading article 
last week (p. 1272) is, I think, misleading. It reads: 
“ On . general grounds it cannot be denied that 
toxemia is quite likely to be the result of abnormal 
placental activity.” Would you allow me to expres 
my opposition ? Here are a few of my reasons. 


1. Infantile convulsions (due to faulty feeding, &c.) 
are examples of fulminant eclampsia occurring in the 
non-pregnant. 

2. The toxsmia of pregnancy is simply acute 
Bright’s disease in the pregnant ; it differs from the 
disease in the non-pregnant only in the time of its 
development. The blood changes are so similar 
that the non-pregnant condition has been referred 
to as ‘‘ pseudo-eclampsia.” The differences in the 
liver are not so marked as is supposed : the hsemor 
rhagic state in eclampsia is no more related etio- 
logically with eclampsia than is a bruised face a 
causal factor in fracture of the skull. As a matter of 
fact, the changes in the liver, in the earlier stages. 
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whether the individual be pregnant or not, are 
own. 

3. Acute yellow atrophy occurs in the non-pregnant. 
There is no placenta in the non-pregnant. That is 
obvious ; but at times it seems necessary to state— 
and, in this question, restate—the obvious. 

4. The toxemia of pregnancy occurs in women 
in whom the placenta is not infarcted. 

5. “ Death of the fœtus may be associated with 
survival of the placenta, and yet there may be no 
toxemia’? (an earlier sentence in your leading 
article). 

6. Retention of a dead, a stinking, placenta is not 
a cause of the toxemia of pregnancy. 

7. Malignant disease of the placenta—chorion- 
epithelioma—even with metastases present, is not 
associated with and does not cause the toxemia of 
pregnancy. 

It would thus seem that a placenta, infarcted or 
not, living or not, sterile or not, non-malignant or 
not, can be confidently excluded as a cause of the 
toxemia of pregnancy. 

I am, Sir, yours faithfully, 
Rugby, June 3. R. H. PARAMORE, 


WOMEN ON THE G.M.C. 


Sir,—As a constant observer of the General Medical 
Council, I think it would be improved if it included 
women members. Apart from the instances which 
Dame Janet Campbell gives, a considerable number 
of the complaints against doctors into which the 
council inquires concern sexual irregularity, and in 
such inquiries a woman practitioner might make a 
special and valuable contribution to the council’s 
decision, The best type of woman representative 
would probably be a married woman of early middle 
age who had considerable experience in general or 
consulting practice. Such a practitioner would be 
more likely to be a candidate for direct representation 
than for nomination by a licensing body. The Medical 
Women’s Federation are probably right in their 
estimate of the obstacles to the choice of a woman 
as @ member of the council. While wishing them 
success in their task of persuading the profession 
to elect at least one woman member this year as a 
direct representative, I think that any statutory 
amendment of the constitution of the council should 
provide that a certain proportion of its members 
should be women. I confess I do not quite see what 
form this provision could take. It would be imprac- 
ticable to force any licensing body to appoint a 
woman representative, and it would not be fair to 
enact that some of the (at present) few direct 
representatives should be women. The best arrange- 
ment might be, as Sir Henry Brackenbury has 
suggested, to group the licensing bodies for purposes 
of representation and to increase the direct repre- 
sentation to about half the strength of the council. 
It would then not be unfair to direct that some of 
this larger body of direct representatives should be 


women. I am, Sir, yours faithfully, 
D. Harcourt KITCHIN, 
June 3. Barrister-at-Law. 


VOMITING DURING CHEMOTHERAPY 


S1r,—The following case illustrates the need for 
caution in the use of remedies that are still to some 
extent on trial. 

An Indian male, aged about 33 and otherwise 


healthy, was admitted with acute septic gingivitis 


and dental abscess. In the hope that the acute 
condition might subside a little before any extractions 
were undertaken, and because bacteriological exam- 
ination of the mouth showed streptococci and other 
cocci, he was given a short course of M. & B. 693. 
The dose was six tablets on the first day, four on the 
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second day and two on the third day. It was intended 
to continue with small doses for another day or two, 
but after the third day’s dose he complained of a 
burning sensation in the throat and chest and was 
seized with such uncontrollable vomiting that for 
three days and nights he was unable to retain PAP 
taken by the mouth—not even a teaspoonful of ice 
water. Although he eventually recovered, his condi- 
tion for a time was extremely serious. 

No cause for the vomiting could be found; the 
Wassermann test was negative and the urine contained 
no albumin nor sugar. No drug was given other than 
M. & B. 693. We could only ascribe the condition 
to an extremely acute form of the not-uncommon 
toxic gastric effect of this drug, usually manifest 
only in nausea. 


Although the condition of the patient’s mouth 
showed some improvement, this was a case in which 
the disadvantages of the remedy far outweighed its 
advantages, and such an unpleasant experience is 
quite enough to make one pretty wary of using it in 
future. It is not easy to explain to relatives that 
one has unfortunately poisoned a patient; and we 
were very nearly placed in this awkward situation. 

We are, Sir, yours faithfully, 
L. A. P. ANDERSON, 


U. C. Datta, 
Shillong, Assam, May 23. Assam Medical Service. 


BRONCHOGRAPHY 


Sir,—We were interested in Dr. Philip Ellman’s 
article on the introduction of an iodised oil into the 
tracheobronchial tree, which appeared in your issue of 
Feb. 25. We have successfully employed the pernasal 
method he describes in about 250 cases since 1935. 
A short report of our technique, which, like Ellman’s, 
is a modification of Forestier’s, was published in the 
Indian Medical Gazette in 1936 (71, 450). 

We agree with Ellman in considering the pernasal 
method to be the simplest of all, as it requires no 
special instrument or apparatus. It is foolproof and 
devoid of any danger. 

We are, Sir, yours faithfully, 
R, VISWANATHAN, 

Vizagapatam, May 24. P, KESAVASWAMY. 


ASPIRIN AS A POISON 


SIR —Your annotation last week caused me to 
turn up an article in the March, 1938, number of a 
monthly paper called Good Lines: The Oommercial 
Travellers’ Magazine which I came across in the 
writing-room of a provincial hotel. A paragraph 
headed ‘‘ The Jitters Drug ” runs as follows :— 


“ In some countries restrictions are imposed on 
the sale of Aspirin, but in our own country its sale 
enjoys a freedom from restraint which has alarming 
possibilities. Aspirin tablets may be bought in 
sweet shops and public houses, from door to door 
hawkers and from slot machines. It is estimated that 
three thousand million (3,000,000,000) aspirin tablets, 
under one name and another, are sold each year in 
Great Britain; indeed the use of aspirin is more 
common in this country than chewing gum is in the 
United States where, with a population thrice as 
large as our own, four and a half thousand million 
pieces of gum were chewed last year. The use of 
aspirin by the people of Great Britain has thus 
reached alarming dimensions; it is considered by 
some thoughtful observers that the nation is over 
aspirinated and indeed there are some who attribute 
that new malady, appropriately termed the ‘ Jitters,’ 
to the wholesale absorption of a drug whose sale in 
this country is so fiamboyantly encouraged. The 
time may come when our own legislature will follow 
the example of the law makers in some other countries 
and place restrictions on the traffic in a grossly 
abused drug. Its sale should at least be confined to 
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qualified chemists and some note of warning given 
as to the morbid effects which its misuse may entail.” 


Inquiries I have made tend to confirm this 
appalling estimate of the quantity of aspirin consumed. 
As you well say, there is room for discretion in the 
use of this drug ; at present there appears to be none. 

I am, Sir, yours faithfully, 


London, June 5. “ AVICENNA.” 


AUSTRALASIA 


(FROM OUR OWN CORRESPONDENT) 


THE NATURE OF VIRUSES 


A DISCUSSION on virus diseases at the Canberra 
meeting of the Australian and New Zealand Asso- 
ciation for the Advancement of Science resolved itself 
largely into a controversy as to whether viruses 
should be considered as independent living organisms. 
Dr. F. M. Burnet (Melbourne) maintained that they 
should, and that the present definition of viruses as 
particulate agents of disease smaller than bacteria 
and capable of being grown only on the living cells 
of a host made it difficult to believe that there were 
any natural biological divisions between the micro- 
organisms of disease. He pointed out that certain 
strictly parasitic bacteria could not be grown apart 
from living cells, while among the larger “true” 
viruses there were many features of resemblance to 
bacteria. 

The nature of viruses, he said, could be examined 
from three points of view—physiochemical, prag- 
matic (by seeking the working hypothesis best suited 
to the practical needs ‘of the virus, the research 
worker, the clinician, and the veterinary or plant 
_ biologist) and evolutionary. Complete physiochemical 

formulation of even the simplest virus was.not likely 
to be attained for some time. From the evolutionary 
standpoint it was possible that the virus was a patho- 
logically active fragment of the cell it parasitised, 
that it represented a surviving form of a precellular 
stage of evolution, or that it was a specialised or 


PANEL AND CONTRACT PRACTICE 


Scotland 


THE annual report of the Department of Health 
for Scotland just published shows that the number 
of separate cases of incapacity during the year ended 
June, 1938, was 417,000, the number of days of 
incapacity was 25,875,000, and 31,000 insured persons 
were incapable of work throughout the entire year. 
The total number of insured persons (excluding 
100,000 juveniles) was 2,244,000. Compared with 
1936-37, when there was an abnormally large volume 
of incapacitating sickness, 1937-38 produced about 
60,000 fewer cases and 750,000 fewer days of 
incapacity, in spite of an increase of some 3 per cent. 
in the insured population. Unlike the previous year, 
the period under review was free from any epidemic 
of influenza. A relative improvement is also to be 
seen in the number of “all-year’’ or “chronic” 
cases of incapacity, these showing an increase of 
about 1 per cent., the smallest annual increase yet 
recorded, 

The special inquiry into the problem of chronic 
incapacity was continued throughout the year, and 
all cases in which incapacity had continued for 
thirteen weeks and was still continuing were reported 
to the department by approved societies, the total 
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degenerate descendant of a larger parasitic micro. 
organism. Dr. Burnet favoured the last hypothesis; 
it not only provided an explanation of the graded 
series from bacteria to the smallest viruses but also 
fitted in with the fact that the more highly parasitic 
bacteria were harder to grow in vitro, produced more 
specific types of disease, and showed a greater tendency 
to intracellular growth. With the development of 
complete parasitism viruses had lost to a greater or 
less extent their complement of enzyme, and now 
made use of the enzymes and activated molecules of 
the host cell. The types of virus now in existence 
represented various stages in this process of parasitic 
degeneration. : 

Mr. R. J. Best (Adelaide) contended that viruses 


represented a surviving form of primordial living ~ 


matter. 
virus had been isolated as proteins, and virus particles 


Many plant viruses and at least one animal — 


had now been obtained which were actually smaller | 


than some protein molecules. The virus protein 
when isolated did not show properties particularly 
different from any other protein body, and no 
phenomena to suggest that it was living, but when 
placed in a suitable environment it constituted an 
independent living system which metabolised and 
developed at the expense of the normal metabolism 
of its host. He pointed out that we now recognise 
viruses only by their biological activity in their host 
organism, so that if virus proteins exist in non-living 
environments we have no method of recognising 
their existence, 
A NEW SCIENTIFIC JOURNAL 


The Australian National Research Council, in 
effect a committee of the Australian and New Zealand 
Association for the Advancement of Science, has 
begun publication of the Australian Journal of Science. 
The journal is on the lines of Naiure and will appear 
bimonthly. It will include short advance sum- 
maries of research; periodical accounts of recent 
work in various branches of science; book reviews; 
proceedings of scientific societies ; doings in Australian 
universities, museums, &c.; current news; and 
personal information and correspondence. 


being 23,736. In most of these a clinical repo% 
obtained from the insurance practitioner con 


epart- 
ment’s medical officers or by a consultant The 


on such subjects as the use made of diagnostic and 
consultant services, the extent to which such sbrvi 
fall short of the needs of particular areas, 
volume of cases in which incapacity is due tę more 
than one cause, 

The number of cases referred to the R.M.O 7% was: 
as to incapacity, 41,118 by societies and by 
doctors ; as to state of health, 1228 by societies and 
185 by doctors; a total of 43,279. Of the cases 
examined the doctors’: certification was upheld in 
19,967 cases (46-1 per cent.), and in 6610 (15-3 per 
cent.) was reversed. Of the cases not examined 
3144 were presumed incapable of work, in 9829 
(22:7 per cent.) a final certificate was issued, 3424 


‘failed to attend for examination and 305 were not 


examined for other reasons. The percentage of 
cases in which the doctors’ certification was upheld 
was the same as in 1937, but the cases reversed 
were less by 0-6 per cent. The total cases referred 
by approved societies again showed a decrease, being 
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2328 less than in 1937 and 6470 less than in 1936. 
There were also fewer references by doctors who desired 
a second opinion. Two factors have had an effect 
on references: first, the total volume of incapacity 
and the frequency of the cases have both shrunk 
substantially as compared with the previous year, and 
secondly, the investigation being carried out into 
the nature and causes of long-term incapacity probably 
makes the reference of many cases of this type 


~ unnecessary. 


THE MEDICAL SERVICE 


In 1938 there were 2010 insurance practitioners in 
Scotland, compared with 2025 in 1937 and 2040 in 
1936. Thesmall decrease is almost entirely accounted 
for by the withdrawal of a number of practitioners 
from the Glasgow medical list on their becoming full- 


_ time poor-law medical officers under the Glasgow 
. corporation. 


Only 19 complaints against doctors were formally 


| dealt with during the year, and in 1] cases sums 


7 totalling £144 were withheld. The cases 


were 
6 of irregular issue of certificates of incapacity, 3 of 


-failure to furnish reports to the R.M.O., 1 of irregular 
issue of prescriptions, and 1 of issue of a ‘ repeat ’ = 


rae ve 


l studying at Leipzig and Stuttgart. 


' the lower bowel. 


prescription. Of the remaining 8 complaints, 4 of 
negligence on the part of the doctor in failing to 
visit the patient or diagnose the complaint, and 


OBITUARY 


(JUNE 10, 1939 1351 


1 of the irregular issue of certificates of incapacity 
were held not to have been proved, and another 
certificate case was dealt with by a warning to the 
doctor. A complaint that a doctor had rendered 
an account for a proprietary medicine supplied 
was not proceeded with on the doctor’s agreeing to 
withdraw the account, The last case was one of 
inadequate waiting-room accommodation. 


The cost of medical benefit and its administration 
is limited under the act to 13s., and for 1938 the rate 
charged was 12s. 5d., the increase of a penny over 
the rate in previous years being necessitated by 
increases in the expenditure on medicines and in 
departmental expenses. The balance of 7d. remains 
in the benefit funds of approved societies and increases 
their valuation surpluses. 


In spite of the increase in the number of persons 
entitled to medical benefit, the cost of drugs and 
appliances prescribed was only slightly more than in 
the preceding year, the figures being £185,400 for 
1938 and £181,647 for 1937, and the average cost 
per person receiving drugs through chemists 24-16d. 
and 24-58d. respectively. This was accounted for 
by the relative freedom of 1938 from epidemic illness, 
During 1938 twelve doctors were surcharged for 
extravagant prescribing as compared with twenty 
in 1937. 
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FREDERICK SWINFORD EDWARDS 
F.R.C.S. 


Mr. Swinford Edwards, who died at his, home in 
London on May 29, had outlived his contemporaries. 
Fifty years ago he was already well known as a 
surgeon and a pioneer in the surgical treatment of 
Son of L. F. Edwards of the 
Cedars, Mitcham Common, he was born in January, 
1853, and educated at Dulwich College, afterwards 
In 1871 he 
entered the medical 
school of St. Bar- 
tholomew’s Hos- 
pital, where he 
gained many dis- 
tinctions, including 
the Foster prize, 
After qualifying in 
1875 he became 
demonstrator in the 
dissecting-rooms, a 
post apt to lead to 
a surgical appoint- 
ment, but having 
in 1880 been 
appointed assistant 
surgeon to the West 
London Hospital, 
and having in the 
following year 
joined the staff of 
St. Peter's Hospital and in 1884 that of St. Mark’s 
Hospital, he dropped out of the running at Bart’s. 


For many years he practised as a general surgeon 
and it was after successful collaboration with Sir 


Alfred Cooper in a well-known book on diseases 
of the large intestine that he began to pay special 
attention to the rectum, anus and sigmoid colon. 
A later edition of this book in 1908 bore the name 
of Swinford Edwards alone and embodied his almost 
unique experience in this department of surgery. 


He was the first in this country to treat hemorrhoids 
by injection instead of cutting them away, thus 
saving the patient a great deal of pain, expense, and 
time. It was characteristic of him that his manipula- 
tions were all gentle. In the process of time, when 
he did less surgery, his time was still filled up as a 
member of the board of management of each of the 
hospitals on which he had served.. He was a diligent 
attender of the West London Medico-Chirurgical 
Society and became its president. He also became 
an hon. fellow of the American Proctologic Society 
and corresponding member of a number of conti- 
nental medical societies. In private life he was an 
enthusiastic freemason, founder and past-member of 
the Rahere and Cavendish lodges; through this 
medium he was able to do much for disabled soldiers 
in the late war. He had not much time left for 
recreation but played a sound game of golf. He was 
regular in attendance at St. Mary’s, Berkeley Square, 
where his funeral service was held. He married 
Evelyn Dudley Driver who survives him with two 
daughters, of whom the younger is on the board 
of management of the West London Hospital. 


JEAN RENE PERDRAU 
M.B. LOND. 


Dr. J. R. Perdrau was born at Port Louis, Mauritius, 
on Aug. 18, 1883. He died, after a brief illness, 
in Guy’s Hospital on May 29, 1939. He was educated 
at the Royal College School and College, Mauritius, 
where he took three scholarships. He won an 
entrance scholarship at Guy’s Hospital medical 
school in 1903 and graduated in medicine in 1909. 
Thereafter almost the whole of his life was devoted 
to the study of the pathology of nervous disorders. 

After some time at the Devon Mental Hospital 
(1909-11) and the Dorset Mental Hospital (1911-16) 
he returned to London and early in 1916 became 
assistant medical officer and pathologist to the 
Lambeth Hospital, where in addition to the routine 
pathological duties of a large hospital he found 
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time, as opportunity offered, to continue his studies 
of lesions of the central nervous system. There also 
he began his study of herpetic encephalitis—a subject 
which was destined to interest him for many years. 
At that time it was quite unusual for a poor-law 
hospital to have a complete pathological depart- 
ment; at Lambeth Perdrau developed this, and 
added an active section for experimental research. 
Under the modern London County Council system 
his pathway would have been smoother, but perhaps 
his work would have been less fruitful and developed 
differently. Early in 1926 Perdrau joined the staff 
of the Medical Research Council, and became free 
to devote the whole of his time to research. At 
the institute at Hampstead he continued the good 
work he had begun at Lambeth, and though the 
experimental approach to the study of nervous 
diseases was always kept to the front he did not 
neglect careful and very thorough microscopic 
examination of all research material, He patiently 
accumulated through the years a very fine collection 
of microscope slides illustrative of a large number of 
lesions of the nervous system. 

Of the 41 publications which stand to his name, 
either alone or jointly with others, perhaps the most 
important are those dealing with encephalitis— 
notably herpetic encephalitis and encephalitis 
lethargica. It is largely owing to the work of 
Perdrau and da Fano that we have experimental 
evidence that encephalitis lethargica is due to a 
modified herpes virus acting in the brain of a person 
who possesses partial immunity to that virus. This 
view is not yet accepted by everybody, but the 
evidence in its favour cannot be ignored, and it is 
now becoming clearer that a few viruses, at any rate, 
may persist in immunised animals for months. 
Perdrau has abundantly demonstrated that this 
may happen with herpes virus. ; 

Perdrau was a valued member of the committee 
on vaccination appointed by the Ministry of Health 
and the Medical Research Council in 1926, and in 
1928 he published a paper on postvaccinal encephalitis 
describing the characteristic perivascular areas of 
demyelination encountered in this disease, He 
compared his findings with those previously recorded 
by others in nervous disorders complicating small- 
pox, measles, and those developing in the course of 
antirabic inoculation (Pasteur treatment), With 
L. P. Pugh he studied the pathology of disseminated 
encephalomyelitis of the dog and with S. Zuckerman 
a case of Schilder’s encephalitis periaxialis diffusa 
in a rhesus monkey—two further examples of diseases 
showing demyelination. In collaboration with C. 
Todd, Perdrau did some interesting work on the 
photodynamic action of methylene-blue on viruses 
and ‘bacteriophages. They showed that certain 
viruses inactivated in this way formed surprisingly 


efficient vaccines and they utilised this methylene- 


blue technique in a study of the relationship between 
a number of viruses and their host’s cells. With 
I. A. Galloway he studied the intranasal infection of 
monkeys with louping-ill virus, and independently 
he pointed out the close similarity of the lesions 
produced by louping-ill virus to those described by 
Cleland and Campbell for Australian X-disease virus 
in 1917, 

In addition to his published work, Perdrau did a 
great deal which never saw the light of day; for 
example, he strove hard to manufacture an efficient 
vaccine for the virus of acute anterior poliomyelitis, 
but as he did not succeed his labours are unrecorded. 
He also put through many experiments in the search 
for infective agents in cerebrospinal fluids or brains 
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from human cases of nervous diseases which were 
suspected to be caused by viruses. He was a master 
of neurohistological technique and his skill in this 
direction and his wide knowledge were always at the 
disposal of his colleagues, both inside and outside the 
National Institute for Medical Research. 


“ As a histologist,” writes Dr. J. G. Greenfield, 
“he possessed not only perfect technique, but a 
faculty of vivid and exact description, which made 
his writings a pleasure to read. Nor were they merely 
descriptive but often contained important suggestions ; 
for example, in describing the lesions of postvacceinal 
encephalitis, he postulated that those of the encephalo. 
myelitis following measles would prove to have the 
same character, although at that time he had only 
the illustrations of oné 40-year-old case-report to 
guide him. His originality as a technician was shown 
by his well-known silver stain for connective tissue, 
which has had so many imitators that its authorship 
is apt to be forgotten, and still more by his recent 
brilliant, demonstration of the passage of dyes and 
salts in solution along nerve-fibres. We shall miss 
his enthusiasm and wide knowledge and his helpful 
criticism and guidance in difficulties.” 

Dr. Perdrau did not enjoy good health, and taxed 
his strength by hard work. He was of a retiring 
disposition and only those who knew him well properly 
appreciated his kindliness and sterling qualities, 
He leaves a widow and three children. 


FREDERICK WILLIAM ELLIS 
M.D, ABERD., F.R.C.S. 


Dr. F. W. Ellis, chief medical officer to the public 
assistance committee, died in Birmingham on May 27 
at the age of 63. Born at Penpol, Hayle, Cornwall, 
and educated at Newton College, he studied medicine 
at Aberdeen, gaining distinction in surgery and for 
his M.D. thesis. He 
played in the uni- 
versity rugby 
team and later for 
the south of Scot- 
land. After quali- 
fying in 1898 he 
held resident posts, 
first in Aberdeen 
and then at Leeds 
and in London, 
afterwards studying 
at King’s College for 
the F.R.C.S., which 
he took in 19085. 
In the previous 
year he had been 
appointed assistant 
medical officer to 
the St. Pancras 
Infirmary, High- 
gate, and after a 
term at Southwark 


{ Lafayette 
Infirmary he went to Selly Oak in charge of the 


infirmary and institution there. It was a time of 
rapid change in poor-law outlook in Birmingham 
and in 1913 Ellis was appointed chief medical officer 
to the Birmingham union with charge of Dudley 
Road Hospital and Birmingham Infirmary. During 
the late war when the former became the 2] st Southern 
General Hospital he was in command with the rank 
of lieut.-colonel. After the war he returned to the 
task of reorganisation and classification and in 1929, 
when the municipality took over the poor-law hos- 
pitals, those of Birmingham were already models 
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of their kind. Ellis was able then to develop his 
schemes for the better nursing of the chronic sick, 
and his evidence was laid before the interdepart- 
mental committee. He took great interest in the 
Medical Superintendents’ Society and was at one 
time its president, A colleague writes: ‘‘ All who 
came in contact with Ellis were struck with his 
ability and charm, His artistic temperament and 
wide outlook made him a good companion. He 
was always a favourite with children. His heavy 
responsibilities left him little time to pursue his 
hobby of painting in water colours but he exhibited 
more than once at the Birmingham Royal Water 
Colour Society.” 

Dr. Ellis leaves a widow with a family of three 
sons and a daughter, | 


ALBERT BOYCE BARROW 
M.B. LOND., F.R.C.&. ENG. 


THE name of Boyce Barrow, who died in the 
Prince of Wales Hospital, Tottenham, on May 29 
as the result of a motoring accident, may now be 
unfamiliar except to those who must be considered 
seniors, for it is 27 years since he retired, and he 
wrote but little. But 40 years ago, when he was 
surgeon at King’s and senior surgeon at the Royal Free, 
he was one of the most distinguished exponents of 
the old school of surgery and had an extensive and 
fashionable private practice. Barrow was born in 
1847 in Newmarket, so his love of horses, which were 
his lifetime hobby and the main interest of his retire- 
ment, was acquired early and almost inevitably. 
He was educated at King’s College, London, where 


he qualified in 1873. He took his F.R.C.S, in 1875 
and succeeded William Rose as surgical registrar 
at King’s. During the nine years before he was 
made assistant surgeon at King’s he was appointed 
to the staffs of the Westminster and Royal Free 
Hospitals. He became full surgeon at King’s in 
1893 and retired in 1912. During the late war he 
returned to work both in the wards and the out- 
patient department. 

As an operating surgeon Barrow was deliberate and 
painstaking rather than brilliant, but his technique 
was so good that onlookers were often surprised at 
the short time he took over an operation. His teach- 
ing did not attract the younger men, for here again hé 
seemed slow and undramatic in his expositions, but 
senior students preparing for the final fellowship 
and the like came to appreciate his rounds. He 
was a fine upstanding figure, always immaculate in 
dress, and much liked by his house-surgeons and 
dressers, He was sincere in all he did, but he was full 
of consideration for others and never spoke unkindly 
of anyone. 

In his young days at Newmarket he laid the founda- 
tions of a profound knowledge of veterinary surgery. 
He first began to breed racehorses at a small farm at 
Blackmore in Essex, but he later moved to a larger 
property at Writtle, where at times he had as many 
as sixty horses in his stud. He was an exceptional 
judge of thoroughbreds, and an accomplished horse- 
man. In his younger days he hunted regularly, and 
up to the day of his accident he rarely missed a 
meeting where one of his horses was running. Mr. 
Barrow was unmarried. 
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ON THE FLOOR OF THE HOUSE 
By MeEpicus, M.P. 


THE programme of parliamentary business that 
was fixed before the week’s recess at Whitsun began 
with a supply vote for the Ministry of Labour and 
included a debate on the Unemployment Insurance 
Bill, colonial affairs, two days on the Ministry of 
Supply and Friday on the Board of Trade. The 
Civil Defence Bill has still got more stages to pass 
through and the provision of air-raid shelters will 
probably be discussed in detail. 

* * k 

The report of the Unemployment ‘Assistance Board 
for 1938, which was published last month, contains 
some interesting reading and some interesting 
omissions, There is very little about health questions. 
In chap. 7 there is a division labelled ‘‘ health’ and 
it occupies less than 1 page in a volume of 198. 
It would be well in future to give more space to 
the effects of illness and accident on employment and 
unemployment, and to give as detailed consideration 
to health as to the reports of the regional officers. 

Unless the figures of unemployment, the operations 
of the Unemployment Assistance Board and the 
operations of public assistance are considered together 
it is impossible to get a complete picture of the 
dark side of the life of Great Britain. The report 
shows that about 9 per cent. of the male and 18 per 
cent. of the female applicants in receipt of allowances 
at the beginning of October, 1938, began their current 
spell of unemployment assistance after a period of 
sickness. For males over thirty-five the proportion 


rises to 10 per cent. and for females between twenty- 


five and forty-four to 20 per cent. It appears that 


72 per cent. of the sickness was treated by a panel 
doctor, 6 per cent. by a private doctor, 9 per cent. 
by a public-assistance doctor, 6 per cent. at out- 
patient departments or clinics and 9 per cent. in 
hospita) wards. The average treatment lasted about 
eight weeks, but whereas 28 per cent. of the cases 
were treated for only a week or less, 17 per cent. 
were treated for over three months. At all ages the 
proportion of women under treatment was sub- 
stantially higher than the proportion of men. 

In other parts of the report—in chap. 2 for instance 
on “the maintenance and improvement of employ- 
ability of applicants to the board ’’—there is important 
information on the medical aspect of the topics 
considered ; but it would lead to greater clarity and a 
better perception of the problem as a whole if all 
such matters were considered together. Dealing with 
the instructional centres, which are open to men 
between eighteen and forty-five from any part of the 
country, it is revealed that the number of trainees 
remains fairly constant at 195,000. Those rejected as 
unsuitable for instruction on medical grounds reached 
22 per cent., but the Unemployment Assistance 
Board have no power to provide any treatment 
required, Many of the defects are remediable by 
dental, optical or medical treatment, but there 
remain a proportion of men with defects which are 
not remediable. It would surely be reasonable to 
equip the board with power to provide treatment 
for its trainees or to secure it through local authorities 
who are now able to refuse to codperate with the 
board in this way. 

Training centres may be extended beyond their 
present numbers in order to provide what the board 
in another connexion calls “the discipline of work 
and a normal ordered life” and might provide, as 
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they already do to some extent, the treatment facilities 
referred to in the preceding paragraph. 


æ 2 2 


The case of unemployed older women is one 
particularly bound up with health. ‘Their low 
physical standard and lack of stamina are painfully 
obvious to the Board’s officers and social workers 
who come in contact with them. Bad eyes and bad 
teeth are constant minor defects, but heart trouble, 
rheumatism and more serious organic ‘complaints 
are, unfortunately, common.” Many of these women 
“live alone in a single room which contains a few 
relics of a happier and more prosperous past.” But 
no special proposal for the remedy of either the 


minor defects or the more serious illnesses is suggested, . 


It also appears that younger women’s health causes 
difficulty: ‘‘the low standard of health and energy 
among some of these younger applicants of the Board 
is a cause for anxiety and the prevalence of minor 
defects concerned with eyes and teeth raises once 
again the difficult question of efféctive medical 
treatment for unemployed persons. In large cities 
like Liverpool and Glasgow the standard of employ- 
ability among a large group of unemployed girls 
falls very low.” Exact figures of minor defects and 
disabling illnesses are not given for either older or 
younger women and it would be useful to have them. 
It is clear however that on the dark side of the life 
of Great Britain, in which the unemployed, the 
“applicants ” of the Unemployment Assistance Board 
and the “applicants ’’ for public assistance live, and 
in which the family means test operates, the level of 
health and vitality sinks low. 

To complete the picture we should need to know 
the state of health of the children in the families 
concerned. The total number of children under 
fourteen in the households of applicants to the 
Board was 609,000, distributed among 247,000 house- 
holds ; of these 422,000 were attending school. The 
percentage of children receiving either free meals 
or free milk at school is 35 in England, 38 in Scotland 
and 44 in Wales. It would be valuable to have a 
report on the medical examination of all these children 
and especially on their condition as regards nutrition. 
Families in which there is such a large proportion 
of both unemployed men and unemployed women 
with minor defects, illnesses and what the 
report calls “low standard of health and energy ” 
have presumably large numbers of children whose 
health is similarly impaired, 


FROM THE PRESS GALLERY 


TuE House of Commons reassembled on June 5 
after the Whitsuntide recess, 


Some Occupational Problems 


On June 5 in the House of Commons, in the course 
of a debate on a vote of £14,514,000 for the Ministry 
of Labour, Mr. ERNEST BROWN, Minister of Labour, 
said that over 11,000,000 persons were covered by 
existing voluntary schemes or by the legislation under 
which holidays with pay could be given. New notices 
were coming in every day announcing action taken 
_ by industries or trade boards.—Mr. TREVOR Cox 
said that Lord Rushcliffe (chairman of the Unemploy- 
ment Assistance Board) had mentioned that numbers 
of young men failed to obtain work because of certain 
physical defects, chiefly relating to the eyes and 
teeth, which could easily be remedied. Mr. Cox thought 
that the public-health services could be enlarged 
to cover such cases.—Mr. WESTWOOD said that as 
there was a shortage of nurses why should not a full 
course of nursing be provided for many of the 
unemployed young women? The necessary grants 
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might also be given for the training of home helps 
or health visitors.—Mr. T. SMITH returned to the 
point raised by Mr. Cox, and Mr. LENNox-Bow, 
parliamentary secretary to the Ministry of Labow, 
promised that the Minister of Labour would consult 
with the Ministry of Health on the subject. 


QUESTION TIME 
MONDAY, JUNE 5 
Advertisements in Stamp Books 


Sir ARNOLD Wuitson asked the Postmaster-General 
whether the Ministry of Health was consulted befor 
permitting the insertion in the books of postage stamp 
of the advertisement of a proprietary remedy for diseases 
of the bladder, kidney, prostate gland and rheumatism; 
and what sum was annually receivable by the Treasuy 
in respect thereof.—Major Tryon replied: The answer 
to the first part of the question is in the negative, but tle 
Ministry of Health is aware of the genera! policy of tte 
Post . Office regarding advertisements of proprietary 
remedies. It is not the practice to disclose particulars 
of individual receipts of this kind. 


Students Who Register as Conscientious Objectors 


Mr. Grsson asked the Minister of Labour if he was 
aware that in spite of the official statement from his 
department issued through the press on Saturday, 
May 27, that undergraduates now at the universities or 
university colleges who were affected by the Militar 
Training Bill would be permitted to postpone their liability 
to be called up for military training until not later than 
a month after the conclusion of their course of studies 
as approved by the university, and that forms for post- 
ponement would be obtainable at the time of registration, 
such forms for postponement on Saturday, June 3, wer 
refused to students signing the register of conscientious 
objectors, though issued to students signing the military 
training register, and if he had any statement to make 
on the subject.——Mr. LENNox-Boyb, parliamentary 
secretary to the Ministry of Labour, replied : The persons 
affected by this question would be those to be condi 
tionally registered under section 3 (7) (b) of the act. 
The date from which this registration takes effect is 
fixed by order of the local or appellate tribunal. My 
right hon. friend is considering whether under the ac 
and the powers given by the act this point can be met. 


Spirits and Primitive Tribes 


Mr. Wıse asked the Under-Secretary of State for 
India whether he would give an assurance, in the interests 
of the primitive tribes of India, who depended for their 
health on spirits distilled from jungle products, that 
governors would exercise the special powers conferred 
upon them, and protect the partially excluded areas from 
the operation of Prohibition Acts.—Licut.-Colonel Mre- 
HEAD replied: I -feel sure that the governors can & 
trusted to bear their special responsibilities in mind 
when considering any proposal for the extension of pro- 
hibition to the partially excluded areas. 


Health of Lascar Seamen 


Mr. Winpsor asked the Under-Secretary of State for 
India whether he could give a report on the health of 


- lascar seamen in view of the fact that the Government 


of India had removed all restrictions on the employment 
of lascars as deck hands on vessels proceeding to the east 
coast of America, north of 38° north latitude and the 
Baltic during the winter months.—Lieut.-Colonel Mtr 
HEAD replied: The removal of the restrictions to which 
the hon. member refers applies only to the limits mentioned 
in sub-clause (b) (2) of the first proviso to the Lascar 
Agreement ; these limits do not include the Baltic, Sine 
last September, when the restrictions were suspended, 
medical reports on the health of lascar seamen returning 
from northern latitudes have been received only from 
Calcutta, no such crew having been discharged at Bombay. 
The reports from Calcutta cover 11 vessels, and in no 
case are ill effects due to cold climates mentioned as calling 
for special notice. The shipping master at Calcutta is of 
the opinion that the lascars have stood the climate very 
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well, and the Government of India consider that this 
opinion is justified. 
TUESDAY, JUNE 6 


Canadian Experiments in Prevention of Silicosis 


Mr. JAMES GRIFFITHS asked the Paymaster General, 
as representing the Lord President of the Council, if he 
could give any information on the experiments carried 
out by mining engineers in Canada into the prevention 
of silicosis by the disposal of quantities of metallic alu- 
minium powder in dust clouds in mines; and whether, in 
view of the success claimed for this method of prevention, 
he would have similar experiments conducted in this 
country.—Earl WINTERTON replied: The special com- 
mittee advising the Medical Research Council on industrial 
pulmonary diseases is maintaining close contact with the 
Canadian investigators of this method, and some related 
experiments are being made Boro under the committee’s 
direction. 


Cripples and Evacuation 


Mr. Brooke asked the Minister of Health whether any 
cripples or invalids, other than blind people and expectant 
mothers, were to be regarded as coming within the priority 
class of evacuees; and, if not, whether he could give 
definite public guidance to such persons as to their best 
and safest course in the event of an emergency.—Mr. 
BERNAYsS, parliamentary secretary to the Ministry of 
Health, replied: Yes, sir. Adult cripples, so far as their 
removal is feasible, are included among the priority classes 
for the purposes of the Government evacuation scheme. 


Bacteriological Analysis of Milk 


Mr. PEaRSON asked the Minister of Health whether 
he would request: local government authorities to obtain 
a standard frequency of milk samples for bacteriological 
analysis so that possible existence of tubercle bacilli in 
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milk might be effectively traced, and in order to supple- 
ment the detection of tuberculosis- infected animals by 
the veterinary staff of the Ministry of Agriculture.—Mr. 
Bernays replied: While my right hon. friend fully 
appreciates the importance of the examination of milk 
for tubercle bacilli and his department draws the attention 
of local authorities to the matter in appropriate cases, 
the number of samples which it is desirable to take must 


. vary with circumstances, and, on ‘the information before 


him, my right hon. friend does not think it would be 
practicable or useful to enjoin a standard figure upon all 
authorities. 


Diphtheria Immunisation at Accrington 


Mr. Viant asked the Minister of Health how many 
children who had been immunised at Accrington subse- 
quently developed diphtheria; and whether there had 
been any fatal cases in immunised children. Mr. BERNAYS 
replied : I am informed by the town council that during 
the period for which records of immunisation are available, 
that is from November, 1935, onwards, no child in 
Accrington who had been immunised and had subsequently 
given a negative reaction to the Schick test is known to 
have developed diphtheria. The second part of the 
question does not, therefore, arise. 


X-ray Examination of Militiamen 


Sir Henry Morris-Jonrs asked the Minister of 
Labour whether, in connexion with the medical inspection 
of militiamen preparatory to training, he would take into 
consideration the desirability that it should include an 
X-ray examination of the chest.—Mr. ERNEST BROWN 
replied: The arrangements for medical examination 
include provision for the services of expert radiologists in 
all cases in which this is considered by the medical boards 
to be desirable in order to establish a man’s fitness for 
service. In addition, information in the possession of the 
tuberculosis officer of the local authority will be available. 


MEDICAL NEWS. 


University of Oxford 


On June 3 the degree of D.M. was conferred on G. E. 
Godber. 


University of London 


At recent examinations the following candidates were 
successful :— 
THIRD EXAMINATION FOR M.B., B.S. 
J. S. Green (f), St. Thos.: F. W. Gunz (d), St. Bart’s; 


G. R. “Handy (a), Ceylon and Univ. Coll; R. D.C. Johnstone (g), 
St. Thos.: R. $. Lawrie (a, d ; university medal), Middlesex ; ; 
R. S. Murley (b), St. Bart’s ; Eva G. Seaton (d, e), Univ. Coll. ; 
and P. G. Todd Gp, St. Thos. (All with honour) S.C. E erta 
St. Thos. ; F. I. C. Apted, St. Thos. ; den, St anii 
D. C. Arnott, St. Thos. ; G. N. Arthurs, EET 


Ashby, Westminster and Univ. Coll., Cardiff ; E. A. Atkinson, 
London; Mary Baker, Roy. Free; T. H. Bassett, St. Bart’s ; 
J. R. Belcher, St. Thos. ; J. M. C. Birt, St. Thos. ; À. N. Blades, 
St. Thos. ; T.P. Blanshard, St. Bart’s ; F. M. Braines, St. Bart’s; 
W. E. W. Bridger, Guy’s; Margaret Brodigan, Univ. C Coll. ; 
a E. W. Brooker, St. Bart’s; Amelia E. Burch, Roy. Free ; 
A. Butler, St. Bart’s ; ; Mercy S. Cam, Roy. Free; Ruth C. 
Cassell, Roy. Free; R. N. Cates, St. Bart’s ; A. A. G. Clarke, 
Sl George’ s: R.P. Coldrey, Univ. Co ll.; . Collyer, Guy’s ; 
J. TR St. Thos.; J. V. Crawford London : H 
Crosewell Middlesex; A. P. Dale-Bussell, Guy’s ; ; Peggy M. 
Dash, Roy. Free ; Piye L. Davies, Univ. Coll. Cardiff; H. S. 
Davies, King’s Coll.; H. E. de Wardener, St. Thos.; N. J. 
Dbondy, Grant Medical Coll., Bombay and Univ. Coll. ; ’ Ursula 
M. Dick, Roy. Free; J. E Dickson, are ae D. M. Dunn, 
St. Bart’s ; Marjorie O. Dunster, Brist. ; E. M. Elmhirst-Baxter, 
St. Bart’s: C. J. Evans, Univ. Coll. ; E. O. Evans, St. Bart’s : 
©. N. Faith, St. George’s: K. H. P. Flew, St. Thos.; Paal 
Forgacs, Guy’s; A. J. Fox, Westminster; Gwenda M. 
Francis, Roy. Free ; "PLA. Gardiner, Guy’s; J. W. Garraway, 
Middlesex; Ha Greenburgh, Guy’s; Sydney Grossmark, 
St. Bart’s; L. B. Gunn, St. Thos. ; J.T. A. Hackett, St. Bart’s ; 
L. A. T. Hamilton, St. Bart’s; D. H. Harrison, St. Thos. ; 
W. M. R. Henderson, St. Thos. ; oy Herbert-Burns, Univ. 
Coll. ; Rose Hertz, Roy. Free; C. J. C. G. Hodson, St. Mary’s ; 
F.G. 'Hollands, St. Bart’s; Mary C. ‘Hopper, Roy. ree; : W. 
Horncastle, King’s Coll.; N. C. Horne, Ki 7’8 Coll. ; E. 
Horton, Guy’s; Beryl C. "James, Roy. Free ; ar H. ence. 
St. Bart’s; S. J. Johnson, Univ. Coll. ; Rer G. H. Jones, Univ. 
coe J. A. Kennedy, Univ. Coll.: C. Kesson, Guy’s; 
. R. Kilpatrick, Guy's: Harry Kopelman, St. Oeorge i 
Ñ. G. Langley, London; R. P. Lawson, St. Mary’s; H. A. Lee, 
Guy’s; V. D. Logue, St. George’s; N. L. McNeil, Guy’s; 
E. D. Markillie, St. Thos.; I. J. Mathias, Guy’s: R. W. 
Ma xwell, Univ. Coll.; D. E. Meredith, Guy's; J. R. Miles, 


aas 


Guy’s; Mary L. Mittell, Roy. Free; P. W. Nathan, Middlesex ; 
©. D. Needham, Middlesex ; J. H. F. Norbury, St. Thos. ; 
S. P. S. Oswald, St. Thos. Stella A. Parikh, Roy. Free ; 
A. ©. D. Parsons, Westminster: : Dorothy K. Paterson, Roy. 
Free; J. H. Paterson, Univ. Coll. ; P. Patis, E 
St. Thos. and King’s Coll. ; Nancy Perry, Univ 
Pett, St. Thos. ; A. B. Pollard, St. Mary’s ; Felix Post: St Sea 
E. Quin Charing Cross; Matthew Radzan, King’s C 
H. M. Rice Westminster ; N.C. Rogers, St. Bart’s ; Jack Rubie: 
King’s Coll. : Leslie Saunders, Middlesex ; ; R. S. Savidge,. 
St. Parte ‘Sidney Shaw, Charing Cross; D. G. Sheffield, 
: Barbara J. Shorting, Roy sree Y.S: Shuttleworth, 
; J. D. P, St. Mary’s ; . H. Slayter, St. Thos 
Peter Smith, St. Thong gon Danaa, London ; David 
Stafford- Clark, Guy’s; C. J. Stewart, Guy’s; P. D. Swinstead, 
St. Bart’s; W.N. OPR St. Bart’s ; ; Dhavi Tumrasvin, Guy’s ; 
P. M. Wara Westminster ; G. R. Waterman, London ; Jobn 
Watkine-Pitchford, St. Thos.; Francis Whitwell, St. "Thos. ; 
E. H. Williams, Guy’ s; E. H. Williams, St. Bart’s ; 3 B. D. R. 
Wilson St. Thos. ; Elsie N. K. Wilson, Univ. Coll. ; Hermann 
Wolfsohn, Univ. Coll.; Diana E. Barbour, King’s Coll; 
Patience E. Barclay, Roy. Free ; OTY B. Bensusan-Butt, 
Roy. Free ; H. E. Bentley, Charing Cross ; . A. Blair, London ; 
Elizabeth Broadhead, Roy. Free ; EW Clarke, St. Bart’s ; 
P. J. Cutler, Univ. Coll.: J. V. Daria Univ. Coll.; A. R: 
Dearlove, St. Bart's ; William Donkin, St. Bart’s; R. G. 
Evans, King’s Coll.; E. L. Frankel, St. George’s ; ; Peter 
Fränkel, St. Bart’s; "Kathleen M. French, Roy ad Pe :. L. V. 
Gimson, St. Bart’s ; G. L. Haine, St. Mary’s; V. W. J. Hetreed, 
St. Mary’s; C. A. Jackson, St. Bart’s: €. M. Killpack, rhe 
Mary’s ; R. A. King, London; P. D.C. Kinmont, King’s Coll. 
Dorothy M.S. Knott, Roy. Free : Joan V. Laughlin, Univ. Coll. : 
G. D. Lumb, St. Bart’s ; Leslie Nancekievill, Guy’s ; Samuel 


Oram, King’s Coll. ; Catherine F. Pimm, Univ. Coll.; R. G. 
Robinson, uy’s; A.F. Russell, King’s College : T.D Shaner: 
Charing Cross : ; W. M. Stephens, King’s Coll. ; A W. 
Stuart, Roy. Free; W. F. T. Tatlow, St. Bart’s; Norah G. 
Taylor, King’s Coll.; J. L. Temple, St. Bart’s; Elsie M. Terry, 
Roy. Free; K a ‘Tonkin, St. George’s ; Elizabeth Topley, 
Univ. Coll. : G. Tucker, King’s Coll.: A. J. Talker any ee : 


A. F. Wallace’ King’s Coll. ; and E. B. Wild, King’s Coll 
(a) Distinguished in pathology. 
(b) Distinguished in forensic medicine and hygiene. 
(d) Distinguished in medicine. 
(e) Distinguished in applied pharmacology and therapeutics. 
(f) Distinguished in surgery. 
(g) Distinguished in obstetrics and gynecology. 


The following students have passed in the groups or 
parts shown below :— 


Group I (under old regulations).—I. H. Baum, Gerhard Bebr, 
J. A. Bowen-Jones, E. K. Brownrigg, M. M. A. Cader, J. R. 
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Caldwell, P. T. Chopping, Patricia G. Cooper, G. S. Cross, A. R. 
Darlow, Michael Dean, H. H. Dickson, A. J. Drew, G. R. 
Fearnley, Betty Fox, Oliver Garrod, Kathleen M. Harding, 
R. J. Harrison, W. R. L. Harrison, G. C. Haywood : 
James, M. A. K. Javid, F. H. Lee, Geofroy Levy, G. O. Mackay, 
J. B. Mitchell, J. R. Odell, M. J. Pleydell, Hyman Pomerantz, 
H. I. H. Porcher, T. M. L. Price, H. V. Reeves, C. H. J. Rey, 
J. D. Rochford, Constance M. B. Shaw, H. D. Smith, M. R. J. 
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Sne I. M. G. Stewart, R. A. R. Topping, L. H. Turner, 
H. D. Venning, and Emrys Wiliems. 
Group II (under old r ations).—D. L. Bennett, Anna M. 


H. J. Bliss, A. D. Bone, A. G. N. Calder, Jack Colover, 
C. M. Oraig, D. A. Ferguson, H. R. W. Franklin, J. B. in, 
O. Fuller, J. R. Hudson, J. F. Hughes, J.C. A. 
: in, G. ©. A. Jackson, H. H. . Jackson 
D. O. R. R. Jenkins, J. B. Kershaw, A. H. Knight, Barnett 
Levin, J. S. Lillicrap, I. D. MacDonald, L. A. H. McShine, 
M. L. Mason, A. D. Newsholme, J. L. Penistan, F. L. Potter, 
J. R. E. Richardson, P. B. P. R. Stringer, O. K. Warrick, 
N. N. Wilson, and 6. W. B. Woodham. 

Part I (under revised regulations).—J. J. L. Ablett, R. H. 
Anthony, Ruth P. Armstrong, Elizabeth K. Baker, P. B. Banaji, 
Eileen Bayley, aret Bennett, Geoffrey Beven, R. F. 
Braithwaite, Winifred C. M. Bulkeley, Jean R. C. Burton-Brown, 
Isabella S. Chalmers, R. P. Crick, I. R. Davies, N. H. Desaj, 
S. W. Dunkin, F. L. Dyson, P. M. Elder, S. D. Elek, Enid J. Fair, 
G. R. Fisk, Lilias M. P. Gairdner, S. S. B. Gilder, F. J. Gillingham, 
C. W. Griffiths, Jean M. Holtzmann, R. V. Jones, R. R. Klein, 
D. C. Lewin, Frank Luckett, H. F. Lunn, Arthur Mackler, B. U. 
Meyer, E. W. Miles, D. A. Miln, Margaretta D. Morrell, Donald 
Munro-Ashman, O. W. Peck, A. S. S. Playfair, Constance J. 
Pollard, Peter Pringle, Mary L. Rae, J. D. Randall, J. E. 
Richardson, Ernst Rosenbaum, R. J. Russel, P: T. Savage, 
J. C. Scott-Baker, D. W. Shields, G. F. Smart, B. J. D. Smith, 
S. C. F. Stephenson, Edith Taylor, Gwendolen M. G. Thomas, 
Helen P. Wainwrig erite Watts, May D. Westerman, 


ht, Ma 
Elizabeth Whatley, J. F. Wiliams, B. W. Wood, Hugh Wormald, 


Helen M. Wright, Muriel C. Yates, and W. J. Zorab. 

Pari II (under revised regulations).— Harold Auger, Rosalind S. 
pardlay, A. O. Bingold, M. W. Harvey, Jean M. Holtzmann, 
S. H. Lucas, A. S. Oscier, G. A. Robinson, Ernst Rosenbaum, 
R. W. B. Scutt, M. Shrubsall, Joyce R. Simmons, 
F. M. S. Smith, and Alice Yates. 

Part III (under revised regulations). —Jean M. Drury-White 
and D. J. Paddison. 


British Postgraduate Medical School 


At 4.30 P.M. on June 27, July 4, 11, and 18 in the depart- 
ment of medicine, Sir Arthur Hall will lecture on menin- 
gitis and acute infections of the central nervous system. 
On June 23 at 2.30 P.m., in the department of surgery, 
Mr. J. B. Hume will give the first of five weekly lectures 
on hernia and its treatment. Prof. Vernon Mottram and 
Dr. A. A. Moncrieff will give four lectures in the depart- 
ment of obstetrics and gynecology, beginning on June 29 
at 3.30 p.m. The lectures will deal with the hygiene of the 
newborn child. Application for tickets for these lectures 
should be made to the dean of the school, Ducane Road, 
W.12. i 


Joint Tuberculosis Council 


At a meeting of the council held in London under the 
chairmanship of Dr. S. Vere Pearson on May 20, Sir 
Percival Hartley was introduced as the representative 
of the National Association, in place of Dr. F. J. C. Coutts 
resigned. Dr. R. R. Trail had been appointed by the 
British Medical Association to succeed Dr. F. W. Good- 
body (deceased) as its representative. The Faculty of 
Radiologists had accepted representation on the council. 
After discussion it was agreed to appoint a committee to 
inquire into closer coöperation between the National 
Association, the Tuberculosis Association, and the Joint 
Council; Dr. Pearson, Sir Wilson Jameson, Dr. Ernest 
Ward, Dr. G. Jessel and Dr. J. B. McDougall were selected 
to meet members of the other two organisations. The 
following committees were set up (convener in parentheses) : 
Finance and Publicity; Employment and Aftercare 
(Dr. F. R. G. Heaf and Dr. McDougall); Gold (Dr. R. L. 
Midgley); Milk (Dr. C. O. Hawthorne); Nursing (Dr. 
Esther Carling); Overseas (Dr. Pearson); Postgraduate 
Study (Dr. Heaf); Organisation in War-time (Dr. J. 
Watt); Infection and Books (Prof. W. H. Tytler); 
Major Surgery (Mr. J. E. H. Roberts); Children in 
Institutions (Dr. Peter W. Edwards). It was decided 
to ask the Medical Research Council to include more 
clinicians and members of the tuberculosis service on its 
tuberculosis committee. Dr. D. A. Powell and Dr. G. 
Lissant Cox were asked to report how far the lessons of 
the Welsh inquiry applied to the country as a whole. 
On Dr. Heaf’s request for a new definition of the term 
“ quiescence ” he was asked to convene a committee to 
revise the definition of a number of other terms in common 
use in tuberculosis practice. 
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Winégfield-Morris Orthopzdic Hospital, Oxford 
Applications are invited for the Lord Nuffield scholarship 

in orthopedic surgery tenable at this hospital. Further 

information will be found in our advertisement columns, 


Memorial to J. L. Joyce 

A fund is being raised by the Royal Berkshire Hospital, 
Reading, as a memorial to the late Mr. J. L. Joyee, who 
was senior surgeon to the hospital. It is proposed to 
name the operating-theatre attached to the new Nuffield 
block the Joyce operating-theatre. Donations msy b 
sent to the chairman of the hospital. 


Royal Society of Tropical Medicine and Hygiene 
At the annual general meeting of this society at 8,15 Px, 
on June 15 at 26, Portland Place, London, W., & 
Rickard Christophers, F.R.S., will be inducted as president 
in succession to Colonel S. P. James, F.R.S., who is retiring. 
_ The Chalmers medal will afterwards be presented to 
Dr. Max Theiler of the international health division of the 
Rockefeller Foundation, New York, in recognition of hs 
fundamental work on inoculation against yellow fever. 


Congress on Social Medicine 

The Journées Internationales de Médecine Sociale 
will be held at Liége from June 23 to 25 under the 
presidency of Prof. G. Timbal (Louvain). Prof. J. 
Leclercq (Lille) will compare the legislation for workmer'’s 
compensation in different countries ; Dr. Robert Reuter 
(Luxemburg) will discuss the place of the practitioner m 
social medicine; and Prof. René Sand (Brussels) wil 
speak on the cost of sickness. Further particulars msy 
be had from Prof. J. Firket, 1, rue des Bonnes Viles, 
Liége, Belgium. 


Clean Milk in Ireland 


Our Dublin correspondent writes: The Clean Mb 
Society, after existing some thirteen years, has decided 
to wind itself up. The society was founded to carry a 
a campaign in favour of clean milk, and it was due to its 
activity that the Government was persuaded to freme 
legislation to control dairies and safeguard the publi 
milk-supply. Moreover, the criticism by some memben 
of the society of the first bill put forward by the Govem 
ment led to the substitution of a much more useful measur. 
The present laws are fairly satisfactory, but reports 
of the county medical officers of health throughout the 
country and, still more, information gained from 
unofficial sources make it seem that the administration d 
the act is far from rigorous. Since this rests with th 
local authorities, there is still room for propaganda in 
favour of clean milk. It will therefore be a matter d 
regret to some that the Clean Milk Society has abandoned 
its educative work, for only the pressure of public opinion 
will secure efficient administration. 


League of Nations Pharmacopeial Commission 

A meeting of the technical commission of pharmacopeisl 
experts, of which Dr. C. H. Hampshire of London 3 
president, was held at Geneva from May 10 to 16. Drafts 
of 85 monographs which had been prepared by member 
of the commission since the last meeting were presented 
for consideration. These were classified into groups 
similar substances, such as alkaloids and alkaloidal salts, 
cinchona alkaloids, crude drugs, the digitalis group, and 
mercurial compounds, and certain monographs from each 
group were selected for detailed discussion. The com- 
mission formed themselves into small groups for thè 
investigation of specific problems which arose in the cour® 
of discussion. Among these were the tests for purity of 
quinine salts, the standardisation of ergot and its prepar- 
tions, the alkaloidal assays of crude drugs, and the ash 
content of crude drugs. Individual members undertook 
to report on other subjects, such as the terminology relating 
to solubilities, thermometers, standards for colour and 
absence of turbidity, limit-tests for heavy metals and other 
inorganic impurities, sterilisation of solutions for injection, 
neutrality reactions of alkaloidal salts, the assay 0 
acetylsalicylic acid, and various solubilities of alkaloids 
Draft recommendations for usual and maximum dos 
of certain drugs were adopted, and a tentative list of inte 
national names was drawn up. 
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Pharmaceutical Society of Great Britain 

At a council meeting of this society on June 7 Mr. 
Walter Deacon, a Bridgwater pharmacist, was elected 
president in succession to Mr. Thomas Guthrie, who has 
resigned from the council. 


Middlesex Hospital 

At 4.30 P.M. on June 27 Sir Robèrt McCarrison will 
deliver the second Sanderson-Wells lecture at this hospital. 
He will speak on deficiency diseases. 


British Pharmaceutical Conference 


The seventy-sixth meeting of the British Pharma- 
ceutical Conference will be held at the University of 
Birmingham from July 17 to July 21. 


Travelling Scholarship in Dermatology | 


A Radcliffe Crocker travelling scholarship: in derma- 
tology, which is worth about £280 and is tenable for 
twelve months, will shortly be awarded. Further 
particulars appear in our advertisement columns. 


National Association for the Prevention of Tuber- 

culosis 

Lord Craigavon, the prime minister of Northern Ireland, 
will open the twenty-fifth annual conference of this 
association, which is being held in the College of Techno- 
logy, Belfast, from June 29 to July 1, under the presidency 
of the Marchioness of Titchfield. Dr. Andrew Trimble, 
Dr. W. L. Yell, Dr. Peter Edwards, Dr. B. R. Clarke, and 
Dr. Brendan O’Brien will open a discussion on the 
organisation and local administration of tuberculosis 
schemes. Dr. G. Jessel, Dr. F. S. Hawkins, Dr. Dorothy 
Price, and Dr. W. M. MacPhail will speak on tuberculosis 
in the adolescent. Dr. J. B. McDougall and’ Mr. B. 
Lubetkin, A.R.I.B.A., will discuss architectural problems 
in connexion with tuberculosis institutions. The third day 
of the meeting will be devoted to demonstrations and tours, 
which will include a clinical X-ray and pathological 
demonstration by Dr. James Shaw at the Central Tuber- 
culosis Institute, Belfast, and a visit to Graymount Hos- 
pital and to Whiteabbey Sanatorium, where Dr. P. Walker 
will give radiological clinics on chronic adult phthisis in 
children and chronic submiliary tuberculosis. Another 
visit will be to Forster Green Sanatorium, where Mr. 
G. R. B. Purce and Dr. S. L. W. Erskine will give 
demonstrations. Further information may be had from 
the secretary of the association, Tavistock House North, 
Tavistock Square, London, W.C.1. 


Royal Sanitary Institute 

The annual health congress of this institute will take 
place at Scarborough from July 3 to 8 under the presidency 
of the Earl of Harewood. The work of the congress 
will be divided into seven sections and conferences of 
representatives of local authorities, sanit inspectors, 
medica] officers of health and of health visitors will be 
held in connexion with it. In the section of preventive 


‘medicine a presidential address will be given by Prof. 


R. M. F. Picken, while Dr. J. A. Charles and Dr. A. C. 
Tibbits will open a discussion on the reorientation of the 
public-health services. Dr. W. A. Lethem will speak to 
representatives of local authorities on evacuation schemes. 
Sir Wilson Jameson will preside over the section of tropical 
hygiene and he has chosen as the subject of his address 
rural hygiene in the tropics. It will be followed by a 
discussion. Dr. Elwin Nash will preside over the con- 
ference of medical officers of health, and Sir Arthur 
MacNalty, Mr. G. F. Stebbing, and Dr. John Buchan will 
open a discussion on the Cancer Act, 1939. In the section 
of maternity, child welfare, and school hygiene, Dr. D. R. 
MacCalman, Dr. H. Edelston, and Dr. F. J. S. Esher will 
contribute to a discussion on family discords. Sir Henry 
Bashford will address the section of hygiene in industry 
on sick-absence in industry, and Dr. T. O. Garland will 
plead for a broader conception of hygiene in industry. 
Dr. Charles Hill will ask the appropriate section Whither 
National Health Insurance ? Dr. W. G. Booth and Dr. 
T. N. V. Potts will discuss health visitors and midwives 
in relation to air-raid precautions at the conference of 
health visitors. Further information may be had from 
the offices of the institute, 90, Buckingham Palace Road, 
London, S.W.1. | 


Scholarship in Radiology 


Particulars will be found in our advertisement columns 
of the Chester Beatty scholarship in radiology which is 
offered for the purpose of studying radiology in the United 
States. 


Standard for Burettes 


The British Standards Institution has now issued a 
standard specification.for burettes and bulb burettes. 
The specification covers a range of burettes from 1 ml. to 
100 ml. capacity, and bulb burettes from 45 ml. to 105 ml. 
capacity. It contains particulars of the material to be 
used and of the dimensions and tolerances, as well as of 
the delivery time, jets, stopcocks and graduation marks. 
It also provides for the marking and testing of the 
burettes, of which there are two grades. Copies may be 
obtained from the institution at 28, Victoria Street, 
S.W.1, price 2s. 2d. post free. i 


Oxford Ophthalmological Congress 


This congress will be held at Keble College from July 6 
to 8. After his installation as master, Mr. Percival Hay 
will read an address of welcome, and Mr. T. Keith Lyle 
and Mr. Frank Law will open a discussion on orthoptic 
training. The afternoon will be devoted to short papers 
and demonstration of cinematograph films. On July 7 
Dr. J. Douglas Robertson will put forward evidence in 
favour of the theory that the aqueous humour is produced 
by a process of secretion, and Mr. Thomas Henderson will 
discuss how a hyphæma or a hypopyon is resorbed. The 
Doyne lecture will be delivered by Mr. F. A. Williamson- 
Noble who will describe the ocular consequences of certain 
chiasmal lesions. On July 8 Mr. T. Harrison Butler will 
open a discussion on miners’ nystagmus. Further informa- 
tion may be had from the hon. secretary, Dr. F. A. 
Anderson, 12, St. John’s Hill, Shrewsbury. 


Society for Relief of Widows and Orphans of 

Medical Men 

Mr. V. Warren Low presided at the annual general 
meeting of this society on May 24 when the report and 
financial statement for 1938 was adopted. On Oct. 29 
the society had, he recalled, completed an existence of 
150 years. The membership now is 287. Sixty-two 
widows and five orphans are in receipt of grants and 
during the year a sum of £4990 was distributed amongst 
them. Each widow over 65 years of age received £75, 
each widow under 65 £60, each orphan received £50. 


_In addition each widow and orphan received at Christmas 


a present of £5. The income for the year was £5432, the 
cost of administration £371 10s., with a balance of income 
over expenditure of £70. Relief is only granted to the 
necessitous widows and orphans of deceased members. 
Membership is open to any registered medical man who 
at the time of his election is residing within a twenty- 
mile radius of Charing Cross. Particulars from the 
secretary at the office of the society, 11, Chandos Street, 
London, W.1. 


National Conference on Maternity and Child Welfare 


This conference will be held from June 27 to 29 at 
B.M.A. House, Tavistock Square, London, W.C.1. Mr. 
Walter Elliot, the president, will deliver an inaugural 
address. Other openers of discussion will include Dr. 
Gertrude Dearnley and Dr. C. K. J. Hamilton who will 
speak on safety in childbirth for mother and child; Dr. 
J. C. Spence and Dr. Harold Waller (the encouragement 
of breast-feeding); Dr. Marguerite Hughes and Dr. J. L. 
Burn (problems of the nursery-school, the nursery-class 
and the day-nursery); Dr. P. V. Pritchard (the child in 
relation to the foster-mother) ; Dr. Grace Calver (problems 
of parents with a physically defective child); and Dr. 
D. H. Geffen and Dr. E. Catherine Morris Jones (propa- 
ganda as a means of developing maternity and child- 
welfare work). The secretary of the conference may be 
addressed at Carnegie House, 117, Piccadilly, London, W.1. 

The maternity and child welfare group of the Society of 
Medical Officers of Health has arranged a clinical course for 
medical practitioners in connexion with the conference 
to be held on June 25 and 26. Those who wish to attend, 
should write to Dr. E. V. Saunders-Jacobs, Town Hall 
Woolwich, S.E.18, before June 14. 
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June 12 to June 17 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
TUESDAY.—5.30 P.M., general meeting of fellows. 
Psychiatry. 8.30 P.M., Dr. G. de M. Rudolf, Dr. Noel 
sore: and Dr. W. Clifford Scott : The Chronic Uncertified. 
may. 
Comparative Medicine. 2.15 P.M. (Institute of Animal 
Pathology, Milton Road, Cambridge), demonstrations. 
Obstetrics and Gynecology. 8 P.M., Prof. James Young: 
Pelvic Osteoarthropathy in Pregnancy. Mr. P. Malpas and 
Mr. C. K. J. Hamilton: Effect of Pelvic paceen, PACTA 
eo e Hea 


Inclination, and Sacral Shape on the Pass : 
through the Upper Pelvis. Dame Louise McIlroy : Mistaken 
Diagnosis of Malignancy in a Case of Ovarian Cysts. Mr. 
T. F. Todd: Utero-abdominal Fistula in a Young Woman. 

Laryngology. Otology. 9.30 A.M. (Royal Hospital, West 
Street, Sheffield), Mr. Herbert Tilley and Dr. Leslie Powell : 
Osteomyelitis of the Frontal Bone. . F. C. Ormerod : 
Treatment of Pain in Tuberculous Laryngitis. Mr. John 
Simpson and Mr. R. R. Simpson: Anæmia with Dys- 
phagia : a Pre-cancerous Condition ? 

SATURDAY. 

Laryngology. Otology. 9.30 A.M., Mr. A. G. Wells, Dr. 
P. M. Kerridge and Dr. T. C. Lonie: Ear Disease in the 
Child. Mr. Musgrave Woodman: The Position of the 
Portmann Operation in relation to Labyrinthine Vertigo. 
Mr. C. S. Hallpike and Mr. A. J. A. Wright; Histological 
Changes in the Temporal Bones in Meniére’s Disease. 
2.30 P.M. (Roya) Infirmary, Sheffield), clinical meeting. 

Disease in Children. 2.15 P.M. (Leeds General Infirmary), 
demonstration of cases. 

ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, 26, Portland Place, W.1. 

THURSDAY.—8.15 P.M., annual general meeting. 8.45 P.M., 
Dr. G. A. H. Buttle: Sulphanilamide and its Derivatives 
with special reference to Tropical Medicine. 

KENSINGTON MEDICAL SOCIETY. 

WEDNESDAY.—8.30 P.M. (St. Mary Abbots Hospital, Marloes 
Pona, W.8), Lord Horder: The Menta] Aspects of Physical 

isease. 

RESEARCH DEFENCE SOCIETY. 

TUESDAY.—3 P.M. (London School] of Hygiene, Keppel Street 
W.C.1), Sir Edward Mellanby, F.R.S.: The Experimental 
ieee in the Conquest of Disease. (Stephen Paget 
ecture. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 


MoNDaY.—5 P.M., Dr. D. W. Gordon Murray: Heparin in 
Thrombosis. 

WEDNESDAY.—5 P.M., Mr. George Armitage: Gastroscopic 
Observations on the Healing of Chronic Gastric Ulcer. 
(Hunterian lectures.) 

CHADWICK LECTURE. 

THURSDAY.—5.30 P.M. (Chelsea Physic Garden, Swan Walk, 

. 8.W.3), Prof. R. Ruggles Gates, F.R.S.: 
and Human Welfare. 

ST. BARTHOLOMEW’S HOSPITAL, E.C.1. 

THURSDAY.—1.30 P.M., medical cases. 3 P.M., surgical cases. 
4.30 P.M., X-ray demonstrations. 


FRIDAY.—10 A.M., Dr. George Graham: The Treatment of 


Adiposity. 11 A.M., Prof. Geoffrey Hadfield : The Collection 
and Transmission of Pathological Specimens. Noon, 
Dr. A. C. Roxburgh: demonstration of skin diseases. 
1.45 P.M., Mr. H. G. Bedford Russell: Treatment of Acute 


Infections of the Upper Renpira ory, Tract. 2.45 P.M., 
Mr. W. E. Underwood and Mr. H. W. Rodgers: Treatment 
of Acute Infections of the Hand and Fingers. 4 P.M., Mr. 


S. L. Higgs : Back Ache. 

SATURDAY.—10 a.M., Dr. Geoffrey Bourne : Common Causes 
of Palpitation and their Treatment. 11 A.M., Mr. F. T. 
Evans: Newer Anesthetics. Noon, Dr. W. M. Levitt: 
Deep X-ray Therapy. 1.45 P.M., Dr. K. D. Keele : Pain— 
its Clinical Si cance. 2.45 P.M., Dr. BE. F. Scowen: 

allacies of Endocrine Treatment. 4 P.M., Mr. James 
Coutts, Ph.D.: New Drugs and Preparations. 
The course is open to all medical men. 


ST. MARY’S HOSPITAL, W.2. 
TUESDAY.—5 P.M. (institute of pathology and research), Sir 
John Orr, F.R.S.: Nutrition in Relation to Therapeutic 
and Preventive Medicine. 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.12 
R. C. Wingfield : 


MoNDAY.—4.30 P.M., Dr. 
Tuberculosis. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. T. C. Stamp: The Bacteriological 
Diagnosis of Gastro-intestinal Infection: (I) Enteric and 
other Salmonella Infections. 3 P.M., clinical and patho 
logical conference(surgical). 4.30 P.M., Prof. H. . C. 
Vines: Pathology of the Adrenal Glands. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Mr. Alec Bourne: Salpingitis. 

FRIDAY.—2 PM., clinical and pathological conference 
(obstetrics and gynrecology). 2.30 P.M., Mr. Charles Donald : 
Acute Pyogenic Infections. 

Daily. 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, Obstetrical and gynrecological clinics and 
operations. 
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TAVISTOCK CLINIC, Malet Place, W.C.1. 
MONDAY.—6 P.M., Dr. Emanuel Miller: 
Psychotherapy. 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw : 
nosis. 4.30 P.M., Dr. H. Crichton-Miller: Impotence. 
THURSDAY.—6 P.M., Dr. Alan Maberly: Disorders of Child- 
hood—Obsessional and Allied Disorders, Temper, Violence, 
Wandering. . 
BOSTITAL FOR SICK CHILDREN, Great Ormond Street, 


The Interpretation 
3 P.M., demonstration 


The Meaning of 
Differential Diag- 


THURSDAY.—2 P.M., Dr. Bertram Shires : 
of X Rays in Diseases of Childhood. 
in the electrotherapy department. 

Outpatient clinics daily at 10 a.m. and ward visits at2 Px. 

ST. GEORGE’S HOSPITAL, S.W.1. 

THURSDAY.—5 P.M., Dr. Anthony 
demonstration. 

WESTMINSTER HOSPITAL, S.W.1. 

TUESDAY.—5 P.M., clinicopathological demonstration. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SATURDAY.—ST. MARY’S HOSPITAL, W.2, Tues. 


Feiling : neurological 


and Thurs., 8 P.M., clinical and pathological M.R.C.P. 
course.—BROMPTON HosPITAL, S.W.3, Tues. and Fri. or 
Mon. and Thurs., 5.15 P.M., M.R.C.P. courses in chest 


diseases.— LONDON CHEST HOSPITAL, Victoria Park, E., 
Wed. and Fri., 6 P.M., M.R.C.P. course in heart and lung 
diseases.— WEST END HOSPITAL FOR NERVOUS DIBEASES, 


Welbeck Street, W.1, afternoon, M.R.C.P. courte in 
neurology.—CHELSEA HOSPITAL FOR WOMEN, Arthur 
PRESTON 


Street, S.W.3, all-day course in gynæcology. 
HALL, near Maidstone, Kent, Sat., demonstration on 
pulmonary tuberculosis. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley Road, 
S.W.12), Dr. W. G. Barnard: The Present Position of the 
Cancer Problem. 


e 
Appointments 

BULMAN, H. A., M.R.C.S., D.P.H., medical officer of health 
for Marylebone. 

DONALDSON, MALCOLM, M.B. Camb., F.R.C.S., F.R.C.0G, 
physician accoucheur to St. Bartholomew’s Hospital, 
London. 

Huss, ©. B., M.B. Lond., D.P.H., deputy 
health for Twickenham. 

LANDER, F. P. LEE, M.D. Lond., F.R.C.P., 
Putney Hospital. 

PRITCHARD, W. A., M.B. Lond., assistant 
Warren Road Hospital, Guildford. 
REES, D. F., M.R.C.S., resident assistant 

Battle Hospital, Reading. 

SUTHERLAND, H. A., M.B. Glasg., assistant medical officer at the 
County Mental Hospital, Gloucester. 

London County Council.—The following appointments and 
transfers are announced (A.M.O. (1) or (II) = aşsistant 
medical officer class I or class II) :— 

WHEATON, C. E. W., M.D. Lond., M.R.C.P., deputy medial 
superintendent (class I) at Lambeth Hospital :` 


medical officer of 


hon. physician to 
medical officer at 


medical! officer at 


HOLMES, S. W., M.B. Lond., F.R.C.S., senior A.M.O. (D, 
St. Peter’s Hospital ; l 

TANNER, N. C., M.B. Brist., F.R.C.S., senior A.M.O. (I), 
t. James’ Hospital ; 

LATTER, RosaLiInp B.. M.B. N.Z., M.R.C.P., AMO. (D, 
St. Stephen’s Hospital; and 


BROWNE, OLIVE M., M.B. Edin., A.M.O. (II), High Wood. 
Examining Surgeons under the Factories Act, 1937 : Dr. W.R. 
McLINDEN (Oldham, East, District, Lancaster): Dr. R.L. 
KITCHING (Wetherby District, York, W.R.): Dr. J. F. 
HAMILTON (Bothwell District, Lanark). 


V acancies 


For further information refer to the advertisement columns 


Aberdeen Royal Infirmary.—Surgeon in charge of radium 
Arlesey, Beds, Three Counties Mental Hosp.—Sen. asst. MO. 


Association of Surgeons of Great Britain and Ireland. 5¢ i 
Street, 1V .1.— Moynihan fellowship, £350. » 50, Wimpole 
Barbados General Hosp. 
anresthetist, £450. 
Bath, Royal United Hosp.—H.P., at rate of £150. 
Bedfordshire County Council.—Asst. M.O.H., maternity and 
child welfare, £500. 
Berkshire County Council.—Asst. M.O., £500. 
Birmingham City.—Temporary asst. M.O.H., at rate of £600. 
Also asst. res. M.O. in tuberculosis section, £450. 
Blackburn Royal Infirmary.—Res. H.S., £175. 
Brighton County Borough.—Sen. M.O. and asst. to n £800. 
Cambridge, Addenbrooke’s Hosp.—H.P., at rate of re Ny 
Canterbury, Kent County Mental Hosp., Chartham.—Jun. ast. 


Radiologist, £800. Also H.S. and 


M.O., £350. 

Charing Cross Hosp., W.C.2.—Cancer and radium registrar, 
£100. Also clin. asst. to dermatological dept. and clip. 
asst, to X-ray and electrotherapeutic dept., each £50 

Charlerhouse Rheumatism Clinic, 56, Weymouth Street Wi 
Hon. clin. assts. : 5 

Chelsea Hosp. for Women, S.1V.3.—Aneesthetist. 


Derbish ire County Council Asst. county M.O.H. 
Derbyshire Education Committee í 


3U 


Asst. school M.O., £500. 
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Dewsbury County Borough.—Res. asst. M.O. in maternity and 
child welfare dept., £350. 

Dover Borough.—M.O. H. and port M.O., £900. 

Dreadnought Hosp., een uiel: S.£.10. —Receiving-room officer, 
at rate of £150 

Durham County Council.—Asst. school M.O. , £500. 

Durham County Hosp.—H.S., at rate of £150. 

Essex County Council. —Temp. tuberculosis officer, £12 per week. 

pele peed: for Sick Children, Southwark, S.E.1 .—Radiologist, 


One Royal Victoria Hosp.—Res. H.S. to special depts., 


Glasgow, Western Infirmary. P meee £400. 

Glasgow Eye Infirmary.—Res. H.S., £150. 

Glasgow Royal Infirmary. —Radiolo ist. 

Greenwich Metropolitan Borough, S.£.10.—Asst. M.O., £500. 

Hampstead General and North-West ‘London Hosp., Haverstock 

il, N.W.3.—H.S., at rate of £100. 
Hastings, Royal East ‘Sussex Hosp.—Jun. H.S., at rate of £150. 
Hertfordshire County Council.—Asst. M.O. for maternity and 
d-welfare work, £500. 

Hosp. for Consumption and Diseases of the Chest, Brompton, 
S.W.3.—Two s ke Domne each £150. 

Hosp. of St. John and re 60, Grove End Road, N.W .8.— 
Res at ate of £100. 

Huddersfield, Storthes Hall Mental Hosp., Kirkburton.—Asst. 


M. 350. 
Hull Municipal Maternity Home and Infants’ Hosp.—Jun. res’ 
.O., at rate of £100 
Hull e oyal Infirmary. —Hon. gyngæcologist. 


Ilford, King George Hosp.—Med. reg., £150. Also asst. cas. O . 


and H.S. to spec. depts., at rate "of £100. 
Lancashire County Council. — Asst. county M.O., £800. 
Larbert, Stirling District Mental Hosp.— Asst. M. O, £250. 
Lincoln City.— Res. M.O. for City Hosp. and Sanatorium, £300. 
cpa ne Joint Board for the Mentally Defective.—Asst. M.O., 


0 
London County Council.—Asst. M. O., £600. Asst. M.O.’s 
(class I), each £350. Asst. M.O.’s (class II), each £250. 
Also asst. M.O. for Queen Mary’s Hosp. ., Carshalton, £350. 
London Hosp., E.1.—Medical outpatient first asst., £150. 
London Jewish Hoep., Stepney Green, E.1.—Hon. clin. asst. 
LONEN University. — Chester Beatty scholarship in radiology, 


0. 
Maida Vale Hosp. for Nervous Diseases, W.9.—Hon. asst. 
physician. 
Manchester, Crumpsall Hosp.—Res. asst. M.O., at rate of £200. 
Manchester City Education Committee. —School M.O., £1000. 
Manchester Royal Children’s Hosp., Pendlebury. —Res. H.S., at 
rate of £100. 
eee one District General Hosp., Notis.—H.S., 


ae at rate 

M: oe Mod, alia .—Obstetrician (grade II), £650. Also 
ass 

Norwich, Norfolk and Norwich Hosp.—H.P. and H.S., each £120. 

Oxford, Radcliffe Infirmary.—Hon. asst. obstetrician and 
gyneecologist. Also hon. asst. surgeon to ear, nose, and 
throat dept. 

Oxford as tao Morris Orthopedic Hosp.—Lord Nuffield 
scholarship in orthopeedic surgery, £200, Also res. H.S., 
at rate of £100 to £120. 

Penzance, West Cornwall Hosp.—H.S., at rate of £150. 

Plymouth, go ee of Wales's Hosp., Greenbank Road.—Res. 
surg. at rate of £225. 

Portsmouth Reval Hosp.—H.P., at rate of £130. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
Asst. physician. 

Queen’s Hosp. for Children, Hackney Road, E.2.—H.P. and cas. 
O., each at rate of £100. Also asst. surgeon. 

Radium Institule and Mount Vernon Hosp., 1, Riding House 
Street, W.1.—H.S. for Mount Vernon Hosp., ‘at rate of £150. 

Reading, Royal Berkshire Hosp.—H.S., H.S. to special depts., 
and cas. O., each at rate of £150. 

Rochdale Infirmary and Dispensary.—Sen. H. Ss £200. 

Romford Isolation Hosp.—Sen. asst. M.O., £350 

Rotherham Hosp.—Cas. H.S., £150. 

Royal Army Medical Corps. — Temporary commissions 

Royal London Ophthalmic Hosp., City Road, E.C.1 -Pathologist 
and curator, £650. 

Royal Masonic Hosp., Ravenscourt Park, W.6.—Res. surg. O., at 
rate of £250. 

Royal National Orthopædic Hosp., 234, Great Portland Street, 
W.1.—Res. H.S., £150. Also surg. reg., £105. 

Royal Naval Dental Service. —Dental officers. 

Royal Naval Medical Service. —Medical officers. 

Royal Northern Hosp., Holloway, N.7.—Res. M.O., £370. 

Royal Tunbridge Wells, Kent and Sussex Hosp. —H.S. to ear, 
nose, and throat and ophth. depts. and res. anesthetist, £150. 

St. Albans, Hill End Hosp. and Clinic, édc.—Two H.P.’s, each 
at rate of £165. 

St. John’s oep: , Lewisham, S.E.13.—Res. second H.S., at rate 


of £10 

Sheffield Children’s Hosp.—H.P., £100 

Sheffield Royal Hosp.—Ophth. H. S., £120. Also holiday locum, 
at rate of £80. 

Sheffield Royal Infirmary and Hosp.—First asst. and clin. asst., 
£500 and £300 respectively. Also ophth. H.S., at rate of 
£80 to £120. 

Shrewsbury Royal Salop Infirmary.—Res. surg. O., £250. 

Southampton County Borough. —Asst. port M.O. H., £500. 

Southampton Free Eye Hosp.—H.S., at rate of £1 50. 

Stoke-on-Trent, North Staffordshire’ Royal Infirmary.—H.S. to 
aural and “ophth. depts., at rate of £150. 

Stourbridge, Corbett Hosp. ais P., at rate of £125. 

Stourbridge Borough.—M.0O.H. and M.O. to North Worcester- 
shire Joint Isolation Hosp. Board, ee 

Swansea County Borough.—Asst. M. 0., 

Taunton, Taunton and Somerset Hosp. = p. at rate of £125 

Tilbury "Hosp. —H.S., at rate of £140. 
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University College Hosp. Medical School, W.C.1.—Radcliffe 
Crocker travelling scholarship in dermatology, £280. 

Warwick, Warwickshire and Coventry Mental Hosp., Hatton.— 
Deputy med. supt., £650. 

West London Hosp., Hammersmith, W.6.—H.P. and three H.S.’s, 
each at rate of "£100. 

Willesden General Hosp., Harlesden Road, N.W.10.—Cas O., 
at rate of £100. Hon. clin. assts. Aiso refraction asst., 
1 guinea per session. 

Winchester, Royal Hampshire County Hosp.—Res. surg. O., at 
rate of £200. 

Woolwich and District War Memorial Hosp., Shooter's Hill, 
S.E.18.—Cas. O., at rate of £100. 

Worcestershire, King Edward VII Memorial Sanatorium, 
Knightwick.—Asst. county tuberculosis officer, £450 

York County Hosp.—H.S. to eye, ear, nose and throat dept., £150. 


The Chief Inspector of Factories announces a vacancy for a2 
Factory Surgeon at Dundee (Angus). l 


- Births, Marriages and Deaths 


BIRTHS 


Agee .—On May 31, at Blackpool, the wife of Dr. J. Wilson Aird 
—e& SOn. 

CARMIOHAEL.—On May 26, in India, the wife of Captain J. A. 
Gordon Carmichael, R.A.M.C.—a son. 

JESSOP.—On May 31, at Bentinck Street, W.1, the wife of 
Mr. W. H. Graham Jessop, F.R.C.S.—a son. 

LESSER.—On June 4, at the London Clinic, the wife of Dr. 
S. A. H. Lesser—a daughter. 

MacKENZIE.— On May 29, at 11, Randolph Crescent, Edinburgh, 
the wife of Dr. N. F. MacKenzie, Brockhall, Lang o, 
near Blackburn—a daughter. 

RIDSDEL.—On June 4, at Bentinck Street, W.1, the wife of 
Dr. W. B. Ridsdel, of Westerham, Kent—a daughter. 


MARRIAGES 


BLAIR—-GRUNDY.—On June 3, at Manchester College, Oxford, 
George Leighton McCall’ Blair, M.B., of Wisbech, to 
Margaret Elizabeth Grundy 

CLARKE—MARSHALL.—On June 3, at St. Joseph’s R.C. Church, 
Dorking, John Garrett Robert Clarke, M.B., of Luton, to 


Phyllis Marshall. 
GIBBENS—MCNEILE.—On June in London, John Hartley 


Gibbens, M.B., to Barbara MeN ale 
HANLIN—MANSON.—On June 1, at Glenurquhart Parish Church, 
Drumnadrochit, Reginald Kirk Hanlin, M.B., of Nairn, 


to Jenny Campbell Manson. 
MACKEY—SYKES.—On June 3, at the Church of St. Jobn the 


Evangelist, Edinburgh, William Arthur Mackey, F.R.C.S.E., 
to Joan Margaret Sykes. , 


DEATHS 


BENHAM.—On June 5, Alice Marian Benham, M.D. Lond., 
of Oakley Street, Chelsea, S.W.3, aged 66. 

Downes.—On June 3, at Priory Road, Hornsey, N.8, Howard 
Downes, M.R.C.S., aged 8 l 

GRAY. E May 30, "at Hclewoxtie: Walter Gordon Gray, 


M 
SRAN PAARE une 2, at Glasgow, Charles Jobn Shaw, M.D. Edin., 


TURNER.—On June 6, at Walker Street, Edinburgh, Arthur 
Logan Turner, M.D. Edin., LL.D., F.R.C.S.E. 


N.B.—A fee of 78. 6d. is charged for ae cha of Notices of 
Births, Marriages, and D 


THE LANCET 100 YEARS AGO 


June 8, 1838, p. 403. 


From a leading article. 


THE medical profession is, perhaps, more favourable 
than any other to the cultivation of truth.... When the 
medical practitioner is questioning the patient, observing 
the effects of remedies, watching the sufferer’s return to 
health, or tracing the ravages of disease, he is still searching 
after truth. In medical science the past has no sanctified 
errors, the present no lucrative lies. Although falsehood, 
however, be driven from the medical highways, it is not 
extinct; it lurks in by-paths and alleys, ever ready to 
caress the profligate, to mislead the unwary, and to rob 
the unguarded of honour, self-respect, and a good 
conscience. What temptation is there not held out to 
quackery,—to the invention of cures,—to the discovery of 
new remedies,—to the solemn affectation of wisdom,— 
to writing bad books upon clap-trap practical subjects ? 
In real life the medical man is called upon to repudiate 
all these surreptitious aids, and sometimes to brave 
neglect and poverty,—to endure contumely,—to dash the 
sparkling cup of riches and success from ‘his lips, rather 
than live on a sullied integrity, and feel a conscious false- 
hood burning for ever at his heart. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE REPORT ON ABORTION 


Two years ago the Home Secretary and the Minister 
of Health jointly appointed a committee to inquire 
into abortion and to consider what steps can be taken 
to reduce mortality and morbidity from this cause. 
Meeting with Mr. Norman Birkett, K.C., as chairman, 
the members were Mrs. Stanley Baldwin (now 
Countess Baldwin), Lady Ruth Balfour, M.B., Sir 
Comyns Berkeley, F.R.C.0.G., Dr. T. Watts Eden, 
F.R.C.0.G., Dr. &. C. M. M‘Gonigle, Mr. H. A. 
de Montmorency, Sir Rollo Graham-Campbell, Capt. 
M. P. Pugh, Mr. Bentley Purchase, Mr. C. D. C. 
Robinson, Mrs. Dorothy Thurtle, Mr. T. H. Hunter, 
K.C., Lady (Rhys) Williams, Sir Ewen Maclean, 
and for a time Lady Forber, M.D. Their report 1 
published on Thursday contains many recommenda- 
tions and a number of reservations. 

Having found it hard to ascertain the prevalence 
of abortion the committee pleads for a more uniform 
and accurate system of record-keeping by institutions. 
It is inclined to accept the estimate that something 


like 16-20 per cent. of all pregnancies end in abortion, 


which means that the annual number in England 
and Wales is between 110,000 and 150,000—or 
300-400 every day. It appears that the proportion 
of abortions to total pregnancies has not appreciably 
increased of recent years, but criminal abortion~has 
become commoner. The average fatality-rate is put 
at 0-3-0-4 per cent., but the great majority of the 
deaths occur in cases where there has been criminal 
interference, which may represent about 40 per cent 
of the total. Artificial induction of abortion, even 
when the woman is healthy and the operator skilful, 
involves a risk; and though Russian experience 
suggests that the mortality in such circumstances is 
low, the morbidity and particularly the later sequels 
are said to have been serious during the years when 
abortion was legal in the Soviet Union. 


ETHICAL QUESTIONS 


“ The law relating to abortion is freely disregarded 
among women of all types and classes,” but in the 
committee’s opinion purely selfish motives seldom 
predominate, Only a fraction of the number of 
criminal abortions procured come to the knowledge 
of the police, and the committee endorses the recom- 
mendation of the Royal College of Physicians that 
doctors should urge their patients to allow the 
necessary report to be made. A reservation signed 
by Lady Baldwin, Lady Ruth Balfour, Sir Comyns 
Berkeley, Capt. Pugh, Mr. Purchase, and Lady 
Williams goes further and points out that as things 
now stand the criminal abortionist “‘ can feel safe 
in advising his victim to call in a doctor, should her 
condition demand it, with the almost certain know- 
ledge that the matter will go no further. We believe 
that the general public, and perhaps most doctors, 
do not realise the extent to which the abortionist 
is able to benefit by the inactivity of the medical 
profession in this matter.’ Lady Baldwin and her 
associates believe that many doctors would welcome 
a decision that would relieve them of their present 
dilemma, in which ‘their legal and public duty is 
at variance with the tenets of their profession as 
voiced by the Royal College of Physicians.” They 
hope therefore that the College will revise its recom- 


1. Report of the Inter-departmental Committee on Abortion, 
H.M. Stationery Office. 1939. Pp. 168. ls. 6d. 
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mendation made in 1916, which has limited the 
doctor’s power to assist justice to those rare cases 
in which the patient consents to disclosure. 

The committee recognises that the present law 
presents difficulties to the practitioner who is con- 
templating the induction of abortion on therapeutic 
grounds and it advises that (except in urgent cases) 
he should be obliged to obtain the written agreement 
of a colleague who has examined the patient, and 
within forty-eight hours of the operation should send 
a notification signed by them both to the local medical 
officer of health. The particulars given would imelude 
a statement of the condition for which abortion 
was required, the immediate result, and the date; 
and they would be confidential except that the police 


„would have access to them. This proposal is unaccept- 


able to two members of the committee, Mr. de 
Montmorency and Dr. M‘Gonigle, who argue that it 
would not control the actions of unscrupulous prac. 
titioners and that in the public mind would unwises 
associate the public-health services with police 
functions. : 

‘The induction of abortion is on ethical, social, 
and medical grounds essentially an undesirable 
operation, justifiable only in exceptional circum. 
stances, and the committee is strongly opposed to 
any broad relaxation of the law designed to make 
social, economic, and personal reasons a justification 
for the operation.” While it would welcome the 
legalisation of abortion after rape, it has been unable 
to devise a scheme to meet the legal and other 
practical difficulties. It does not support specific 
permission for the termination of pregnancies starting 
before the age of sixteen, or resulting from incet, 
or likely to transmit hereditary disease. If in any 
such case there were adequate medical reasons, 
however, abortion would unquestionably be legal 
Neither the compulsory notification of all abortions 
nor the compulsory notification of pregnancy i 
favoured by the majority ; but much is expected from 
better attention for abortion cases. The Midwire 
Act should, it is suggested, be amended so as to 
require that local supervising authorities supply 4 
number of midwives sufficient to provide skilled 
nursing for women who have had abortions, lw 
it is felt many spontaneous abortions would M 
prevented by sound antenatal care from early in 
pregnancy and by early consultation when abnormal 
symptoms are noted. 


BIRTH CONTROL AND SOCIAL MEASURES 


On the larger question of social discouragement of 
abortion, attention has been paid to the influence 
and availability of contraceptive methods, The 
committee remarks that even the most reliable 
contraceptive advice, universally disseminated, would 
not provide a complete solution of the problem of 
criminal abortion. ‘Mainly on general grounds not 
directly connected with its inquiry ” it is not prepared 
to recommend that the public-health services should 
be utilised for the unrestricted spreading of such | 
information, But it feels that local authorities should 
provide opportunities for securing contraceptive 
advice to every married woman whose health would 
suffer through pregnancy, “and the medical] grounds 
should not be limited by too narrow an interpre 
tation.” Already local authorities have such powers 
but they do not use them sufficiently. Tt jg recom- 
mended that the Minister of Health should bring this 
fact forcibly to their notice. 
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Lady Ruth Balfour and Dr. Watts Eden express a 
dissentient opinion; they think “it would be 
desirable in the public interest that medical officers 
in charge of clinics maintained by local authorities 
should be permitted to give bitth control advice and 
treatment to married persons who desire to limit or 
space their families for economic reasons.” 


The committee as a whole realises that measures 
seeking to relieve the financial difficulties associated 
with childbirth and parenthood represent a sound 
approach to the problem. A particular measure to 
which it draws attention is improvement of the 
municipal maternity services, but it also mentions com- 
pulsory payment of family allowances among other 
possible means of lessening resort to abortion. Also 
on the positive side it is suggested that social workers 
should combat ‘‘the tendency in some quarters to 
regard parents of several children as unfortunate.” 
The importance of the family as a unit of social life, 
and its value as a source of happiness, should be 
emphasised. While the public should be instructed 
about the nature and consequences of criminal 
abortion they should also be made to realise that 
maternity is not as dangerous as they are sometimes 
led to suppose. Steps should likewise be taken to 
educate public opinion into a more humane and 
enlightened attitude towards unmarried mothers. 


Other recommendations relate to the sale of so-called 
abortifacient drugs ; this is described as ‘‘ a fraudulent 
exploitation of the mental distress of the women who 
buy them jin the anticipation that they are likely to 
be effective”; and their indiscriminate use may 
endanger health and life. The development of research 
on the new synthetic cestrogens should be closely 
followed and if, as is expected, these prove effective 
for the termination of early pregnancy, their sale 
will have to be controlled and restricted. It is 
proposed. that existing facilities for carrying out 
pregnancy-diagnosis tests should be reviewed with 
the idea of making them more generally available 
irrespective of income. 


= A minority report by Mrs. Dorothy Thurtle favours 
much wider dissemination of advice on birth control, 
partly through gynecological clinics of the kind 
proposed by Dr. Joan Malleson, who submits a 
memorandum (see Lancet, Feb. 11, 1939, p. 366). 
Mrs. Thurtle thinks it would probably be well to 
legalise voluntary abortion for women who have 
had four pregnancies (continuing until the fotus 
‘was viable), and she would also legalise the operation 
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case-records. She is emphatic in her advocacy of 
continence during adolescence, favours early marriage 
whenever possible and gives some depressing pictures 
of the results of promiscuity during youth. Her 
insistence that a successful marriage is nearly always 
the outcome of hard work and constructive codpera- 
tion on the part of both husband and wife will not be 
disputed ; and it is now agreed, too, that the degree 
of concord between the parents influences the mental 
stability and ultimate good citizenship of their 
children. Dr. Sloan Chesser has some sensible things 
to say about abortion, prostitution and sexual 
perversions and deals sympathetically with the 
climacteric and old age. 


A CROMWELLIAN MAJOR-GENERAL? 


Sir James Berry has been inspired to devote some 
of his well-earned leisure to the compilation of this 
account of one of his ancestors, that James Berry 
who rose to distinction in the troubled times of the 
Great Civil War. The volume is the more welcome 
because it deals mainly with events in the political 
history. of Cromwell’s dictatorship, and the extremel 
intricate movements which immediately precede 
the Restoration, a period of which our information 
has been, and still is, in many respects defective. 
The authors believe that this is the first study of the 
administrative details of the activities of the eleven 
major-generals to whom in 1655 Cromwell entrusted 
the civil and military rule of England and Wales. 

Of James Berry’s life before he joined the army 
but little is known. He was a puritan, and must 
have had some previous military experience, for as 
early as 1643 he was already an officer in Cromwell’s 
own troop of horse. He served in this capacity 
throughout the years of the first civil war, and in 
1651 was promoted to the command of his own 
regiment. He had fought in the north, and in the 
west, and was at Dunbar with Cromwell. When the 
fighting was over he was employed in military and 
civil administrative posts with his regiment, till on 
the breakdown of Cromwell’s attempt to govern by 
means of a parliament the Protector divided the 
whole of England and Wales into districts with a 
major-general at the head of each district. Berry’s 
district included Shropshire, Worcester, Hereford, 
North Wales, and after the first few months South 
Wales as well. Of this period there are several of 
Kae he letters extant, so that it is possible to construct 
a detailed picture of the methods he employed, and 
the difficulties he encountered. The war had prac- 
tically brought to a standstill all the public life of the 
country, and it was Berry’s task to attempt the 
restoration of civil justice, and local administration 
in counties where the Royalist party had been strong, 


jn cases of rape under the age of sixteen and in 

certain other circumstances, in cases of incest, and 
, in cases where sterilisation would have been advisable. 
‘She can conceive no penal deterrent that will be 
1 effective, and submits her proposals as a means of 
} preventing crime ‘“‘in the sense of removing from 
} women the necessity to resort to jt.” 


} 
j 


and the breakdown therefore more complete. More- 
over in these years there were constant conspiracies 
and plots against the Protector, and in favour of 
the Stuarts, and part of Berry’s duties was to exercise 
a rigid supervision over all suspects, and over such 
seemingly innocent amusements as race-meetings and 
parties for hunting. In addition he had to see that 
the heavy taxes imposed on the Royalist gentlemen 
were properly paid. He appears from his letters to 
have been lenient wherever it was possible, and on 
the whole to have discharged his duties efficiently. 
| PHASES OF LOVE The system was pursued until the ensuing parliament 


in 1657 refused to vote the supplies necessary to 
) Dr. Sloan Chesser has set down a series of jottings carry on the rule of the major-generals. Berry was 
, which present a broad and effective survey of the 


by this time a member of parliament, and in the 
physical and psychical aspects of love. She quotes following period, especially after the death of Cromwell, 
"very few other writers but draws almost entirely took an active lead in the ‘“‘ army party ” which was 
‘upon her own thought and experience; she has distinctly republican in tone, and therefore in opposi- 
' clearly had occasion to observe and listen to persons tion to the bulk of opinion in the country, which as 
: of many types. Her attitude is elastic and tolerant 


a whole favoured the Restoration. The story of the 
i but her sympathy with the modern young has not vicissitudes of the “ army party ” and of Berry as 
, affected her sense of values. Each of the five parts one of its acknowledged leaders is difficult to follow, 
, of her book is illustrated with examples from her own but eventually the Restoration robbed it of all 


1. By Sir James Berry, F.R.C.S., and Stephen G. Lee. Oxford: 


1. Five Phases of Love. By Elizabeth Sloan Chesser 
‘ At the Clarendon Press. 1938. Pp. 325. 15e. 


; London: Herbert Jenkins. 1939. Pp. 252. 7s. 6d 


‘ 
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influence ; and Berry as a marked man spent the 
next twelve years of his life in prison or under 
restraint. Finally he was released, and though he 
lived for many years afterwards seems never again 
to have played an active part in the life of his time. 
He died in 1691, being probably about 80 years of age. 

Berry appears from these careful researches to 
have been a steadfast and high-principled puritan 
with a strong leaven of republicanism ; not an out- 
standing leader, but a good soldier, a just adminis- 
trator, and a firm friend to his neighbours and to his 
co-religionists. Sir James and his fellow editor are to 
be congratulated on this scholarly study of a repre- 
sentative Englishman during some extraordinarily 
difficult years. 


STATISTICS FROM THE UNITED STATES 


ACCORDING to the latest reports of the Bureau of 
the Census, prepared under the supervision of Dr. 
Halbert Dunn (Mortality Statistics, 1936, and Birth, 
Stillbirth and Infant Mortality Statistics, 1936, 
Washington), the estimated population of the United 
States in 1936 was 128,429,000. In the same year 
there were registered 1,479,228 deaths and 2,144,790 
live births, giving crude rates of 11°5 and 16°7 per 
1000 persons living. These vast figures are analysed 
in detail in these reports and show many interesting 
features. Stillbirths numbered 34 per 1000 live 
births and the further loss in the first year of life was 
57 deaths per 1000 live births, giving a loss of 1 baby 
in every 11 before its first birthday (excluding abor- 
tions and miscarriages). Of every 39 deaths, 1 was 
due to a motor-vehicle accident, and the absolute 
number of such fatalities was nearly the same in 
urban and rural areas. Deaths attributed to cancer 
and other malignant tumours (142,613) were just twice 
as many as those debited to all forms of tuberculosis 
(71,527). The seasonalswing of mortality in the United 
States is less than that customary in England and 


Wales, there being a smaller rise in the States in the | 


first quarter of the year, to which respiratory causes 
especially contribute, and a less pronounced decline in 
the summer months, for which the higher incidence 
in the U.S.A. of deaths due to the enteric-dysentery 
group and to malaria may well be responsible. 
The birth-rate shows only a slight seasonal trend 
with its maximum in the third quarter, at which 
time the stillbirth-rate is relatively low. Particulars 
relating to the latter show, for a restricted area, that 
56 per cent. of stillbirths were of males, 44 per cent. 
of females, that half of them took place in the eighth 
and ninth months of pregnancy, and that malforma- 
tions are the only cause reported as responsible for 
more stillbirths of females than males. Infant mor- 
tality ranged from 42 in Connecticut to 122 in New 
Mexico; in the whole country it was 53 per 1000 
for white children and 86 for negro; nearly half of 
the infant deaths took place in the first week of 
life, and nearly 60 per cent. in the first month. 

The value of these extensive tabulations of the basic 
vital-statistical data would be still further enhanced, it 
seems to the stranger, if some official estimates of the 
populations of different areas could be added. 


PREGNANCY AT FIVE YEARS OF AGE. 


Prof. Edmundo Escomel of Lima, Peru, reports 
a case of pregnancy in a child five years of age 
(Pr. méd. May 13, 1939, p. 744). At the beginning of 
April last the patient, born on Sept. 27, 1933, the 
daughter of poor country people, was brought to 
Pisco Hospital because of a large tumour of the 
abdomen. Dr. Lozada was amazed to find present 
all the signs of pregnancy, and questions elicited the 
information that menstruation had begun at eight 
months, and that at four years the breasts were 
developed and pubic hair present. The girl had 
ceased to menstruate 74 months before, the breasts 
were now increased in size, Montgomery tubercles 
were present, and the fcetal heart could be heard to 
beat. Radiography confirmed the diagnosis and 


NOTES, COMMENTS, AND ABSTRACTS 


[JUNE 10, 1939 


indicated a head-presentation. The Lima obstet- 
ricians who examined the child could only arrive at 
the same conclusion and the question of a caesarean 
operation was discussed in case the small pelvis of 
the mother would not permit a natural birth. From 
Prof. Escomel additional information arrived by 
air-mail, together with the patient’s photograph, 
which is reproduced in the Presse Medicale of May 3). 
At term the infant was removed by cesarean section 
on May 14, when the mother was 5% years of age, 
The child weighed 2700 grammes and was well built 
and healthy. The mother was also well and ina 
very few days was expected to be able to leave the 
maternity clinic. The person responsible for this 
event is unknown, for the patient herself is a little 
backward and unable to give precise answer. 
A committee of ladies has been formed to assure the 
future of the mother and her child. 

It may be recalled that Molitor in 1878 reported 
to the Royal Academy of Medicine in Belgium the 
case of a girl who was eight years of age when br 
child was born. 


GYMBALL EXERCISES 


To the uninitiated it may be explained that gym- 
balls are little medicine balls about 3 in. in diamete 
and weighing 34 lb., made of rubber and filled with 
shot. Those who have attended classes in the 
attractive recreative method of gymnastics fo 
men, introduced by J. W. BjOrneby from Norway ani 
sponsored by R. StG. Harper the Olympic hurdler, 
will be familiar enough with their use and will find 
the neat booklet of gymball exercises compiled bs 
these two athletes useful for home practice. (Britnor 
Recreative Gymnastics. Part I. London: Simpkn 
Marshall. 1938. Pp. 37. 3s. 6d.) The bookkt 
is in loose-leaf form so as to allow for additional 
exercises and the figures and captions are easy to 
follow even by the inexperienced. To the complete 
novice, however, the value of these exercises is 
doubtful, for they need accurate demonstration and 
are more suited to the enthusiastic atmospher 
of the class than the isolation of the bathroom, Th 
diagrams are interspersed with 
all sound but some a trifle obvious. 
would be: join the classes, and then get the. book 


ADVERTISEMENT OF CANCER CURES 


Circular 1813, sent out by the Ministry of Health 
to local authorities, calls attention to section 4 of the 


health slogans — 
Our advice — 


Cancer Act, which prohibits advertisements containint 


an offer to treat cancer, or to prescribe any remedy 


for it, or to give advice in connexion with its treat: 


ment, or referring to any article in terms calculated 
to lead to its use in the treatment of cancer. 
Subsections (4) and (5) of the section exclude 
from the prohibition certain advertisements, among 
them advertisements published only to members f 
a local authority or of the governing body of 4 
voluntary hospital, and advertisements published by 


a local authority or by the governing body ofa 


voluntary hospital or by any person acting with 
the Minister’s sanction. 

Under subsection (7) the duty is imposed on county 
and county borough councils to institute proceedings 
for offences, but under subsection (6) proceeding 
may not be instituted without the consent of the 
Attorney-General or the Solicitor-General. 

THE Times AND WESTMINSTER HosprraL.—trbe 
weekly edition of the Times for May 24 contains a 
series of illustrated articles on different aspects of 
the new Westminster Hospital. The administration 
and the various departments of the hospital ar 
described by those in charge of them. Sir Stanlet 
Woodwark gives a broad outline of its general work 
and Sir Adolphe Abrahams deals with the relation 
of student to patient. In his large coloured pictur 
on the cover Mr. Arthur Shearing has successfull 
overcome the difficulties of giving a satisfactory 
bird’s-eye view of the exterior. 


. 


THE LANOET 


[JUNE 17, 1939 


ADDRESSES AND ORIGINAL ARTICLES 


TOXIC GOITRE 


WITH SPECIAL REFERENCE TO THE DISEASE IN 
OLDER PEOPLE 


By HAROLD Cooxson, M.D. Birm., B.Sc., M.R.C.P. 


PHYSICIAN TO THE CORNELIA AND EAST DORSET HOSPITAL, 
POOLE 


OUR conception of the age-incidence of toxic 
goitre has radically altered in the last twenty years, 
for until recently many cases in middle-aged and 
elderly women went undiagnosed. There is now 
evidence that the disease is commoner in women 
over forty than below this age, whereas fifteen to 
twenty years ago toxic goitre (or, as it was called 
then, exophthalmic goitre or Graves’s disease) was 
regarded as essentially a disease of girls and young 
women. In the first edition of a well-known textbook 
published in 1922 the onset is stated to be most 
commonly between the ages of fifteen and thirty, 
and the disease is defined as a condition due to 
abnormal secretion of the thyroid gland usually asso- 
ciated with an increase in the size of the gland, 
protuberance of the eyes, loss of weight, fine tremor 
of the hands, palpitation and rapid action of the 
heart, and general nervous irritability. At that 
time the effect of iodine was misunderstood, and its 
oral administration to patients suffering from hyper- 
thyroidism was thought to aggravate the symptoms. 
The discovery or rediscovery by Plummer in 1923 
that iodine could be given in toxic goitre, not only 
without harm but also with benefit, was of great 
value. 

Of equal importance is the discovery that toxic 
goitre in middle and old age is common; but, so 
long as the diagnosis is restricted to patients present- 
ing the classical picture of exophthalmic goitre, the 
disease at these age-periods is likely to be missed, 
and this is a serious error, because appropriate treat- 
ment is effective. The age-incidence and sex- 
incidence in 400 cases of toxic goitre seen by me 
between 1930 and 1938 in private and hospital 
practice is shown in table I. These figures indicate 


TABLE J—AGE-INCIDENCE AND SEX-INCIDENCE IN 400 CASES 
OF TOXIO GOITRE 


Age Female | Male Age Female | Male 
1-10 91 12 
11-20 50 9 
21-30 7 0 
31-40 358 42 
41-50 


that toxic goitre is less common in that period 
formerly regarded as the usual age-incidence than in 
later life: 37 per cent. of the patients were aged 
forty or less; 63 per cent. were over forty ; no less 
than 42 per cent. were over fifty; and the highest 
incidence was in the sixth decade. The sex ratio is 
seen to be 8:5 women to 1 man, which is similar to 
that usually given. The features of the disease, 
including the age-incidence, probably vary in different 
parts of the country and still more in different 
countries; but in the present series, made up of a 
group, drawn from the London area and another 
604 


from the south coast, there was little difference in 
the age-incidence in the twò groups. 


Symptoms and Signs 


It will be convenient first to consider those symp- 
toms which are characteristic of classical exophthalmic 
goitre and to see how they are represented in the 
older patient. 

THE THYROID 

In the girl and young woman with toxic goitre the 
thyroid is, as a rule, definitely enlarged and the 
swelling in the neck obvious at a glance. In fact a 
definite clinical enlargement of the thyroid is almost 
essential to the diagnosis of toxic goitre in a woman 


under thirty. Most often it is diffusely enlarged and 


smooth, In the older patient, on the contrary, the 
neck may have to be examined carefully by inspection 
and palpation before any abnormality can be made 
out. The thyroid is very frequently small, hard, and 
nodular; it is often only palpable low in the neck 
in the suprasternal notch., The patient should be 
asked to swallow, when a small nodule, just palpable 
with the tips of the fingers dipping deep into the 
notch, may be felt to rise with the trachea and become 
more definite. Palpation must be used as well as 
inspection and many small firm nodular goitres are 
missed because hasty inspection only is employed. 
If after examination in this way no goitre is dis- 
covered, it is unlikely that one will be revealed by 
radiography of the chest; for, although there are 
goitres situated entirely in the chest behind the upper 
sternum and even at lower levels, they are rare. 
The goitre that is visible radiographically as a retro- 
sternal mass is with few exceptions palpable in the 
suprasternal notch, especially if the effect of swallow- 
ing is investigated. It is probable that the abnor- 
mality of the gland has been present for many years, 
and in many cases the patient will admit to having 
had a goitre since her teens or twenties. In others 
she will not be aware of any lump in the neck, but 
will recall having had one in early life, but “it went 
away.” Parkinson and Hoyle (1934) elicited a 
history of goitre for fifteen to forty-five years in. 
33 of 68 cases. The question arises whether or not a 
cervical goitre may be present in the absence of any 
palpable or visible enlargement. There is no doubt 
that such undetectable goitres do exist. Sometimes 
there is a firm indurated feeling of the tissues in front 
of the trachea without any swelling; in others the 
neck looks and feels normal in every respect. This is, 
however, a condition more likely to be found in the 
male than in the female. It has been generally 
agreed that there may be no clinical enlargement of 
the gland, but it is also true that actual enlargement 
is not invariable in toxic goitre. The following case 
illustrates a severely toxic thyroid well within the 
normal limit of weight, though the histological 
picture was abnormal. 


A woman, aged 42, was admitted to hospital 
in March, 1938, complaining of palpitation, nervous- 
ness, and tremor for a few months. For three 
days she had had pains in the region of the right 
costal margin passing through to the back, and she 
had become jaundiced. On examination there was 
exophthalmos and tremor of the hands; there was 
no wasting and no goitre visible or palpable, but 
the pretracheal tissues felt indurated; the heart- 
rate was 104, and auricular fibrillation was present ; 
a long diastolic rumbling murmur c cteristic 
of mitral stenosis was audible at the apex; there 
was tenderness below the right costal margin, but 

AA 
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nothing was palpable in the abdomen; no signs 
of heart-failure. Van den Bergh reaction: delayed 

, direct positive and indirect weak positive. Two 
weeks later the heart-rate was 150, in spite of treat- 
ment with digitalis. Basal metabolic rate +35 per 
cent.; radiography showed moderate enlargement 
of the heart to the left and right ; pulmonary artery 
prominent; left auricle only slightly enlarged. 
Cholecystography gave a normal shadow. A diagnosis 
of toxic goitre and mitral stenosis was made; the 
pain over the liver and the jaundice could not be 
attributed to these conditions, and their cause 
remained uncertain. 

June 16, 1938: total thyroidectomy (Mr. N. F. 
Adeney); gland adherent and of the consistence 
of rubber; weight 12 grammes; section showed 
“ relatively little colloid and marked hyperplasia of 
intra-acinar cells and some increase in vascularity ” 
(Dr. William McNaughtan). Six days after the 
operation the irregular rhythm of auricular fibrilla- 
tion gave place to a rapid regular rhythm of 160 
with pulsus alternans; electrocardiogram showed 

‘auricular flutter; the next day impure flutter was 
present, and two or three days later normal rhythm 
‘returned. The B.M.R. a month after the operation 
was —15 per cent. In November, 1938, the patient 
was at work; pulse-rate 60, normal rhythm; slight 
signs of myxcedema; mitral diastolic murmur still 
present. 

THE EYES 

The very conspicuous ocular changes, which are 
characteristic of toxic goitre in young women and 
make diagnosis possible at a distance, are exoph- 
thalmos and retraction of the lids (fig. 1). These 
may be separate or combined, unilateral or bilateral. 
Retraction of the lid alone gives an illusory appearance 
of prominence of the eye, but according to Pochin 
(1938) it is not difficult to discriminate between the 
two conditions. When the upper lid is retracted, the 
sclera is exposed above the cornea; and, when the 
eye is closed, the upper lid shows a horizontal 
wrinkle. Fig, 2A shows a man, aged 51, with retrac- 
tion of the lids; after operation all his symptoms 
disappeared ex- 

cept the ocular 
changes (fig. 2B) ; 
these became 
more conspicu- 
ous, true exoph- 
thalmos being 
added to retrac- 
tion of the lids, 
and there was 
ophthalmoplegia 
(paresis of the 
left external 
rectus and left 
superior rectus 
muscles). This 
syndrome has 
been described 
by Brain (1937). 
With exoph- 
thalmos alone 

there is exposure 
of sclera -below 
the cornea, When toxic goitre affects people over forty 
there is rarely exophthalmos. . The eyes may be quite 
normal, but in most cases they present changes which, 
though not striking, are characteristic. The conjunctiva 

appears thick and cedematous, and the eyes have a 
bright staring appearance (fig. 3), which may partly 
depend on slight retraction of the lids. This is 
sometimes intermittent, a momentary lift of the lids 
being seen from time to time while the patient is 

engaged in conversation, The reverse change, ptosis 


Fie. 1—Girl, aged 13, with toxic 
goitre ; exophthalmos, and retrac- 
tion of upper lid, greater on the 
right side, 
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A ; B 


Fic. 2—Man, aged 51, with toxic goitre: (a) befm 
operation; auricular fibrillation; retraction of lida 
(B) After operation; exophthalmos and ophthalmo 
plegia have developed, though all other symptoms hn 
disappeared. 


of the lids, is not unknown; it is seen in waste 
patients and may then be secondary to enophthalm«:, 
But it also occurs apart from wasting (fig. 4). and 
myasthenia gravis, in which ptosis is common, hs 
been reported in association with goitre by Coha 
and King (1932) and Allan (1934). Thickened py | 
mented eyelids and a sallow or muddy complexio 
are usual, combined with an animated expression. 
Once these common changes in the eyes and face ar 
appreciated they are almost as helpful in diagnos 
as the bulging eye. The ghange which the facis 
undergoes after operation is remarkably rapid; 
within forty-eight hours a loss of pigmentation, 3 
smoothing of the skin, and alteration of the expresion, 
which becomes more placid, may be seen. Of the 
present series, notes on the eyes were made on 13 
patients aged forty or more. In 43 of these m 
ocular changes were noted; in 30 the eyes wer 
desctibed as slightly prominent (though no attempt 
was made to separate real exophthalmos frou 
illusory exophthalmos due to retraction of lids); 2 
3 there was definite exophthalmos ; in 40 they wert 
staring; in the remaining 22 there was a bright 
moist appearance of the conjunctiva, or thickened 
lids, or von Graefe’s sign. 


TREMOR, LOSS OF WEIGHT, AND OTHER 
. SYMPTOMS 


Tremor of the fingers was observed in most of the 
older patients, but it is less constant than in the 
young. It is usually fine in amplitude and best set 
in the strongly outstretched arm and hand, Some- 
times, like the goitre, it is better felt than seen. l 
132 patients aged forty or more tremor was absent u 
39 and present in 93; the tremor was fine in 83 ai 
coarse in 10, 


Weight will always be lost sooner or later in the 
untreated case; but, if the symptoms are mild o 
moderate, in early cases, or when a patient has ben 
under medical treatment, the nutrition may be sati- 
factory; and even obesity is compatible with 2 
actively toxic goitre as judged by the cardiovasculit 
effects. Auricular fibrillation not accompanied by 
heart-failure, nervousness, and tremor, may be di 
covered to be of thyrotoxic origin in a person who} 
over rather than under weight. Such a patient 
usually have a good appetite, have no gett 
intestinal symptoms, and lead a sedentary life. The 
absence of wasting should never prevent tho diagno 
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of toxic goitre in this age-group when other symptoms, 
particularly those connected with the cardiovascular 
system, point to it. Whereas Swinton (1936) found 
that loss of weight was nearly always prominent, 
Slesinger (1939) notes that auricular fibrillation bears 
no relation to the general symptoms, Of 134 cases 
investigated from the nutrition point of view, 38 
reported no loss of weight, 59 a slight or moderate 
loss, 9 a considerable loss, and 28 a gain, 

The basal metabolic raie was estimated in 54 
patients aged forty or more, a large majority of 
whom were free from the influence of iodine, The 
figures show a wide range from —12 to + 93 per 
cent., with an average of +34 per cent.; in only 7 
was it less than +10 per cent., and 4 of these had 
received iodine for periods of two to eight days. 
The rate thus appears to be fairly constantly elevated 
but not invariably so, and a rate within normal 
limits should not be allowed to weigh unduly against 
the diagnosis. When the B.M.R. is not definitely 
elevated and the patient has had no iodine, a reduc- 
tion of the rate after a course of iodine may be used 
as diagnostic evidence (Means 1937). This method 
is open to the objection that it is sometimes difficult 
to get an initial stable value for the B.M.R., and that 
tests after the administration of iodine may be 
vitiated by spontaneous variations in the course of 
the disease. Moreover, patients with low metabolic 
rates are probably relatively unresponsive to iodine. 


Gastro-intestinal symptoms arecommon. The exces- 
sive or ravenous appetite usual in the young patient 
is not found in the older type. The appetite may 
be good or unaltered, but not infrequently it is 
impaired in association with symptoms of dyspepsia. 
‘The latter may in fact be so prominent as to lead 
to the mistaken diagnosis of a primary abdominal 
lesion. Flatulence, retching, and epigastric fullness 
after meals are the commoner abdominal symptoms. 
With complete rest and administration of iodine 
these symptoms usually subside rapidly without 


~ "i 
~ o 
ANA = 


£ _ ~* 
a 


fs 
ae ie 


` 
a 7 
y oe. Fe a owas” os 
E ene yi 


“ ee « ay 1-5" A 
©. £ ~ > 
Se ss aE A 


Fie. 4—Woman, aged 53, with toxic 
goitre and ptosis of the lids. 


dietetic restriction or treatment with special drugs. 
Gastric ulcer, one of which perforated, was present 
in 2 patients of this series. Vomiting and diarrhea 
were noted only in association with thyrotoxic crisis, 
which is a rare event in the older patient and is an 
emergency of decreasing frequency in the young, 
probably because of earlier treatment. Activation, 
by which is meant a restless dynamic aspect, and a 
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flushed warm 
Moist skin may 
be present, but 
they are not so 
conspicuous as 
in the young. 
Psychosis was 
observed in 9 
patients in the 
older group, 
subtotal 
thyroidectomy 
being per- 
formed in 6. 
In 2 of these 


plete relief of 
the mental 
symptoms; 2- F 
others have = 
been operated 
on recently, | 
and it is too P § "9 = 
early to judge Mei A” eee SE ag 
the effect; in Fia. 3—Woman, aged 6l, with toxic 
1 symptoms goitre; paroxysmal auricular fibril- 
persisted and lation; the eyes have a bright 
became inten- staring appearance; the enlarge- 
sified, and 1 ment of the thyroid is visible 
died in post- beneath and between the sterno- 
operative cleidomastoid muscles, 

crisis; and 2 

of the remaining 3 did not respond to medical treat- 
ment and died. Diabetes has been found in only 3 
patients, severe in 1 and mild in 2. 


AN oy 


CARDIOVASCULAR MANIFESTATIONS 


The cardiovascular symptoms which predominate 
in importance in the older age-groups are essentially 
three: simple tachycardia, auricular fibrillation, and 
alterations in blood-pressure. To these heart-failure 


is sometimes a sequel. 


Some increase in pulse-rate is almost invariable, 
though, like the other symptoms, it must be considered 
in relation to the conditions under which the patient 
is seen. While a normal pulse-rate in an ambulatory 
patient who had received no treatment would be 
very strong evidence against the diagnosis, a rate 
under 70 may be observed after a short period of 
rest and administration of iodine in a patient who yet 
may develop a postoperative thyrotoxic crisis a 
few days later. Not only is the pulse-rate increased 
under resting conditions but it is labile, as shown by 
the exaggerated response to mental excitement and 
infections. 

Auricular fibrillation is one of the most character- 
istic features of toxic goitre and of considerable 
help in diagnosis. It is rare before the age of thirty 
but becomes increasingly common up to the sixth 
or seventh decade ; and this is true both of permanent. 
fibrillation and of paroxysms before and immediately 
after thyroidectomy. Table II shows the incidence 
of permanent and paroxysmal fibrillation in 400 
cases classified in ten-year periods. The permanent 
arrhythmia was present in 68 (17 per cent.), a large 
majority of these (48 patients or 70 per cent.) being in 
their sixth or seventh decade. Further, a higher pro- 
portion of those with postoperative paroxysms (68 per 
cent.) also was found in these age-groups. In 1 case 
auricular paroxysmal tachycardia was present before 
operation, and in 1 it was recorded two days after 
thyroidectomy. Auricular flutter was never found 
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before operation but came on in 1 case after operation 
as a transition between auricular fibrillation and 
normal rhythm. This patient received no quinidine. 


A proportion of those with auricular fibrillation ` 


developed signs of right heart-failure (35 per cent.). 
In 3 only was this present with normal rhythm. In 
2 of these all symptoms disappeared after thyroid- 
ectomy, and there was no reason to believe that either 
had primary cardiovascular disease, nor was the blood- 
pressure high ; in the third hypertension was present. 

A raised blood-pressure affecting both systolic and 
-diastolic tensions has been found very frequently 
in the older age-groups. In young subjects it is 
generally considered that there is some increase in 
the systolic pressure and little or no alteration in the 


diastolic, the pulse-pressure being increased. This ` 


may also happen in the older group, but it has been 
found far less often than diastolic hypertension. 
Hurxthal (1936) regards diastolic hypertension in 
toxic goitre as a coincidence; but it does not seem 
possible to accept this view, and Parkinson and 
Hoyle (1934) also believe diastolic hypertension to 
be a feature of the disease. Table III shows that 
of 200 patients aged forty or over, 133 had a systolic 
blood-pressure of 160 mm. Hg or more (66-5 per 
cent.), and in these 133 the diastolic pressure 
was 90 mm. Hg or more in 103 and below 90 
in 30. The pressures were generally estimated 
with the patients ambulatory, for the arterial 
tension, as in most other types of high blood- 
pressure, falls to a variable extent with complete 
rest. These figures suggest that increase in blood- 
pressure occurs too often to be assumed as merely 


TABLE [I—INOCIDENCE OF AURICULAR FIBRILLATION IN 
400 OASES OF TOXIO GOITRE OLASSIFIED ACCORDING 
TO AGE 

Ago | Pougigrent | Porgzyomel | panorama A. 
21-30 0 2 
31-40 0 0 
41-50 8 0 3 
51—60 27 0 5 
61-70 21 2 6 
71-80 6 1 0 
— 68 3 16 


coincidental. An attempt was made to provide a 
control series by estimating the arterial tension in 
100 ambulatory patients, of whom 90 were women and 
10 men, thus giving a similar sex-distribution to that 
of toxic goitre. Their ages ranged between forty and 
eighty, and all had symptoms due to lesions not 
connected with the cardiovascular system, and none 
showed any evidence of toxic goitre. No case with 
malignant disease, active tuberculosis, or Addison’s 
disease was included; the majority had neurosis, 
or dyspeptic symptoms, or rheumatoid arthritis. 
The figures for the blood-pressure in this group indicate 
that hypertension is common, 33 per cent. having a 
systolic pressure of 160 or more, and 32 per cent. 
a diastolic pressure of 90-120. High pulse-pressure 
with a diastolic pressure less than 90 was found in 
one only. The incidence of hypertension, though 
high, was only half that of the goitre group. With 
the relief of tachycardia and other thyrotoxic 
symptoms after thyroidectomy, the high blood- 

ressure may show only a slight fall or none at all; 
but this cannot be regarded as a strong objection to 


TABLE I[I—BLOOD-PRESSURBE IN 200 PATIENTS WITH TOXO 
GOITRE AGED FORTY OR MORE 


Systolic blood-pressure Diastolic blood-pressure 


| 160- | Over | Below 110— | 130 or 
Mm.hg . | 200 200 N head eS | over 
Cases of toxic goitre | 113 20 30 77 20 | 6 
(15% 
133 (66-5 %) 51:5% 


BLOOD-PRESSURE IN 100 CONTROL CASES 


Diastolic blood-pressure 


110-1 
3 


33 | 32 


Mm. Hg .. 
Control cases .. 30 3 1 29 


the thyrogenic origin of the hypertension, for the 
failure to lower the pressure might be due to irre 
versible changes in blood-vessels and vasomotor 
system. 

RADIOLOGICAL FINDINGS 


The form and size of the heart often undergo 
changes (Parkinson and Cookson 1931), slight or 
moderate enlargement taking place in rather le 
than half the cases. Considerable enlargement i 
seen in those with very high blood-pressure‘and in 
those with auricular fibrillation. Prominence of the 
pulmonary arc is found in a minority, but with greate 
frequency than can be explained by the shape of 
the chest or on constitutional grounds, as has been 
suggested (Gotta 1938). Aortic changes, such #8 
a high arch, uncoiling of the arch, and a prominent 
knuckle, are often present and are probably related 
to present or past increase in blood-pressure, I 
addition, the form of the vascular pedicle may b 
modified by a retrosternal goitre and, when venous 
congestion is present, by engorgement of the superior 
vena cava. 


Toxic Goitre in Men 


The well-known difference in the sex-incidence it 
young people applies equally to the older group. 
In the present series the ratio between women and 
men was 8-25: 1 up to the age of forty, and 87 above 
this age (table I), which is almost the same. No 
important difference was noted in the symptoms in 
the two sexes, but an enlarged thyroid may be mor 
difficult to recognise in the male. In women tome 
goitre is present without clinical abnormality df 
the gland only on very rare occasions, though i 
may be discovered only after careful examination. 
Out of 358 patients there was only 1 in whom other — 
symptoms alone compelled the diagnosis. On the 
other hand, in men a considerable goitre may be# 
embedded in the more powerful muscles of the neck — 
as to defy detection. Under these conditions 3 


. confident diagnosis may yet be made on such characte 


istic symptoms as auricular fibrillation and ocui 
signs for which no other cause can be found. 


A case of this type is illustrated by fig. 2 I 
this man, aged 51, the neck was normal on inspectio 
and palpation, and, as he was wasted, the structurs 
were easily palpable; but there was retraction of 
the lids and auricular fibrillation, and the BAB 
was +66 per cent. There was no evidence 
rheumatic heart-disease, and the blood-pressure w8 | 
roughly 160/50 mm. Hg. At operation an enl 


| present, but in 
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thyroid was found deeply buried in the tissues. The 
portion removed, about { of the whole, weighed 
68 g. The complete gland therefore weighed about 
80 g. or four times the normal. Rapid improve- 
ment followed operation, sinus rhythm being restored 
on the thirteenth day by small doses of quinidine. 


When, in the absence of detectable abnormality 
of the thyroid, the symptoms are insufficient for a 
definite diagnosis, operation is best deferred. A 
goitre may later make its appearance and clinch the 
diagnosis. 

Diagnosis 


In the older group of patients obvious changes in 
the eyes and in the thyroid are rarely present to 
proclaim the diagnosis. The changes in these organs 
are not often 
such as to call 
attention to 
themselves, 
and they must 
be sought for 
when the 
symptoms 
indicate the 
possibility that 
the thyroid is 
at fault. A 
bright staring 
moist appear- 
ance of the 
eyes and slight 
retraction of 
the lids are 
commonly 


many the eyes 
are unaltered. 
Ptosis of the 


as toxic goitre, and there is little doubt that it would 
occupy second place. It is suggested therefore 
that, when auricular fibrillation is found and evidence 
of rheumatic heart-disease is lacking, goitre becomes 
at ‘once the probable cause, and the probability is 
increased rather than lessened if there is also high 
blood-pressure. 

The value of the B.M.R. in diagnosis has certain 
limitations, being sometimes within normal limits 
when there are advanced cardiac changes, though a 
rate within the upper limit of normal may yet be. 
raised for a given patient. A diagnostic test with 
iodine is advocated for this type of case, thyrotoxic 
cases alone showing a depression of the B.M.R. 
after its use; but there are difficulties in the applica- 
tion of this test which have been mentioned above. 
Recently at- 
tempts have 
been made to 
establish bio- 
chemical cri- 
teria of diag- 
nosis, such as 
‘the excretion 
of creatine, 
blood-iodine 
and lipoid con- 
tent. Griffiths 
(1939) has 
found resist - 
ance to the 
peripheral ac- 
tion of insulin 
in goitre both 
with metabolic 
rates above 
and within 
normal limits. 
The exact 


lids is seen Fra., 5—Woman, aged 53, with toxic goitre: (a) Before operation; anasarca, value of these 


occasionally ascites, auricular fibrillation, pulmonary 


infarction. (B) Four months after Promising 


but cannot be total thyroidectomy. Normal rhythm; 35 lb. gain in weight. Working. methods will 


relied on as 
diagnostic. 
The thyroid, it is true, may not be palpable, 
but with practice in the examination of the 
neck this is most exceptional. In these rare cases 


the gland has burrowed deeply into the tissues or is 


very small or entirely intrathoracic. Apart from 
increase in size, an unduly firm or nodular gland is 
evidence that its structure is pathological. This is 
frequently discovered on palpation in the supra- 
sternal notch, and this and other regions of the neck 
must be examined with the head in various positions 
and while the patient swallows. 

Weakness and wasting are general symptoms which 
may have a thyroid origin, and special symptoms are 
related chiefly to disturbances of the cardiovascular, 
nervous, and alimentary systems; but there is 
considerable variation in the way in which these 
are combined in different people. Cardiovascular 
changes are probably the most constant, simple 
tachycardia must still be regarded as a cardinal 
symptom, and raised blood-pressure with increase 
in systolic and diastolic tension must now be included 
among the commoner features. From the diagnostic 
point of view, auricular fibrillation occupies a 
dominant position. Ten years ago an etiological 


classification of 361 cases of fibrillation showed that 


rheumatic cases came first numerically, ‘“non- 
rheumatic ” second, and those due to goitre third 
(Cookson 1930), but today, with altered views on the 
clinical picture, many more cases would be regarded 


depend on the 

demonstration 
of significant differences from the normal and from 
those conditions which simulate toxic goitre. 

In the differential diagnosis the problem presented 
by certain psychological disturbances, such as anxiety 
neurosis, which is well known as a source of difficulty 
in young subjects, is again encountered in the older 
groups, though less commonly. On the rare occasions 
when such a case presents a goitre with rapid unstable 
pulse and tremor, the psychological features may 
suggest that the goitre is not the cause of the 
symptoms. Apart from those with psychosis most 
goitre patients are cheerful and coéperative and make 
light of their symptoms, though they may lack 
emotional control. In those with prominent dyspeptic 
symptoms the presence of a goitre and of a simple 
tachycardia or auricular fibrillation suggests the 
possibility that they are of thyroid origin. Essential 
hypertension has to be considered in the differ- 
ential diagnosis, for, although the pulse-rate is 
usually not elevated (Pickering et al. 1936) and 
auricular fibrillation is uncommon, a small pro- 
portion of patients, usually women with very high 
pressures, have constant tachycardia, nervousness, 
and restlessness. Further it has been stated 
by some (Laubry et al. 1938, Hurxthal 1934), though 
denied by others (Robertson 1938, Lequime 1937), 
that the B.M.R. in these patients may be elevated. 
If there is no clinical abnormality of the thyroid, 
a diagnosis of toxic goitre should not be made except 
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' after the most careful consideration in this type of 
case. When auricular fibrillation is associated with 
æ rapid ventricular rate in mitral stenosis, murmurs 
may be absent, and a thyroid origin for the arrhythmia 
may be considered. However, in rheumatic fibrilla- 
tion the ventricular rate is rapidly controlled by 
digitalis, and the diastolic murmur of mitral stenosis 
will probably then become audible. More frequently, 
however, it is cardiac failure with fibrillation of 
thyroid origin that is mistaken for heart-disease 
due to rheumatism or degeneration or of doubtful 
sotiology. The correct diagnosis is less likely to 
be overlooked if it is recognised and remembered that, 
except for rheumatic heart-disease, this clinical 
picture is most often the result of thyrotoxicosis. 


Treatment 


Until the cause of toxic goitre is known, all methods 
of treatment must be regarded as makeshifts. The 
older patient, like the young adult or adolescent, 
is likely to have relapses and remissions and may 
continue in fair health for many years with no treat- 
ment except periods of rest and perhaps administration 
of iodine. One should not speak of cure when 
symptoms are relieved in these cases, but rather of an 
arrested activity or a quiescent stage, as in pulmonary 
tuberculosis, and there is at all times the possibility 

-of a serious exacerbation with auricular fibrillation 
or other symptoms, which, if untreated by radical 
measures, may prove fatal. At present the available 
evidence indicates that the quickest and surest 
method of relief is by the surgical removal of a large 
part of the gland. The presence of auricular fibrilla- 
tion with or without heart-failure probably always 
warrants operation, though good results of X-ray 
treatment have been reported in cases with this 
arrhythmia (Newman and Garland 1938). More 
evidence on this method is required before it can 
be accepted as a serious rival to surgery in this 
type of case. The dramatic results which surgery 
can give are illustrated by the patient shown in 


fig. 5, who had gross heart-failure with auricular | 


fibrillation. There was anasarca, ascites, and a very 
large liver, and several pulmonary infarctions occurred. 
After thyroidectomy normal rhythm returned, 
symptoms disappeared, and she was able to resume 
her ordinary mode of life. Age per se is no bar to 


operation; but, if there are degenerative vascular | 


lesions, it may be inadvisable. A patient with a 
history of cerebral thrombosis, for example, would 
probably not be suitable. On the other hand, 
coincidental primary heart-disease is not a contra- 
indication, at least up to and including the sixth 
decade. Two patients in this series with goitre, 
auricular fibrillation, and rheumatic heart-disease 
regained normal rhythm after thyroidectomy. 


Psychosis is a complication which may completely 
clear up after operation, but maniacal symptoms 
may not respond to medical treatment, death super- 
vening before the patient can be brought into a fit 
state for operation. Careful medical treatment is 
an essential preliminary to operation, and in those 
with severe general or visceral symptoms this may 
need. to be very prolonged. If the case is complicated 
by an independent condition—e.g., cholecystitis— 
which appears to demand a separate operation, this 
should be deferred if possible until after the thyroid- 
ectommy. When for special reasons it is under- 
taken first, the medical preparation should be as 
thorough and on the same lines as for thyroidectomy, 
including administration of iodine. There is other- 
wise & Serious risk of a thyrotoxic crisis. 
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Summary 


In a series of 400 cases of toxic goitre, 63 per cent, 
were over forty years of age and the greatest incidence 
was in the sixth decade. In older patients the disease 
may not be recognised if the classical symptoms of 
exophthalmos and considerable enlargement of the 
thyroid are relied upon, though changes in both the 
eyes and in the gland are usual. An eye sign which 
has been seen in a few cases is ptosis of the lids, 
Cardiovascular symptoms may be prominent wha 
the general symptoms are mild. Auricular fibril. 
tion is so characteristic a feature of the disease thit 
the diagnosis must be suspected on the basis of this 
arrhythmia alone, if rheumatic heart disease can b 
excluded. The value of the basal metabolic rate in 
diagnosis is limited, for an apparently normal rate 
may be high for a given patient. Differential dia: 
nosis includes psychological disorders and essential 
hypertension. . The quickest and surest method d 
relief is by surgical removal of a large part of th 
thyroid. 
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DEFICIENCY OF VITAMIN B, 


By J. V. LANDOR, M.D. Lond., M.R.C.P., 
D.P.H., D.T.M. & H. 


PHYSIOIAN TO THE GENERAL HOSPITAL, SINGAPORE 


Not all pellagra-like deficiency diseases are curable 
by nicotinic acid. Elvehjem et al. (1937) reportel 
the cure of black-tongue in dogs by the administration 
of nicotinamide and this was very soon followed by 
reports from others on the value of nicotinio acid 0 
human pellagra. Spies, Cooper, and Blankenhon 
(1938) administered in 1937 nicotinic acid in dos 
up to 0-5 gramme daily to four patients with pellagnv 
lesions of the mucosa and rapidly cured them, Fouts 
Helmer, Lepkovsky, and Jukes (1937) almost at the 
same time reported the cure of four cases of aleobolt 
pellagra with nicotinic acid. Many other works 
soon published reports of cases successfully treated 
with nicotinic acid (a résumé was given in a lesdiss 
article in THE LANCET last December) and Alp 
and colleagues (1938) and others have reported on Wè 
value of nicotinamide, Manson-Bahr and Ranefor 
(1938) described a case of pellagrous stomatitis a 
diarrhoea which was cured by a full dict and nicolil® 
acid 0°15 g. daily; the diarrhoa ceased immediate! 
and the stomatitis cleared rapidly. In this case I 
the full diet and the cessation of the pallagn 
diarrhea may perhaps have been the cause of the 
disappearance of the stomatitis, though of course W 


= open to argument. 


4 
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nicotinic acid may have cured it. The article mentions 
that the stomatitis in sprue cases at the Hospital 
for Tropical Diseases in London has not been cured 
by nicotinic acid. 

In 1935 Pallister and I published a paper on a 
deficiency disease occurring commonly in prisons 
and other institutions in Malaya, characterised in its 
early stages by eczema of the scrotum and/or angular 
stomatitis and soreness of the tongue, and readily 
curable in this early stage by yeast or Marmite, 
fresh or autoclaved, which would always bring about 
marked improvement within two weeks (Landor and 
Pallister 1935). This disease thus fell into the group 
of pellagrous conditions which may legitimately be 
ascribed to deficiency of some portion of the 
vitamin-B, complex. After this Aykroyd and Krishnan 
(1936) described cases of angular stomatitis in India 
which were curable by the administration of auto- 
claved yeast; they referred to the similarity to the 


disease described by us in Malaya but did not observe- 


any eczema of the scrotum in their cases. Moore 
(1987), to whose earlier work on this subject of 
deficiency of vitamin B, Pallister and I referred 
in our original paper, has made further investigations, 
and the syndrome he describes is remarkably like 
ours. Wright (1936), as mentioned by us in our 
original paper, has also described a similar disease ; 
in 1927 he referred to it as the A and B avitaminosis 
of Sierra Leone; now he further postulates a lack 
of sulphur in the diet as a contributory cause. In 
our cases in Malaya, however, apparent cure is 
obtainable, at any rate in the earlier stages, with auto- 
claved marmite alone without any special source 
of vitamin A being added to the diet at all. I have 
recently tried the effect of administering sulphur 
in the form of sodium thiosulphate (mentioned by 
Wright) by mouth and intravenously and have found 
no benefit in my cases. Another physician in this 
country informs me that he has cured similar cases 
by administration of sodium thiosulphate, but he 
was working with hospital patients on good hospital 
diets, and, though there may be some significance 
in the observation, the evidence of sulphur being 
of value per se seems unconvincing to me. Wright 
also mentions benefit from oral administration of 
ichthyol and from injections of Contramine, but this 
is complex therapy the interpretation of which is 

The process of subdivision of the B, complex 
into its constituents is proceeding apace; lacto- 
flavin has been considered by lLepkovsky and 
Jukes (1936) and others to be the food factor 
missing in the production of a dermatitis in rats 
and turkeys, but has not yet been proved of value 


| in human disease ; nicotinic acid, as already mentioned, 


- has been proved of definite value in pellagra in 
' human beings; B, to B, are still not clearly defined. 


The disease described by Pallister and myself has 
become much rarer in the Singapore gaol owing 
probably to dietary improvements; this is perhaps 
unfortunate from the experimental point of view 
though of benefit to the prisoners; however, the 
disease is still to be found there by searching. 


INVESTIGATIONS WITH NICOTINIC ACID 


In August, 1938, ten prisoners with eczema of 
the scrotum, two of them also having angular 
stomatitis, were given ten 0-05 g. tablets daily of 
nicotinic acid—i.e., 0:5 g. daily as recommended 
by Spies et al.—for fourteen days, At the end 
of this period four were worse and the mouths 
of three of these, previously unaffected, became sore, 
one being ulcerated; four showed no change; one 
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showed slight improvement of the scrotum but 
developed a sore mouth, which he had not had 
previously ; and one showed slight improvement of 
mouth and scrotum. Most of them had “toxic” 
effects, such as giddiness, flushing, sore dry throat, and 
itching and tingling of the skin. 

The nicotinic acid was then stopped, 4nd they were 
all then given marmite } oz. dai y; improvement 
occurred immediately in all cases and was well marked 
within three days ; at the end of two weeks on marmite 
treatment both scrotal and mouth lesions had dis- 
appeared in most cases and were much better in all. 
One of the original mouth lesions and one of the later 
mouth lesions took a further week to disappear 
completely, and in a few cases the scrotum did not 
entirely lose its scaliness and irritability till after 
four weeks of marmite treatment ; in fact, the scrotal 
skin does not regain an absolutely normal texture 
for a still longer period, but the improvement with 
marmite is always so obvious that it forms a suitable 
control for any other treatment under trial ; this was 
in accord with our previous experience of the disease. 
No other alteration was made in the prisoners’ diet. 

The scrotal lesions were examined for fungus in - 

all cases; in only one case was -mycelium found ; 
in three others a few spores were found, such as may 
be seen in most skin scales from any cause ; the other 
six were entirely negative. 
. In November, 1938, after having read the article 
by Manson-Bahr and Ransford (1938), I tried two 
prisoners with angular stomatitis, one of them having 
eczema of the scrotum, on the smaller dose of nicotinic 
acid used by them—i.e., 0-15 g. daily. After two 
weeks on this treatment there was no improvement 
in the stomatitis or scrotal eczema. | 


DISCUSSION 


Stannus (1936), commenting on the article by 
Pallister and myself previously mentioned, makes 
the following criticism: ‘‘ The pellagrologist would 
have no hesitation, I think, in pronouncing this 
condition described by Landor and Pallister to be 
pellagrous. In this series of cases the high incidence 
of the pellagrous scrotal skin affection was quite 
possibly determined by the tinea infection. One 
wonders if in these cases some other manifestations 
of pellagra would not have been detected by the 
trained eye; the hesitation to make the diagnosis 
of pellagra has been due apparently to the absence 
of the classical exanthem.”’ 

In 1937 I assured Dr. Stannus personally that we 
had looked very closely for other lesions of pellagra 
and had not found them. We did not say the lesions 
were not pellagrous; we said the disease was not 
classical pellagra, and I quote the main differences 
hereunder :— 


PELLAGROUS SIGNS PRESENT | SIGNS OF CLASSICAL PEL 


LAGRA NOT PRESENT 


Early 
Stomatitis Dermatitis of hands 
Eczema of scrotum Dermatitis of feet 
Later Djarrh 
Di f . o 1arTr œa 
Paresthesio Mental disturbance 
Difficulty in walking, with | Macrocytic anemia 
spasticity 
Exaggeration of tendon- 
reflexes 


I grant that all the symptoms and signs described 
in the Malayan prison disease have been included 
in various descriptions of pellagra, but merely to 
label all such manifestations as pellagra is not 
necessarily helpful. It may be that the term 
“ pellagra” has been used to cover a group of 
deficiency diseases. It is certain that nicotinic acid 
will cure some cases described as pellagra; it is 
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equally certain, I submit, that nicotinic acid will 
not cure the deficiency disease described by Pallister 
and myself. I believe also that nicotinie acid will 
be found not to cure “pellagrous” anzmia, for 
I have found it of little value for nutritional 
macrocytic abhæmia in Malaya; nor is marmite 
very helpful in this respect. 

I am hoping gradually to test the various factors 
of the vitamin-B, complex that are being isolated, 
but so far I am not in a position to state which 
is the precise missing factor in the production of the 
syndrome that Pallister and I have described. 


EFFECT OF NICOTINIC ACID ON ‘‘ CLASSICAL’? PELLAGRA 
IN MALAYA 

The following recent case of pellagra treated by 

nicotinic acid forms a remarkable contrast to the 
cases I have described above :— 

A Chinese woman, aged 55, was admitted under 


my care at the General Hospital, Singapore, on , 


‘April 11, 1938, complaining of epigastric discomfort, 
vomiting, and soreness of the mouth for the previous 
three months. The tongue was raw; there was 
ulceration at the corners of the mouth, on the lower 
lip, and on the floor of the mouth; the gums were 
spongy, and pyorrhoea was present. There was no 
anemia, 
_ She was treated first with mild antiseptics locally 
and milk of magnesia internally. By April 19 the 
mouth had got worse and membranous sloughs were 
seen ; the condition was then thought to be pellagrous, 


and foods rich in vitamins were added to her diet, | 


such as cod-liver oil, tomato juice, orange juice, 
marmite, and liver soup; vitamin C and Hepatex 
were also given by injection during the last week in 


pril, 

On April 23 the skin on the dorsum of the hands 
and feet was noticed to have become swollen and 
ToaaiER pupie, especially in the region of the joints. 


The mouth then began to improve, but the hands and 
feet got worse. The blood Wassermann reaction was 
negative. 


On the 28th she started to have diarrhcea and had 
blistering and ulceration of the skin of the hands and 
feet; the mouth, however, was now very much 
improved. On May 1 she was put on to sodium 
thiosulphate gr. 15 thrice daily. By the 4th the skin 
of the hands and feet was much worse, appearing 
dusky and gangrenous in places, with defective 
sensation, suggesting the possibility of acute neural 
leprotic lesions, and an injection of 1 c.cm. of chaul- 
moogra oil was given. No lepra bacilli were found. 

On the 14th pigmented areas were noticed on the 
nose and cheeks, and cracks at the corners of the 
mouth were still visible ; the skin of the hands was 
perhaps slightly improved, but that of the feet was 
worse; the general condition was poor, and she 
could not walk. On the 16th she was put on to 
nicotinic acid 0:5 g. daily, divided into five doses, and 
improvement was immediate and dramatic. The 
blisters on the hands and feet dried up, the dead skin 
peeled off leaving normal healthy epidermis beneath, 
the diarrhoea ceased, the mouth became normal, and 
she could walk normally. She was discharged in 
good health on June 7. 


CONCLUSION 


Cases of eczema of the scrotum and stomatitis 
at the Singapore gaol are not curable by nicotinic 
acid but are curable by yeast or marmite, as described 
in an earlier paper, They appear to be caused by 
a deficiency of a portion of the vitamin-B, complex 
which is not nicotinic acid. Certain signs of classical 
pellagra, however, appear to be curable in Malaya 
as elsewhere by nicotinic acid. 


Iam much indebted to Dr. E.C. Vardy and Dr. Lau 


Pek Hiong for their help in the selection and care of 


the cases and to the Director of Medical Services, 
Straits Settlements, for permission to publish, 
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LYMPHOCYTIC CHORIOMENINGITIS 
ISOLATION OF THE VIRUS FROM THE NASOPHARYN! 


By F. O. MacCattum, M.D. Toronto, B.So. 
AND 
G. M. FINDLAY, C.B.E., M.D., D.Sc. Edin. 


(From the Wellcome Bureau of Scientific Research, 
. London) 


SINCE its first discovery by Armstrong and Lile 
in America in 1934, the virus of lymphocytio chori. 
meningitis has been isolated from human beings on! 
number of occasions. Most of the patients whos 
spinal fluid or blood yielded virus, and many of thos 
whose blood contained neutralising antibodies for 
the virus, showed the typical picture of so-called 
acute benign lymphocytic meningitis. However 


several cases, notably the ones originally describe 


in England by Findlay et al. (1936), showed symptoms 
of cord involvement with motor and sensory change 
in the lower extremities and disturbance of bladde 
function. Nevertheless the virus incriminated seemed 
to be immunologically the same as or closely related 
to that of Armstrong and Lillie (1934) and Rives 
and Scott (1935). 

In the course of examination of material from 
patients with acute symptoms suggesting involte 
ment of the nervous system, the virus of lymphosytit 
choriomeningitis has been isolated from four patie 
in the past year. The most interesting case, her 
described, was originally diagnosed on clinical grow 
as acute anterior poliomyelitis, but the virus o 
lymphocytic choriomeningitis was isolated frm 
cerebrospinal fluid once and nasopharyngeal washings 
twice. A report on the other three cases will be 
published later, 

CLINICAL RECORD 


The patient, a girl of 17, had been a profession! 
dancer for the past two years. While on tour ani 
feeling quite well she suddenly developed early oè 
evening a feeling of pins and needles, without numb 
ness, from her toes to her waist, with aching int 
calves, thighs and small of the back. Although st 
managed to play her part in the show, the m 
pains afterwards became so severe that she got no sleep 
that night, and kept having to get up and wak 
about to try and ease them. Whenever she exerted 
herself, however, a diffuse headache developed. 

The next morning, although the pain and headsck 
were worse, she managed to travel about 50 me 
by train to London. Her legs felt as if they mish! 
give at the knees but she was able to walk. Shewa 
however, feverish and faint and her back very stë 
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On arriving in London she went to a doctor who found 
her temperature was 101° F. and sent her to bed. 
That night her right leg was so weak that it hardly 
supported her, and next morning it was completely 
paralysed. Her left leg also was a little weak but no 
more than she had experienced before in a febrile 
illness. By the third night, however, the left leg was 
still weaker and next morning it was quite powerless 
save at the toes which she could just move. She 
could not sit up. The doctor saw her that afternoon, 
diagnosed acute anterior poliomyelitis and sent her 
to Cuddington Isolation Hospital that same day, 
Oct. 18, 1938. 

On admission she complained of headache and 
had complete paralysis of both lower extremities with 
difficulty in micturition. There were no reflexes in 
the legs and complete absence of muscular power, 
though sensation appeared to be normal. On the 
19th she still complained of severe frontal headache 
and, on slight passive movement of the left leg, of 
severe pain in the back and of stiffness in the leg 
muscles. Lumbar puncture was performed and the 
cerebrospinal fluid (C.S.F.) was found to contain 
101 cells per c.mm., all lymphocytes, a moderate 
amount of globulin, 0-04 per cent. protein ; a specimen 
was sent to this laboratory. On Oct. 20 the pains 
in the head were less severe and movement of the left 
leg was slightly improved. Another lumbar puncture 
was carried out and 15 c.cm. of fluid was withdrawn. 
On Oct. 21 the patient appeared brighter, slept 
fairly well, passed urine satisfactorily, and apart 
from her legs felt considerably better. 

On Nov. 12, 1938, the condition of her legs having 
improved slightly, she was transferred to the National 
Hospital for Nervous Diseases, Queen Square. On 
admission she could move only one toe in the right 
foot but in the left leg she could tighten up all the 
muscles and move all the joints through a small 


range. 


Six weeks after the onset of her illness she was 
found to have normal power in her neck and no 


| rigidity. The upper extremities were normal. Inthe 
legs there was great flaccidity. The ankles were 


: taken at this time. 


$ 


extended but could be passively flexed beyond a 
right angle. Fibrillation was absent. Both peroneal 
compartments were wasted, making the fronts of both 
tibiæ sharp and prominent. Both thighs were wasted 
and felt soft and flabby. There was a gross degree of 
flaccid paralysis in both legs. The patient could not 
sit up without using her arms. The reflexes at both 
knees and right ankle were absent, but present at the 
left ankle ; there was noclonus. The plantar response 
was flexor on the left side and absent on the right. 
There were no abnormal sensory findings. 

A lumbar puncture was done on Dec. 12 and 
C.S.F. sent to this laboratory, but unfortunately no 


; cell-count was ‘carried out on this material. Blood 


and nasopharyngeal washings in saline were also 
Nasopharyngeal washings were 
again obtained on Jan. 6, 1939. 

The patient made little progress and went home 
about Feb. 1, with paralysis of the lower extremities. 
After a short time her family became dissatisfied 
with orthodox medical treatment and transferred her 
to the care of an osteopath. Hence no further 
material was available for experimental investigation. 


EXPERIMENTAL OBSERVATIONS 
The C.S.F. taken on Oct. 21 was inoculated into 


~ Mice and guineapigs. 


t 
} 
3 


Mice.—0'03 ¢.cm. was injected intracerebrally into 


; 12 mice; none of them became ill and all succumbed 
> four weeks later after intracerebral inoculation with 
: Rivers W.E. strain of lymphocytic choriomeningitis 


* virus. 


Two guineapigs were each inoculated intracerebrally 
with 0-25 c.cm. and intraperitoneally with 0-5 ¢.cm. 
and placed in the same cage, 


Guineapig I.—Temperature rose to 104:3° F. on the 
sixth day after inoculation. Blood was taken by 
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cardiac puncture and inoculated intracerebrally in 
6 mice. None of these mice became sick but 3 sur- 
vived intracerebral inoculation of the W.E. strain of 
the lymphocytic choriomeningitis virus three weeks 
later. The temperature remained elevated with a 
peak of 104:8° F. on the twelfth day. The guineapig 
was killed on the thirteenth day when its temperature 
was 104-5° F. and the animal was becoming thin and 
weak, All the organs were normal in appearance. 
The brain was removed and found to be sterile when 
cultured in the ordinary bacteriological media. 
A 10 per cent. suspension of brain in normal saline 
was inoculated intracerebrally into 6 mice. On the 
eighth day 1 mouse was dead and 5 were sick with 
the typical symptoms of experimental lymphocytic 
choriomeningitis. 

Guineapig II.—The temperature rose on the 
seventeenth day to 103-6° F., and reached a peak on 
the twenty-third day of 106° F. The animal was bled 
out and killed with ether. The lungs showed slight 
congestion and the rest of the organs appeared 
normal. Blood was inoculated intracerebrally in 
6 mice, all of whom were dead or sick on the sixth 
and seventh days with typical signs of lymphocytic 
choriomeningitis. The brain, which was sterile after 
48 hours’ cultivation on various media, was also 
found to contain the virus on inoculation into mice. 


Clotted blood from the patient received on Oct. 24 
was inoculated intracerebrally and intraperitoneally 
in mice. None of these became sick and all succumbed 
to reinoculation with the W.E. strain of lymphocytic 
choriomeningitis virus three weeks later. On Dec. 12 
C.S.F., blood and nasopharyngeal washings in saline 
were obtained. The C.S.F. was inoculated as before 
into guineapigs and mice with entirely negative 
results. 

The virus of poliomyelitis has been isolated on 
several occasions (cf. Kramer et al. 1939) from naso- 
pharyngeal washings by inoculation into monkeys, 
but never from the C.S.F. of human cases of acute 
anterior poliomyelitis. As the symptoms of this 
case were highly suggestive of acute anterior polio- 
myelitis, it was thought that possibly the original 
isolation of the virus of lymphocytic choriomeningitis 
might have been due to an experimental error. The 
nasopharyngeal washings were, therefore, inoculated 
into a rhesus monkey. 

To 20 c.cm. of nasopharyngeal washings in saline 
in a stoppered flask was added 15 per cent. ether and 
the mixture was allowed to stand at 0° C. for an hour 
with frequent shakings. The ether was evaporated 
off at room temperature and the remaining fluid was 
used for inoculation. 1 c.cm. was injected intra- 
cerebrally and 5 c.cm. intraperitoneally. The mone 
key’s temperature rose to 104:2° F. on the seventh 
day. Blood was removed by cardiac puncture, 
inoculated intracerebrally into mice and found to 
produce lymphocytic choriomeningitis. The mon- 
key’s temperature was still 104-:2° F. on the tenth 
day and the blood still contained lymphocytic 
choriomeningitis virus as shown by intracerebral 
injection of mice. On the eleventh day the tempera- 
ture began to fall, and on the sixteenth day, as the 
monkey was weak with lack of power in the hind 
limbs, it was killed with ether. At no time were 
there symptoms of muscular. paralysis such as are 
seen in a monkey infected with poliomyelitis virus. 
After being bled out, the spleen, liver, kidney, brain 
and cervical cord were removed with aseptic pre- 
cautions. The blood and organs were cultured in the 
ordinary media, found to be sterile and were then 
inoculated intracerebrally into mice. The virus of 
lymphocytic choriomeningitis was present in all the 
tissues. 


The pathological picture in the brain and cord of the 
monkey was that characteristic of lymphocytic 
choriomeningitis and no evidence was found of 
changes in the cells of the anterior horn. 
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On Jan. 6, 1939, nasopharyngeal washings were 
again obtained from the patient, treated as before 
with ether and inoculated into 2 guineapigs, 12 mice 
and a rhesus monkey. 


Guineapig A was inoculated with 0-2 c.cm. of a 
2 per cent. suspension in saline of starch intra- 
cerebrally and 1 c.cm. of nasal washings sub- 
cutaneously. Its temperature first became elevated 
on the sixteenth day to 104:4° F. On the seventeenth 
day blood was removed by cardiac puncture, inocu- 
lated intracerebrally into mice and found to produce 
lymphocytic choriomeningitis. On the nineteenth 
day the temperature was 105-4° F. and blood again 
contained virus as shown by intracerebral inoculation 
into mice ; on the twentieth day the temperature was 


106-2° F., and on the twenty-first day 105-6° F. The | 


animal was then weak and thin and was killed with 
ether. The brain was removed, cultured and inocu- 
lated into 6 mice with positive results for the virus 
of lymphocytic choriomeningitis. 

Guineapig B received only 1 c.cm. washings sub- 
cutaneously. Its temperature first rose on the twenty- 
second day to 104° F. Its blood was positive for the 
virus; the temperature reached a peak on the 
twenty-sixth day of 106:4° F. and the animal was 
dead on the thirtieth day. The brain contained the 
virus also. 


The mice and monkey inoculated with the nasal 
washings remained in good health but virucidal 
antibodies were later found in the monkey’s serum, 

The strains of virus isolated on all three occasions 
from the patient appeared to be identical, each one 
failing to produce disease when inoculated intra- 
cerebrally into mice already immune to the W.E. 
strain. Similarly, mice recovered and immunised 
against the new strain D.W. resisted intracerebral 
inoculation with the W.E. virus. 

Specimens of serum collected from the patient on 
the ninth, twenty-fourth and fifty-eighth days of 
illness all failed to show any neutralising antibody 
against either the W.E. or D.W. strains, Serum 
from a rabbit hyperimmunised with the W.E. strain 
protected against equally concentrated suspensions 
of both strains. 

DISCUSSION 


The isolation of the virus of lymphocytic chorio- 
meningitis on three separate occasions from the same 
patient, and the failure to incriminate the virus of 
poliomyelitis, indicate that the virus of lymphocytic 
choriomeningitis was responsible for the clinical 
picture. The possibility of a double infection must 
be considered, but as the nasopharyngeal washings 
failed to yield evidence of poliomyelitis virus there 
is no experimental proof of it being present. 

We have no reason to believe, from various other 
experiments being carried on at the same time, that 
either the mice or the guineapigs were suffering from 
a latent infection with the virus of lymphocytic 
choriomeningitis. Both the mice and the guineapigs 
employed were bred in the country and had not 
been in contact with animals infected with the virus 
before being experimentally infected with material 
from the patient whose case we record. Traub 
(1936b) found that of 13 normal guineapigs placed in 
cages with diseased ones, only 1 contracted the 
disease. There is, however, a remote possibility that 
the monkey may have had a latent infection with this 
virus when injected, as among a number of monkeys 
employed in experimental works, 2 have been known 
to exhibit spontaneous infection with lymphocytic 
choriomeningitis, 

The failure to demonstrate neutralising antibodies 
in the serum eight weeks after the commencement of 
the illness might be taken as evidence against the 
specificity of the infection, but the slow development 
of antibodies in patients infected with this virus has 
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been stressed by Scott and Rivers (1936), and recently 
Howard (1939) has reported a case in which anti- 
bodies did not appear in the serum for 45 weeks. 

The present is, as far as we know, the first time 
this virus has been isolated from the nasopharynx, 
It is the third case in this country in which the virus 
has been isolated from patients with symptoms more 
severe than those of acute benign lymphocytic 
meningitis. 

The source of the infection in human cases— 
whether from mice, other animals or humans—has 
not been proven except in the two cases recently 
described by Armstrong (1939), when the virus was 
isolated from 3 of 5 grey mice caught in the homes of 
the infected humans; likewise the mode of infection 
has not yet been shown in humans. Numerous cases 
have been reported of so-called benign lymphocytic 
meningitis occurring at the same time, or following 
one another in several members of a household, and 
neutralising antibodies have been demonstrated in 
blood of contacts with cases from which virus ha 
been isolated (Findlay et al. 1936). 

Armstrong and Wooley (1937) found neutralising 
antibodies in 30 of 106 cases of recent infection of 
the upper respiratory tract. Recently, Lépine and 
Sautter (1938) described a case of accidental infection — 
in a laboratory-worker, The virus apparently entered 
by injury to the cornea and produced a generalised 
infection, virus being isolated from the blood and 
urine, 

Traub (1936a) showed that although the nasil 
secretions and urine of infected guineapigs carry the 
virus, the pooled nasopharyngeal washings of 5 
guineapigs that had shown severe symptoms after 


' subcutaneous inoculation with the virus of lympho. 


cytic choriomeningitis 35-44 days previously were 
avirulent. In contrast to this, he found (1936b) that 
immune mice carry the virus in the nasal passages’ 
long as two months after the original infection. Whe 
normal mice were placed in contact with these carriers, 
immunity without apparent illness was produced in 
the former, and in one experiment virus was repeatedly 
detected in nasal washings from exposed mice but 
never in the blood. In one mouse virus was present 
in the nasal washings on at least two successive days, 


but the animal did not become either generally 
infected or immune. ‘Traub obtained 


| negative 
results in two experiments in which an attempt was — 
made to infect mice by placing them in cages heavily 
contaminated with virulent mouse urine. 

The findings obtained in the present case, and those 


derived from animal experiments, suggest that the 


virus of lymphocytic choriomeningitis is probably 
present at some period in the nasopharynx of indi- 
viduals suffering from this infection. It may possibly 
be present in the same situation in healthy carrier, 
and in persons suffering from febrile symptoms with. 
out definite involvement of the nervous system. 
Lépine, Mollaret and Kreis (1937), for instance, found 
that less than half the individuals infected experi- 
mentally with lymphocytic choriomeningitis ghowed 
nervous symptoms although all suffered from fever, 

The finding of this virus in cases with neurological 
symptoms in various forms points to the need for 
renewed study and interest in the cause of acute 
infections of the central nervous system of unex- 
plained stiology. 

The observations here recorded emphasise the 
importance of searching for the virus of lymphocytic 
choriomeningitis, not only in cases elinieally 
resembling acute aseptic lymphocytic meningitis but 
also in other acute nervous and febrile complaints of 
unknown origin. 
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SUMMARY 


The virus of lymphocytic choriomeningitis has been 
isolated from the cerebrospinal fluid and naso- 
pharyngeal washings of a patient with clinical signs 
and symptoms of acute anterior poliomyelitis with 
paralysis still present 15 weeks after onset. 

The virus was still present in the nasopharynx 
8 and 12 weeks after the onset though not demon- 
strable in the cerebrospinal fluid at the eighth week. 

The findings emphasise the need for more intensive 
investigation of material from neurological cases. 


We wish to thank Dr. J. W. Caton, of the Cudding- 
ton Isolation Hospital, and Dr. Macdonald Critchley, 
of the National Hospital, Queen Square, for supplying 
the clinical notes and for permission to publish this 
case; and to Dr. W. Gunn, North-Western Hospital, 
L.C. é., and Dr. Sandifer, National Hospital, Queen 
Square, for their help in obtaining material. 
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\ 


A stupy of the bone-marrow is now essential in 
all obscure disorders of the blood, for from it we may 
learn what are the pathological changes in the 
marrow, whereas blood-counts merely reflect, and 
often distort, these changes. Sternal puncture, which 
is as simple, painless, and free from danger as vene- 
puncture, is the ideal clinical procedure for this study 
and in most diseases gives enough information. In 
some diseases, notably aplastic anemia and myelo- 
sclerosis, it is necessary to know also the histological 
structure of the marrow ; hence sternal biopsy must 
be performed with the trephine, which method will 
be fully dealt with elsewhere (Hynes and Scarff 1939). 
Sternal puncture, however, gives a clear-cut and 
distinctive picture in leukemia, including aleukemic 
leukemia, and in pernicious anemia, hemolytic 
anzmias, and secondary anæmjias ; and it is probable 
that with further study its range of usefulness will 
be extended. A failure to obtain marrow must not 
be taken as diagnostic ; it may strongly suggest such 
a diagnosis as aplastic anzemia, but this should always 
be confirmed by sternal biopsy with the trephine. 

Human-marrow biopsy was first performed by 
Ghedini (1908), who aspirated marrow from the tibia ; 
but, although his method was subsequently used 
occasionally on the Continent, the full clinical value 
of the procedure was appreciated only quite recently. 
The classical studies of Peabody (1927) on pernicious 
anemia introduced marrow biopsy to America. 

The tibia is not a very suitable bone for marrow 
biopsies, because in adults it contains little red 
marrow, and in blood disorders it is one of the last 
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bones to show changes. The marrow of the tibia 
may remain yellow when that of all other bones shows 
considerable hyperplasia, even in such extreme 
conditions as leukemia (Strumia 1929). Seyfarth 
(1923) pointed out the advantages of using the 
sternum, which always contains much red marrow 
and shows morbid changes at an early stage of the 
disease. 

Sternal puncture was introduced by Arinkin (1927 
and was rapidly recognised as a method of grea 
clinical and pathological value. The most complete 
studies of the subject in the English language are 
those of Young and Osgood (1938) and Vogel, Erf, 
and Rosenthal (1937); both these papers contain 
full bibliographies. 


Sternal biopsy with the daphne allows study of 
histological sections of the marrow as well as of 
smears and is therefore superior to sternal puncture, 
but the simplicity of sternal puncture makes it 
preferable, provided that the material obtained gives 


a trustworthy picture of the marrow. In my experience 


sternal-puncture smears are almost identical with 
those made directly from the trephined marrow of 
the same case; this agrees with the findings of Vogel 
and his associates (1937). The distribution of cells 
in the smears also corresponds closely to that seen 
in the sections. Repeated sternal punctures on the 
same case are consistent. Segerdahl (1935) found 
that a second puncture in all of thirty cases gave a 
differential count closely similar to the first. Nordensen 
(1935) found the marrow differential count to be the 
same in puncture material from the sternum, vertebræ,- 
ribs, ilium, and tibia; and Vogel et al. (1937) con- 
firmed this in one case. The sternal marrow may 
therefore be taken as representative of the marrow 
throughout the body, except in such patchy and 
progressive lesions as myelosclerosis. 

Sternal puncture thus gives a true indication of 
the quality of the marrow, but it gives only a rather 
uncertain indication of its quantity. If aplasia is in 
question, only histological sections of the marrow 
can give a definite answer. 


Technique 

I have used Messrs. Allen and Hanburys’s modifica- 
tion of the Salah (1934) needle, which is solidly built, 
so that there is no danger of breakage (fig. 1). The 
needle is 
sterilised 
in hot oil. 
As judged 
from a 
personal 
experi- 
ence, the 
technique 
described 
produces 
only the 
mildest discomfort, but a preliminary dose of 
aspirin gr. 10 and Nepenthe minims 15, half an 
hour before the operation, soothes a nervous patient. 
The puncture site is chosen opposite the third rib. 
An intradermal bleb of a 2 per cent. solution of 
procaine is made at this level over the middle of the 
sternum, and the subcutaneous tissues and periosteum 
beneath are infiltrated with about 1 c.cm. of procaine. 
A very fine intradermal needle minimises the dis- 
comfort, and it should have a short bevel to facilitate 
infiltration of the periosteum. 

The puncture needle is next pushed through the 
skin down to the bone and the adjustable stop fixed 
ł in. abovetheskin. The needle is driven through the 
outer table of the sternum j a few sharp taps with 
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Fic. 1—Sternal-puncture needle and stylet. 
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a small hammer; a distinctive “give” is felt 
as the needle enters the medullary cavity. The stylet 
is removed from the needle and a dry 1 c.cm. syringe 
attached ; marrow fluid is now easily withdrawn by 
gentle suction, which produces a characteristic 
discomfort that may amount to actual pain if a large 
amount of fluid is rapidly withdrawn. I withdraw 
0-25 c.cm. of fluid and place this in a tube containing 
Wintrobe’s dry oxalate mixture. (For 0-25 c.cm. 
of fluid, place 0-1 c.cm. of a solution of 0-2 per cent. 
potassium oxalate and 0-3 per cent. ammonium 
oxalate in the tube and dry in the incubator.) The 
marrow fluid clots much more quickly than ordinary 
blood ; so thorough mixing with the oxalate should 
not be delayed. 

Smears are made from the oxalated fluid as for 
ordinary blood smears ; there is no distortion of the 
cells if the smears are made within half an hour, A 
total nucleated-cell count—i.e., leucocytes and 
nucleated red cells—is done on the fluid which may 
also be used for supravital studies and other hæmato- 
logical techniques. The smears are stained by 
Leishman’s method in the ordinary way and a 
differential count made of four or five hundred cells ; 
several smears should be used to allow for uneven 
distribution of the various cell types. There should 
be no failure to obtain marrow after a little experience. 
If the marrow fluid does not flow freely, the needle 
either has not reached or else has gone past the 
medullary cavity ; the characteristic suction pain is 
a sign that the needle is correctly placed. 

There were neither complications nor unpleasant 
sequelse in this series of 109 cases, nor have any been 
reported. 
Terminology 


The terminology of the cells is based on that of 
Whitby and Britton (1937), and the terms used are 
briefly defined as follows :— 


Segmented polymorphs.—The nucleus shows one 
or more definite chromatin threads. 

Non-segmented polymorphs.—These cells are usually 
“ band forms,” but in most the chromatin structure 
of the nucleus is characteristic of ‘‘ juvenile ” cells 
(Schilling 1929). Some authors have wrongly called 
all of these ‘‘ stab ” cells. 

Metamyelocytes.—The cytoplasm is similar to that 
of the polymorph; the nucleus is indented. 

Myelocytes.—The cytoplasm is similar to that of 
the polymorph but has a blue tinge because the 
granules are fewer. The nucleus is round or oval. 

Premyelocytes.—The cytoplasm is blue and contains 
coarse red granules; there is no differentiation into 
neutrophils, eosinophils, and basophils. The nucleus 
has a well-marked fine reticulum, and nucleoli may 
be present. The’earliest forms are distinguishable 
from the myeloblast only by the presence of a few 
granules; later forms are twice as large as the 
myeloblast and contain many red granules. : 

Myeloblasts.—There is very little dark blue cyto- 
plasm. The nucleus has a sharp-cut fine reticulum, 
and nucleoli are prominent. There are no granules. 

Lymphocyte series.—Normal lymphocytes need no 
description. The earliest lymphoblast is virtually 
indistinguishable from the myeloblast in Leishman- 
stained films. In lymphatic leukemia a great variety 
of intermediate forms, all abnormal, are seen, but 
they are too numerous to be given separate names. 
Most of these have been classified simply as lympho- 
cytes, the term lymphoblast being reserved for those 
cells which show a large definitely reticular nucleus 
and but little cytoplasm. 

Plasma cells.—A few typical plasma cells are usually 
seen in marrow smears. 

Monocyte series.—Typical monocytes are usually 
seen in marrow smears. The primitive monocyte is 
‘found only in monocytic leukemia ; it is a large cell 
(10 x 20 u) with a lobed reticular nucleus, often 
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showing nucleoli. The cytoplasm contains fine or 
coarse red granules. The earliest forms appear to 
merge with the myeloblast. 

Normoblasts.—Most of these cells are the same 
size as erythrocytes, but larger forms up to 10-12 ų 
in diameter occur. The cytoplasm is fully hæmo- 
globinised; the nucleus is about 4 u in diameter and 
is either pyknotic or has a ‘“‘ cart-wheel ’’ structure. 

Erythroblasts.—The cytoplasm is polychromatiec. 
The later forms show the same variation in size as 
normoblasts and have a ‘“cart-wheel’’ nucleus, 
whereas earlier forms are larger (10 u) and have a 
coarsely reticular nucleus. 

Megaloblasts.—The cytoplasm is a very deep blue 
colour. The nucleus has a very heavy reticulum with 
conspicuous nucleoli. | 

Megakaryocytes.—A few megakaryocytes can usually 
be found, especially if the edge of the smear is searched 
with the low power. The cytoplasm is lilac-coloured 
and resembles platelets; there are about five large 
oval overlapping nuclei (10-20 u). More commonly 
one sees a single large oval nucleus with fragments of 
platelet-like cytoplasm. It has not been thought 
necessary to include these rather indefinite remains 
in the differential count. 

Hematogones.—One can easily distinguish the 
structures classified by some authors as hzematogones. 
They show the nucleus of a small lymphocyte with 
no visible cytoplasm, but intermediate forms occur 
between these disembodied nuclei and apparently 
typical small lymphocytes. 

Total cell count.—The number of leucocytes and 
nucleated red cells counted together in the marrow 
fluid is a rough indication of the cellularity of the 
marrow. The count depends also, however, on the 
amount of blood mixed with the fluid—the first drop 
of fluid has a very high marrow content, whereas, if 
several c.cm. are withdrawn, the later portions may 
contain hardly any marrow. It is therefore important 
to withdraw a small and constant volume of fluid. 

A total cell count below 20,000 per c.mm. strongly 
suggests a hypoplastic marrow, and one which is 
above 100,000 favours hyperplasia, but discrepancies 
occur. Thus, in a case of acute leukzemia in this series 
the sternal marrow on histological section was typical 
of acute leukemia, and in the sternal-puncture 


TABLE J—SUGGESTED NORMAL RANGES IN THE MARBOW 
DIFFERENTIAL COUNT 
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smear myeloblasts formed 66 per cent. of the differen 
tial count, though there were none in the periph 
blood. The total cell count of the sternal-punetur 
fluid was, however, only 3000 per c.mm., and the 
puncture was repeated with the same result. It 
appears, as most authors have suggésted, that very 
primitive cells may adhere so closely one to another 
and to the bony trabecule that they are not witb 
drawn with the fluid. 

Myeloid-erythroblastic ratio.— It is convenient to 
express as a ratio the total percentage of cells of the 
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" Fie. 2—Chart showing the relation of thirteen normal 


cases to the suggested normal range of marrow findings 
(table I). Total cell count 24,000-90,000. Myeloid- 
erythroblastic ratio 2°8-7°0:1. The points on the 
charts (figs. 2-7) show the percentages of the various 
types of marrow cells in the differential count. The 
points representing the figures in a given case are 
joined together to form a graph of the marrow 
differential count of that case. Neutrophil, eosinophil, 
and basophil forms are grouped together. E, erythro- 
blasts; L, lymphocytes; LB, lymphoblasts; M, 
myelocytes; MB, myeloblasts; MEG, megaloblasts ; 
, metamyelocytes ; MON, monocytes; N, normo- 
blasts; N-S P, non-segmented polymorphs; PM, 
premyelocytes ; SP, segmented polymorphs. 


myeloid series as compared with that of cells of the 
primitive red-cell series. This myeloid-erythroblastic 
ratio indicates whether the precursors of the granulo- 
cytes or red cells are most affected by a, pathological 
process, and in what relative degrees. 


Normal Marrow 


An exact comparison of the normal standards 
given in the literature is made difficult by differences 
in terminology and in methods of recording. It is 
both logical and useful to include leucocytes and 
nucleated red cells in the same differential count, 
the two together totalling 100 per cent. Smear cells 
should not be counted; they are largely fortuitous 
and merely distort the picture if they are included 
in the differential count. Reich (1935) and Vogel 
et al. (1937) have centrifuged marrow fluid and 
carried out differential counts on smears from the 
buffy layer; this procedure is not only unnecessary but 
also disturbs the cell ratio. 

The technique described here is founded on that 
of Young and Osgood (1935), and the normal marrow 
findings in this series agree closely with those of 
Young and Osgood if smear cells are excluded from 
their data. Table I shows a suggested normal range 
compiled from the 28 normal cases of Young and 
Osgood (1935) and the 13 normal young men in the 
present series; the relation of these 13 cases to the 


- suggested normal range is shown diagrammatically 


in fig. 2. 

The largest single series of normals is that of 
Segerdahl! (1935), who performed sternal puncture on 
52 young men, 40 young women, 9 old men, and 9 
old women. There was no great difference between 
any of these groups. Unfortunately Segerdahl’s 
classification of the cells differs considerably from 
that used here, particularly as regards myelocytes 
and metamyelocytes, and it is therefore not possible 


to make use of his very complete statistical analysis. 
There does not appear, however, to be any gross 
discrepancy between his figures and the normal 
range suggested in this paper. 

In the present small series the total cell count ranged 
between 24,000 and 90,000 per c.mm., with a mean 
of 47,500. Segerdahl’s (1935) range was much larger 
—from 10,600—-238,200 per c.mm., with a mean of 
75,000—and Zanaty’s (1937a) range was very similar, 
Segerdahl found no significant difference in the marrow 
cell count according to age or sex. By histological 
studies, however, Custer and Ahlfeldt (1932) found 
the proportion of red marrow in the sternum to 
decline fairly evenly from 100 per cent. at one year 
to 44 per cent. at seventy years of age. In this series 
the myeloid-erythroblastic ratio lay between 2:7 and 
6-9: 1, with a mean of 4:25: 1. Young and Osgood’s 
(1935) range was 2-0 to 8-3: 1. 

The marrow-picture is characteristically distorted 
if much blood is included in the fluid withdrawn. The 
total cell count is low, and the percentage of segmented 
polymorphs and lymphocytes is unduly high, the 
percentages of the other cells being proportionately 
decreased. Such a finding should suggest the need to 
repeat the puncture. 


Abnormal Marrow 


The chief part of this study has been on the marrow 
in leukemia and obscure anæmias ; table II analyses 
the cases studied. 

LEUKEMIA 


In leuksmia sternal puncture is diagnostic. The 
marrow is extremely cellular, with the normal cell 
ratio greatly altered by an increase in primitive white 
cells. The proportion of primitive red cells is 
depressed, but the percentage of erythroblasts 
is almost equal to that of normoblasts. This 
‘‘maturation defect” is probably associated with 
the macrocytic anæmia which is almost always seen 


TABLE II—aANALYSIS OF 109 CASES ON WHICH STERNAL 
PUNCTURE WAS PERFORMED 

Normal š s sa ox sa a 

Acute myeloid .. ss ee -» 10 

| Chronic myeloid ae me .. li 

Leukeemia - Acute lymphatic Re ae ae 5 

Chronic lymphatic ia ss .. 16 

Monocytic Es a ee 6% 2 


Polycythsmia (untreated) .. 


Pernicious ansemia (untreated) 

Achrestic ansemia z Se A ka 
Hepatic cirrhosis with macrocy tic anæmia 
Macrocytic syphilitic anæmia so 
Acholuric jaundice (untreated) 

Aplastic anemia es 
Myelosclerosis ete 

Secondary anrmias .. 


Unexplained anæmias ie ae 
Unexplained splenomegaly .. ag ee 
Unexplained splenomegaly with eosinophilia 


Agranulocytosis 


Lymphosarcoma 
Hodgkin’s disease 
Medullary carcinomatosis 


mb} DONAU im OO GO bt bt ta 


in leukemia; it differs from the maturation defect 
of pernicious anzemia in that there is no premature 
hemoglobinisation of the erythroblasts, 

Sternal puncture is particularly valuable in 
diagnosing the leucopenic (‘‘aleukemic’’) forms of 
leukemia. Here the marrow does not differ from that 
of leukemia with leucocytosis. A quarter of the 
cases of leukæmia in this series were leucopenic 
throughout their course—4 acute myeloid, 2 acute 
lymphatic, 4 chronic lymphatic, and 1 acute mono- 
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Fic. 3—Chart of marrow findings in ten cases of acute 
myeloid leukæmia, Total cell count 3000-310,000. 
Myeloid-erythroblastic ratio 6°3-1000 : 1. 


cytic. All of these gave essentially the same total 
and differential marrow cell counts as the corre- 
sponding leucocythsmic cases. 


Acute myeloid leukemia.—Fig. 3 shows diagram- 
matically the findings in 10 cases. There is a great 
increase in the proportion of the more primitive white 
cells, which may form up to 99 per cent. of the total. 
The increase is usually in myeloblasts and pre- 
myelocytes together, but either of these may 
predominate, The percentage of myelocytes is often 
raised, but all more mature forms are depressed, 
often to an extreme degree. Few nucleated red cells 
are present, but erythroblasts are almost as numerous 
as normoblasts. Some cases have shown a high 
percentage of cells indistinguishable in stained smears 
from the normal small lymphocyte; these may be 
the micromyeloblasts of Naegeli. 


Chronic myeloid leukemia.—In early cases the 
percentages of myeloblasts, premyelocytes, and 
myelocytes are about doubled, the percentage of the 
other myeloid cells being about normal. Lympho- 
cytes and monocytes are scanty or absent, and the 
proportion of nucleated red cells is low and shows the 
characteristic ‘‘ maturation defect ” already described 
(see fig. 4). In the terminal phases the picture 
approximates to that of acute myeloid leukzemia. 
The differential counts of three terminal cases are 
represented by the dotted lines in fig. 4, 


Acute lymphatic leukemia.—From 70 to. 99 per 
cent. of the cells are primitive lymphocytes; cells 
of the myeloid and erythroblastic series show the 
same ‘“‘ maturation defect” as in chronic lymphatic 
leukæmia, 


Chronic lymphatic leukemia.—Lymphocytes com- 
prised 40-90 per cent. of the cells in the marrow. 
Sometimes they were normal small lymphocytes, but 
more usually they showed abnormalities in size and 
nuclear structure. Very few were primitive enough 
to be called lymphoblasts. Cells of both the myeloid 
and erythroblastic series showed a ‘‘ maturation 
defect,” the percentage of the more mature forms being 
depressed, while that of the more primitive types 
was about normal (see fig. 6). 


Monocytic leukemia.—Two cases of monocytic 
leukemia have been available for study. In one, of 


the acute leucopenic type, primitive monooyties 
formed 93-5 per cent. of the marrow cells; the 
remaining cells were mostly nucleated red cells, The 
other case was chronic and showed 30 per cent, of 


' primitive monocytes and 4:5 per cent. of normal 


monocytes in the marrow ; polymorphs were normal, 
but myelocytes were very low, and the nucleated 
red cells were at the lower limit of normality, 


Effect of treatment on the marrow picture in leukemia, 


Young and Osgood (1935) carried out  stemal 


punctures on two cases of chronic myeloid leuksmia 
before and after irradiation of the spleen and found 
that both the blood- and marrow-pictures returned to 
normal together. Vogel et al. (1937) stated that the 
marrow-picture in chronic myeloid leuksmia was 
not affected by this treatment, but it appears from 
their description of the cases that the blood-count 
was not nearly restored to normal by their treatment. 
Weil and Perlés (1938) found the marrow-picture to 
be normal in remissions and suggested that thi 
might form a basis for the evaluation of treatment. 
The marrow-pictures of eight cases of chronit 
myeloid leuksmia after treatment are shown in fig. 5, 
Treatment consisted of irradiation of the spleen with 
deep X rays until the leucocyte count was reduced 
to 10,000 per c.mm., or less, The marrow-picture 
were much nearer normal than in the untreated 
cases (included in fig. 4), the improvement in the 
nucleated red cells being especially noticeable, 
Statistically these changes could not be ascribed to 
dilution of a constant marrow with normal and 
leukemic blood respectively. That irradiation of the 
spleen should have so profound an effect on the 
bone-marrow is obviously a fact which merits farther 
investigation. Similar observations on four cases 
of chronic lymphatic leuksmia treated with deep 
X rays by various methods gave inconclusive results. 


-——_—————— ee wr ee HK KC wwe wrwaeewwe nm Beaeweaeeava w= wenn ee2 es ea we @ < 
vy 


Fie, 4—Chart of marrow findings in untreated chroni: 
myeloid leukemia. Total cell count 130,000-750,00 
Myeloid-erythroblastic ratio 10°5—1000:1. Dotted line 
represent differential counts of three terminal cases. 
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Fie. 5—Chart of marrow findings in eight cases of chronic 


myeloid leukemia after treatment. Total cell count 
18,000-270,000. Myeloid-erythroblastic ratio 3°9-198 : 1. 


POLYCYTHZEMIA 


Dameshbek (1935) found considerable hyperplasia 
of both the erythroblastic and myeloid elements of 
the marrow in his four cases, as did also Weil and 
Perlés (1938). Vogel et al. (1937) found that the only 
change in the marrow differential count in poly- 
cythesmia was a preponderance of segmented. poly- 
morphs. This was the finding in one of the cases in 
this series, but in the other case there was a great 
increase in erythroblasts—20 per cent. of late and 
4 per cent. of early forms. In this case polymorphs 
were present in normal numbers, but all other 
myeloid cells were very scanty. 


PERNICIOUS ANZMIA 


The characteristic feature of the bone-marrow in 
untreated pernicious anemia is the preponderance 
of megaloblasts and erythroblasts, which together 
make up 25—45 per cent. of the cells present (fig. 7). 
Of the erythroblasts, a half to two-thirds are early 
forms with a reticular nucleus, while the remainder 
have a large ‘“cart-wheel’’? nucleus and are con- 
siderably larger than is normal at this stage. Pre- 
mature hemoglobinisation is prominent, and this in 
an early erythroblast constitutes Ehrlich’s ‘“‘ megalo- 
blast.” The abundant cytoplasm is polychromatic, 
and the large nucleus (8-10 u) has a heavily marked 
coarse reticulum. The proportion of normoblasts 
was normal in six of these cases, but in the other 
one there were 42 per cent. The percentage of 
polymorphs is greatly decreased, but the earlier 
myeloid cells are present in normal proportions. 

The marrow is restored to normal by treatment. 
Segerdahl] (1935) observed a megaloblastic marrow 
become erythroblastic twenty-four hours after begin- 
ning liver therapy. . Young and Osgood (1935), on 
the other hand, found in one case the number of 
megaloblasts unchanged at the peak of the reticulocyte 
crisis, though there was a great increase in normo- 
blasts; in another case they observed a great 
diminution in the megaloblasts ten days after the 
reticulocyte peak, Weil and Perlés (1938) observed 
that the marrow first became normoblastic, then 


showed myeloid hyperplasia, and finally became 
normal, | as, * 
ACHRESTIC ANEMIA 


One case with the features of achrestic ansemia 
(Israéls and Wilkinson 1936) has been studied. The 
marrow showed the same increase in early hemo- 
globinised erythroblasts as in pernicious ansmia, 
but the normoblasts were also increased, and the 
megaloblasts were normal. Zanaty (1937b) did not 
find hæmoglobinised erythroblasts in his cases of 
achrestic anæmia ; his ‘‘macronormoblasts” took 
their place, | 

OTHER MACROCYTIC ANEMIAS | 


A marrow similar to that in pernicious anemia is 
found in sprue (Vogel et al. 1937) and in the similar 
anemia due to carcinoma of the stomach and 
extensive resection of the intestine (Weil and Perlés 
1938). One case of syphilis and one of cirrhosis of 
the liver, both with the blood-picture of pernicious 
anæmia, are included in this series; the marrow 
was normal in both cases, 


ACHOLURIC JAUNDICE ` 


Vogel et al. (1937) found that the marrow in 
chronic acholuric jaundice was almost normal, 
whereas in more acute types there was an increase in 
normoblasts. Weil and Perlés (1938) found a great 
increase. in normoblasts and erythroblasts, even up 
to 75 per cent. of the total. Of the cases in the present 
series, in two the only abnormality was an increase 
in late erythroblasts; in the other, three-quarters 
of the cells in the smear were nucleated red cells; 
normoblasts, erythroblasts, and megaloblasts being 
increased in about equal proportions. 


APLASTIC ANAZMIA 


Aplastic ansmia cannot be adequately studied by 
sternal puncture ; only histological section will show 
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Fig. 6—Chart of marrow findings in chronic lymphatic 
leukemia. Total cell count 76,000-1,000,000. 


the essential architectural and quantitative changes 
in the marrow. The subject is dealt with in detail 
elsewhere (Hynes and Scarff 1939) and need only be 
briefly summarised here, 

Aplastic anemia is the name given to a syndrome 
characterised by a typical blood-picture but showing 
great diversity in causation and marrow pathology. 
The simplest case is the form due to a chemical 
poison such as benzol, in which the failure of blood 
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regeneration is obviously due to the extreme hypo- leuco-erythroblastic anemia. Sternal puncture does 
plasia of the marrow, What marrow tissue remains not help the diagnosis, whereas sternal biopsy with 
shows a deficiency of mature cells, especially of the the trephine may be diagnostic (Hynes and Scarf 
myeloid series, and a great relative increase in cells 1939). If the sternum is extensively involved in the 
which have been variously regarded as small process, practically no marrow may be obtained by 
lymphocytes or “ primitive cells ” closely resembling sternal puncture, whereas, if the marrow is still in 
small lymphocytes. Although the hypoplasia usually the phase of compensatory hyperplasia, the picture 
involves all the bones, the sternal and vertebral resembles that of chronic myeloid leukzemia, except 
marrow may occasionally retain regenerative power that nucleated red cells are more numerous. 
and be almost or even quite normal. Sternal 
biopsy may thus confuse the diagnosis instead of SECONDARY AN-EMIAS 
elucidating it. In ansmias secondary to hemorrhage, infection, 
Occasionally, however, though these injurious or toxemia there is a normoblastic reaction in the 
agents produce the typical clinical syndrome and marrow (Young and Osgood 1935). Late erythroblasts 
blood-picture, the marrow is hyperplastic and packed were also increased in two of the cases in the present 
series. 
i AGRANULOCYTOSIS 


The marrow in agranulocytosis was studied by 
Jackson and Parker (1935) with autopsy material. 
In the early stages the degree of cellularity is normal, 
but practically all the myeloid cells are myeloblasts. 
If death takes place from sepsis with partial remission 
of the blood-picture, the marrow is hyperplastic and 
crowded with young polymorphs. When the disease 
has existed for 8-10 days, the myeloblasts disappear, 
and lymphocytes and plasma cells are the only white 
cells in the marrow. The three cases of Vogel et al 
(1937) appear to have been in this last stage. 

Alternatively the two types of marrow have been 
regarded not as successive stages but as evidence of 
two types of agranulocytosis: one due to aplasia 
of the marrow, and the other to a maturation defect 
(Fitz-hugh and Krumbhaar 1932). Thus Custer (1935) 
in his cases of agranulocytosis found that the marrow 
showed a considerable proliferation of m-yeloblasts, 
with few myelocytes and practically no polymorpha 
The nucleated red cells were normal or slightly 
Rio T-n oi marow failings oiee eo oe and a was infiltration with lymphocytes 

anzmia. Total cell count 40,000-110,000. Myeloid. 90 Pasma cens. 

erythroblastic ratio 0°25-1°2 : 1. The present series contains only two cases of 

agranulocytosis. The first, seen by courtesy of 
oe eee soy wi Dr. Bruce Williamson and Dr. H. G. Close, of the 
Teatro oe n manae pupils ie due not to Royal Northem Hospital, wat of the cyclical type 
primitive cells to mature. In benzol poisoning several a oe A et A there “were e 
cases of this type have been described (for bibliography Apa a aeS aban isb $ a ae een te cells 2 
see Thompson et al. 1934), and Martland (1931) has se eee bap hae Qantas ( PSE aos Soemophil 
desorbed: a. similar osnle kom radna poisoning polymorphs (1-5 per cent.), and basophil polymorphs 
In idiopathic aplastic anemia the marrow ranges ap yee can ee any a pasten tag 
from aplastic to hyperplastic in a similar manner pares sith. A ep t Coon as a4 bi see ly mpho- 
(Thompson et al. 1934, Rhoads and Miller 1938). se pie zhi ia S p ge RA + the remission 

The present series includes six cases of idiopathic ae a chronic hues ‘et some a kar q A ae one 
aplastic anemia, of which the _ sternal-puncture é l] tf SRTA do fi ; EAN, hac 
findings (confirmed by biopsies and histological A ae ee FDAN ee R skoei a A a oa 
aéotions) wore as Tolowa: cent.) of segmented neutrophil polymorphs. 

(1) Extreme hypoplasia, involving especially the LYMPHOSARCOMA 
ap ea ari ai ae lrg rerio la a relative In six cases of lymphosarcoma in this series the 

(2) Marked hypoplasia, with a reduction in myelo- fe hee Orne ayer oes WAS: atypical in 
cytes and later myeloid cells; diminished or normal at there was associated a c ronie — Macroeytie 
nucleated red cells; and a moderate relative lympho- 22®™ia, Sternal puncture produced marrow con- 
cytosis (3 cases). taining 51 per cent. of small lymphocytes and 

(3) Moderate hypoplasia, confined to myelocytes 10 per cent. of lymphoblasts, with only 14 per cent. 
and later myeloid cells, with a relative increase in of mature polymorphs. The differential eount was 
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early and late erythroblasts (1 case). : , otherwise normal. At autopsy the bone-marrov 
(4) An active marrow with a normal differential and other organs were extensively infiltrated with 
count (1 case). lymphosarcomatous nodules. 
These cases will be described fully elsewhere in 
MISCELLANEOUS CONDITIONS 


association with Dr. L. E. H. Whitby. 
The marrow was found to be normal in two ease 
BEY ELOSCLEROSIS of Hodgkin's disease. Weil and Perlés (1938) founda 
In myelosclerosis a chronic fibrosis of the bone. generalised hyperplasia in 10 of 25 cases, but ther 
Marrow is associated ‘with splenomegaly and a was no specific change. 
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In one case of medullary carcinomatosis with leuco- 
erythroblastic anemia the marrow contained 22 per 
cent. of normoblasts, 16 per cent. of late erythroblasts, 
and 5-5 per cent. of early erythroblasts, and showed 
a deficiency of segmented polymorphs (8 per cent.), 
No cancer cells were found, although other authors 
have occasionally found them ; similarly an excess 
of plasma cells may be found in multiple myelomatosis 
(Vogel et al. 1937). 

In the two cases of splenomegaly with eosinophilia 
the marrow was normal except for an inorease in 
eosinophil polymorphs. Even this abnormality is 
not always seen in cases of eosinophilia (Vogel et al. 
1937, Weil and Perlés 1938). 

Sternal puncture may be diagnostic in Gaucher's 
disease (Sokolowski 1932), the typical cells being found 
in the smears. It may also help in malaria; the 
parasites are much more numerous in the marrow 
red cells than in the peripheral blood, as was first 
observed by Ghedini (1908). In kala-azar the parasites 
may be found in monocytes in the sternal marrow 
(Weil and Perlés 1938). 


Discussion 


The value of sternal puncture in research into 
hematological pathology is evident. In clinicál 
pathology its greatest use is in the diagnosis of 
leukemia with leucopenia. The marrow-picture in 
leukemia, whatever the peripheral blood-picture, is 
so characteristic that a diagnosis may be made with 
complete confidence. In other cases, even if the 
exclusion of leukemia is the only use of sternal 
puncture, the procedure is justified by the fatal 
prognosis of that disease. 

In the other important group of obscure anæmias, 
comprising the various forms of aplastic anæmia 
and myelosclerosis, a diagnosis cannot be made by 
sternal puncture. Sternal biopsy with the trephine 


gives much more information in these conditions, ` 


for the histology of the bone-marrow can thus be 
studied ; but even this method may fail through the 
patchy distribution of the lesions both in the sternum 
and between this and other bones. When the diagnosis 
has been made, repeated sternal punctures may 
allow the progress of the disease to be followed. 


Summary 
(1) The history and technique of sternal puncture 


are described. ° 


(2) An account is given of the marrow findings in 
109 cases, including 13 normal, 44 of leukemia, 7 of 
untreated pernicious anæmia, 6 of aplastic anæmia, 
and 6.of myelosclerosis. 

(3) The marrow-picture in the various forms of 
leuksmia is described. The picture in the so-called 
aleuksemic leukemias does not differ from that of 
the corresponding leucocythzemic leukemias. 

(4) Irradiation of the spleen in chronic myeloid 


; leukemia improves the marrow-picture pari passu 


with the blood-picture. 


(5) There is a characteristic marrow-picture in 


‘ the various types of anemia, but neither aplastic 


. 
ie 


G 


anæmia nor myelosclerosis can safely be diagnosed 
by sternal puncture. For these a trephine specimen 
is required. 

My thanks are due to Prof. J. McIntosh and 
Dr. L. E. H..Whitby for much helpful advice during 
the course of this work, to Dr. C. E. Lakin for his 
constant assistance on the clinical aspects of the 
cases, and to the Lady Tata Memorial Committee 


for financial aid. 


The protocols of this work are given in an 
unpublished appendix, the manuscript of which has 


been deposited in the general library of the British 
Museum (Natural History), London, S.W.7, 
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CHRONIC THYROTOXIC MYOPATHY 
CURED BY THYROIDECTOMY 


By F. B. Parsons, M.D. Camb., M.R.C.P. 


PHYSICIAN TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE; AND 


R. J. Twort, M.A. Camb., M.B. Aberd. 


LATE HOUSE-PHYSICIAN AT THE HOSPITAL 


THE association of Graves’s disease with a condi- 
tion resembling progressive muscular atrophy has 
long been recognised, and the syndrome has been 
termed by Brain chronic thyrotoxic myopathy 
(Brain and Turnbull 1938). Examples of successful 
treatment of this condition by subtotal thyroidectomy 
have been reported by Ayer et al. (1934) and Starling 
et al. (1938). The following case, in which the 
presenting symptom was muscular weakness, is a 
further illustration of the beneficial results of 
operation. 

CASE-REPORT 


A man, aged 50, was admitted to Addenbrooke’s 
Hospital on May 30, 1938, complaining of dysphagia 
and of increasing weakness, especially affecting the 
arms and legs. 

History.—He had worked as a brick-drawer for 
the past twenty-five years and, until recently, had 
been considered one of the strongest men in his 
district. His usual weight was 124 st. There were 
no previous illnesses of note, but for two years he had 
suffered from epigastric pain, relieved by food and 
unaccompanied by vomiting. He was at work until 
November, 1937, when he first noticed difficulty in 
swallowing. This came on in attacks, when he could 
swallow’ neither solids nor liquids and food “ went 
the wrong way.” There was no pain in the throat 
and no sense of obstruction. In December, 1937, 
he noticed generalised muscular weakness affecting 
especially the limbs. 

He felt well while lying in bed or sitting, but on 
getting up he had great difficulty in walking, and he 
was unable to use his arms for any length of time 
because of weakness. He complained of feeling hot 
and of sweating excessively, especially at night. 
His condition progressively deteriorated until just 
before admission, and he had found it very difficult 
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to climb stairs and impossible to get out of doors. 
His weight had fallen to 10 st. 9 Ib. The appetite 
had always been good, and he would not admit that 
it had been larger recently. He had noticed palpita- 
tions, but not breathlessness, precordial pain, or 


A B 
Chronic thyrotoxic myopathy: (A) before 


operation, showing symmetrical muscular 
atrophy ; (B) six months after partial thyroid- 
ectomy, showing recovery from wasting. 


swelling of the ankles. Recently he had become 
nervous and restless and found he “ could not keep 
still.” His speech had become jerky and his voice 
high-pitched. He had noticed no swelling of the 
neck and no prominence of the eyes; nor had these 
been observed by any relations or friends. He denied 
domestic or financial worries of any kind. There was 
no family history of goitre or muscular disease. 
Examination showed an obvious recent loss of flesh. 
His restlessness in bed was striking, as also was the 
continuous purposeless jerky movement of the limbs. 
Speech was staccato, rapid, and slightly dysarthric ; 
the skin was moist and warm. No exophthalmos 
could be observed, but the eyes were slightly staring. 
Very slight lid-lag and lid-retraction were present, 
and wrinkling of the forehead was poor ; convergence 
and blinking were normal. The thyroid gland in the 
neck was not visible and scarcely palpable. There 
were no nodules or dilated veins. No tremor or wasting 
of the tongue could be detected. Examination of 
the throat and larynx (Mr. Alfred Walford) suggested 
nothing to account for the dysphagia, apart from 
muscular weakness. The pulse-rate was 90, regular, 
but with a collapsing quality ; blood-pressure 145/100. 
The apex-beat was located in the fifth left inter- 
costal space, forcible, and 3? in. from the middle line ; 
sounds pure. No abnormality was found in the 
cranial nerves. Both upper extremities showed, 
however, extreme symmetrical muscular wasting 
(see figure), involving especially the muscles of the 
shoulder-girdle and upper arm and small muscles of 
the hands. There was fine tremor of the outstretched 
hands. Power was greatly reduced in all movements. 
The deep reflexes were elicited and equal, but the 
abdominal reflexes were absent. The lower extremities 
showed similar symmetrical wasting and loss of 
power in the muscles of the pelvic girdle, thighs, and 
calves. The deep reflexes were normal and the 
plantar responses flexor. Occasional fibrillary tremors 


were observed in the calves at rest, and fascicular 


muscular twitchings were prominent on active move- 
ment. No sensory abnormality was demonstrable 
in the trunk or limbs. 

Spectal investigations.—Electrocardiography showed 
tachycardia, sinus rhythm, and left ventricular pre- 
ponderance. His blood Wassermann reaction was 
negative. His cerebrospinal fluid was clear, with 
pressure normal, globulin negative, and WR. 
negative. Radiography showed swallowing, stomach, 
and duodenum normal. His basal metabolic mle 
(B.M.R.) was plus 54 per cent., and one week late 
plus 53 per cent. 

All muscles responded to faradism and to galvanim ; 
cathodal contraction was Peet than anodal; 
in the legs an abnormal ount of current wa 
needed to cause contraction. 

A diagnosis of chronic thyrotoxic myopathy was 
made, and after a period of preoperative treat 
ment by high caloric diet (increasing to 5000 calories 
a day) and iodine therapy Mr. Vernon Pennell pe 


formed partial thyroidectomy on July 26 unde — 


Avertin, local, and gas-and-oxygen anesthesia 
Histological examination of the gland revealed a 
very active hyperplasia of epithelium with som 


filling of the acini by intra-acinar papillary growths 


The epithelium was cubical and showed the change 
characteristic of thyrotoxicosis (Dr. C. H. Whittle). 

` Convalescence was prolonged owing to postoperative 
pneumonia and, later, abscess at the base of th 
left lung. Treatment of the abscess by 


drainage was very successful. By Sept. 16 te 
temperature had settled, sputum was reduced tos © 
small quantity daily, and radiography revealed th — 


abscess cavity to be healing. The patient began to 
increase in weight, and the general condition rapid] 


improved. B.M.R. on Aug. 10 was found to be 


minus 1 per cent. On discharge on Oct. 17 th 
temperature had settled completely and he hat 
no sputum. The pulse-rate was 70 and the weight 
11 st. 4 lb. The muscles had regained their usul 
size, and power was almost normal. For som 


. weeks he had been up and about and able to perfom 


light manual tasks. 


“He reported for re-examination at outpatients on- 


Nov. 26 and was found to weigh 12 st. 4 Ib. He was 
in excellent health and spirits and said that he had 
been for a three-mile walk on the previous day. 
His restlessness had entirely disappeared, at 
muscular development and power were no 
On Jan. 14,1939, his weight had increased to 18 st. 11b. 
and he slept well and did not perspire; he fel 
energetic and equal to a full day’s work (see figure). 


COMMENTS 

In a commentary to the paper by Starling etal. 
(1938) and again in an exhaustive review of exopl- 
thalmic ophthalmoplegia Brain (1938) differentiate 
the myopathies which on histological, biochemie, 
and clinical grounds are to be regarded as rare bit 
direct manifestations of thyrotoxicosis into (1) acl 
thyrotoxic myopathy, (2) chronic thyrotoxio mye 
pathy, and (3) thyrotoxic periodic paralysis, Th 
case reported above is an example of chronio thyr 
toxic myopathy, a condition in which the muscu! 
disability simulates that observed in progrexit 
muscular atrophy: the wasting is due to poison! 
of the muscles by thyrotoxicosis and does not depa! 
on degenerative changes in the nervous systell. 
Some of the more important indications of thyn 
toxicosis—namely, enlargement of the thyroid gland 
and gross tachycardia—were absent, and erop 
thalmos was represented only by a slight enlart 
ment of the palpebral fissure. Restlessness, sweatil 
a fine tremor of the outstretched hands, and # 
increase in the B.M.R. were, however, present. Tk 
muscular weakness and wasting, which, althou? 
generalised, affected mainly the shoulder-girdle, tt 
upper arms, and the small muscles of the hands 
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superficially resembled that observed in progressive 
muscular atrophy, but the muscles of the forearms 
were relatively normal, and there was no evidence 
of motor neurone degeneration. The initial symptom 
of intermittent dysphagia was unaccompanied by 
any change in the tongue or by weakness of the 
orbicularis oris muscle. Fibrillary twitchings, how- 
ever, were observed in the muscles of the calves 
and thighs, but not with the frequency associated 
with progressive muscular atrophy. 

The result of partial thyroidectomy was soon 
apparent: within three months the wasted muscles 
had regained their normal size and contour, and within 
six months he felt equal to resuming his usual 
occupation. | 

SUMMARY 


The patient, a man aged 50, whose usual weight 
was 124 st., was admitted to hospital with dysphagia, 
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increasing muscular weakness (especially of the limbs), 
and loss of 2 st. in weight. Chronic thyrotoxic 
myopathy was diagnosed and partial thyroidectomy 
performed. Histological examination of the portion 
removed showed very active epithelial hyperplasia, 
with some filling of the acini by papillary growths. 
After a prolonged convalescence, complicated by 
postoperative pneumonia and lung abscess, the 
patient regained his strength and weight. 

. We wish to thank Dr. Laurence Martin for his 
helpful advice in the management of this case, and 
various members of the staff of Addenbrooke’s Hospital 
for the investigations performed. 
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INTERMITTENT VENOUS OCCLUSION 
A MODIFIED APPARATUS 
By W. J. KOLFF, Arts 


ASSISTANT IN THE MEDIOAL DEPARTMENT, UNIVERSITY 
HOSPITAL, GRONINGEN, HOLLAND 


ENCOURAGED by the good results of Collens and 
Wilensky (1937) in the treatment of peripheral 
vascular disease by intermittent venous occlusion, 
we constructed in June, 1938, an apparatus for 


carrying out this treatment which has proved highly 
satisfactory. When our attention was called to the 


paper of Wilson and Ogston (1938) we found that the 


| apparatus they described was generally similar to 


` 
d 


our own. For the working principles of the apparatus 
their paper should be consulted, only the technical 
differences being given here. 


A garden-hose nozzle is attached to a round water 


‘ tap and is fitted with an all-metal cock which regulates 
: the flow (fig. 1). The cock allows the tap to be kept 


ully turned on, so that there is no 


- chance of the water gradually stopping, 


3 
r 


s: running slowly. 


slower bottle (fig. 2), and there is 
‘therefore no possibility of water and 
‘air meeting in the connecting tube. 
. This tube can if necessary be hung 
over a bracket which projects from 
‘the wooden stand. Over this bracket 
-all the tubes are led, so that the 


Fic. 1—Tap with garden-hose nozzle and 


as is likely to happen when a tap is 
A constant-level 
gauge can be dispensed with. 

The water runs directly into the 


metal cock for regulating the flow. gator. 


upper bottle can be put at various levels for regu- 
lating the pressure without making the tubes kink, 
this being further avoided by keeping the tubes 
near to each other. The upper bottle is an ordinary 
irrigator fixed to the wooden stand. Both limbs 
of the siphon run over the bracket together with the 
connecting tube, so that the water rises simul- 
taneously in the connecting tube and the proximal 
limb of the siphon. The siphon is attached to the 
sides of the upper bottle. By tilting the siphon 
more or less (fig. 3) one can regulate the difference 
in level between the top of the siphon bend and 
the bottom of the irrigator, and so vary the time 
during which the maximum pressure is maintained, 


The outflow of 
the siphon is 
directed as nearly or a ae ere ee 
as possible ver- 
tically. The air 
from the lower 
bottle is led to 
the cuff. Leading 
the air-conduct- 
ing tube upwards 


Fic. 2—Diagram 
to show arrange- 
- ment of tubes: 
1 = bottle. 

3 = cuff. 


Fie. 3—Apparatus working with a pressure 
of 80 cm. water. The siphon is tilted 
so that the maximum pressure is main- 
tained for only a very short time. 


2 = irri- 
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to a point above the top of the siphon makes it 
impossible for water to enter the cuff even if it should 


develop a leak. No water-trap is therefore required. 


For the sake of cheapness a football bladder bandaged 
to the limb can be used instead of the proper cuff 
if desired. l 
We have had good results with this apparatus 
in 1 case of arteriosclerosis and intermittent claudica- 
tion; 2 cases of thrombo-angiitis obliterans; 5 
patients with varicose ulcers (1 with diabetes); and 
in 2 out of 4 patients with arteriosclerosis and diabetic 
gangrene. In varicose ulcers and badly healing 
amputation stumps a considerable increase in 
‘exudation was seen during the intermittent occlusion. 
This was found to be a favourable sign. 


I should like to thank Prof. L. Polak Daniels, director 
of the medical department, for his codperation. 
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M. & B. 693 IN MALARIA 
By R. PAKENHAM-WALSH, D.M. Oxfd, D.P.M. 


SECOND ASSISTANT MEDIOAL OFFICER AT THE COUNTY MENTAL 
HOSPITAL, LANOASTER ; AND 


. A. T. RENNIE 

LABORATORY TEOHNIOIAN AT THE HOSPITAL 
Ur to the present no report has been published 
in this country * on the effect of M. & B. 693 on the 
malarial parasite. The accompanying chart, showing 
the effect of treatment on the rigors and parasite 
counts of a general paralytic inoculated with benign 
tertian malaria on Jan. 20, 1939, should therefore be 
of interest to anyone contemplating a more extensive 
investigation of this subject. It is somewhat similar 
to that given in our account of the action of sulphon- 

amides in malaria (Lancet, 1938, 2, 79). 
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A further relapse took place on April 23, for which quinine ws 
given. 


0. 


MALARIAL PARASITES PER 


The general paralytic undergoing treatment i 
often infected with coccal organisms besides spir- 
chetes and malarial parasites. The psychiatrist ms 
then be faced with the problem of destroying th 
cocci without checking the malaria premature. 
The chart suggests that M. & B. 693 should be giva 
sparingly if it is desired to complete an uninterrpte 
course of malarial treatment. ` 


We wish to thank Dr. J. D. Silverston, medial 
superintendent of the hospital, for permission t 
publish this case; and Messrs. May and Baker Lid 
for supplying the drug. 


MEDICAL SOCIETIES 


ROYAL SOCIETY 


AT a meeting of this society on June 8 Prof. 
Freiherr von VERSCHUER (Frankfurt a. M.) spoke on 


Twin Research 


Francis Galton, he said, was the founder of human 
hereditary biology, and in 1875 he read a paper 
calling attention to the importance of twins for 
distinguishing between the effects of Nature and 
Nurture, or heredity and environment. From the 
existence of two kinds of twin—one kind no more 
alike than ordinary sibs, the other kind maintaining 
a noteworthy likeness despite differences in the mode 
of life—Galton deduced the paramount importance of 
innate structure in controlling the destiny of the 
individual, Except by Thorndyke in America, his 
ideas were not followed up till after the war, and the 
first serious contributions to twin pathology came 
from Siemens in 1924, Today there were hundreds 
and even thousands of papers on the subject from 
every scientific country in the world. 

Scientists early learnt to distinguish between twins 
born in one set of membranes and twins born in two, 
and thought that this was a method for distinguishing 
between one-egg (EZ) and two-egg (ZZ) pairs. This 
was now known to be a fallacious method, and the 


* Since submitting this article [for publication we have had 
an opportunity of seeing a report in which the action of 
M. & B. 693 in ape malaria is recorded (Chopra, R. Nee and 


Das Gupta, B. M., Indian med. Gaz. April, 1939, p. 201 


two kinds of twins were now distinguished by com 
paring a large number of characteristics which wer 
known to agree in EZ and to differ frequently in 2 
pairs. The characteristics chosen were not necessarii 
the same for all races. For instance, eye colour ani 
hair colour were useful in England and German 
because they agreed in EZ, while there was a lary 
range of variation if ordinary sibs and ZZ. Jnr% 
with universal dark pigmentation, such chare 
teristics would obviously be useless, <A large num 
of characteristics were necessary, because supposing we 
only took three—eye colour, hair colour and bloot 
group—we should find that not only the EZ agrei, 
but also some of the ZZ pairs. Similarly, skin {elds 
papillary patterns, &c., lost much of their value for 
diagnostic purposes because of the frequency wil 
which ZZ are as alike as EZ, 

Referring to the reliability of the modern metho 
based on the comparison of independently variable 
characteristics, Prof. Verschuer said that it had be 
proved by blood-group investigations. Many hundné 
of EZ diagnosed in his clinic had been submitted to 
serological investigation in an independent laborator 
and there was never a single case of different. 
Furthermore the group of ZZ showed the au 
percentage of agreement and disagreement as ordini? | 
sibs; whereas if mistakes had been made and E 
pairs had been included in the group of Z7, t 
percentage of agreement would have been too high. 

After establishing the validity of their method: č 
diagnosis, the next step had been to test the textbi! 
statements about the fetal membranes. More th 
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ten years ago, placentas were carefully collected, 
injected and examined microscopically and the 
results were compared with those later obtained by 
resemblance diagnosis. Of 32 cases with a single 
chorion and circulatory anastomoses, all were EZ. 
Of 100 cases with two chorions, 76 were ZZ and 24 
were EZ. If injection showed an anastomosis between 
the circulations and microscopical examination proved 
that the chorion was single, the twins must be EZ. 
On the other hand, the presence of two chorions 
proved nothing, since 24 out of 56 EZ had two 
chorions. 

Theoretically it was possible to imagine monovular 
twins differing in their hereditary structure owing to 
some unevenness in the distribution of nuclear 
material, Practically, this did not occur. In plants 
it was possible to show that differences in structure 
in strains of identical heredity were due to the 
environment. In man a direct proof was impossible, 
But granted that serological control proved the 
accuracy of the diagnostic methods, not once in their 
series of monovular twins had there been any dis- 
agreement in known hereditary characteristics, The 
final proof was that homologous sides of the bodies of 
EZ pairs were more alike than opposite sides of the 
same body. Most emphatically, mirror-image 
resemblance was not a regular occurrence in twins ; 
differences between them were environmental in origin 
and not due to inequalities in the distribution of 
genetic material. 

Prof, Verschuer then showed slides, illustrating the 
different working of the same genes on the two sides 
of the body in EZ pairs. He cited a number of 
instances of the extraordinary degree of resemblance 
which sometimes occurs, and he vouched for a case 
where two conductors who had studied and lived 
apart for twenty years, changed over in the middle 
of an orchestral concert without orchestra, critics or 
audience realising that any change had occurred. 

Discussing his more recent work on tuberculosis, 
he pointed out the difficulty of producing a con- 
vincing story owing to the natural variability in the 
course of the disease. In his total material of 80 EZ, 
52 resembled each other in the course of the disease 
and 28 differed; while in 125 ZZ pairs, 94 differed 
and only 31 resembled each other. In a smaller 
series which came nearer to being a true random 
sample, 31 out of 45 EZ resembled each other and 
14 differed; the corresponding figures for 118 ZZ 
being 27 resemblances and 81 differences. The 
proportion of EZ tended to be high in any series 
which was compiled by asking patients whether they 
-were twins or not, since a certain proportion of ZZ 
tended to forget in later life that they were twins, 
owing to their ‘“‘ not being the proper kind.” 

This part of the lecture was illustrated by a 
number of radiograms showing the similar course 
of the disease process in EZ, including the interesting 
rarity of both members of an EZ pair with tubercu- 
losis of the os calcis. Resemblances in the course 
of the disease were even greater than could be 
expressed in tabular form, the prognosis of concordant 

tuberculosis in EZ being much worse than in ZZ. 
Where EZ twins differed in their relation to tubercu- 
losis, an environmental explanation could always be 
found. On the other hand in many ZZ pairs living 
under identical conditions, one member would develop 
tuberculosis and the other not. 

It was difficult to get true random samples of 
twins and results from selected samples could be 
misleading. Luxenburger, working on schizophrenics, 
got the date of birth and birthplace from the hospital 
records and wrote to the birth registries asking 


EDINBURGH MEDICO-OHIRURGICAL SOCIETY 


[JUNE 17, 1939 1383 


whether the patient was a twin or not. With the 
help of an elaborate organisation the after-history 
of the other member of the pair was then traced. 
Very large numbers were needed for this troublesome 
method, since only one patient in sixty turned out 
to have been born a twin, in only one in two or 
three cases was the other member of the pair still 
alive and only one in four of the much diminished 
sample turned out to be an EZ pair. As an example 
of the working of this method, some 13,000 hospital 
records of patients with rheumatism led to 12,600 
answers being obtained from the registries, of which 
some 11,000 were usable. This led to some 84 twin 
pairs of the same sex being discovered, both partners 
being alive in only half that number. 

An easier method was to get the names of all 
twins from the registries, in a definite period and 
district, and try to persuade them to come up for 
examination. A further technique of study was 
introduced by Gottschaldt who started holiday camps 
for twins, one on the North Sea, the other on the 
Baltic, where the reactions of the pairs could be 
closely noted by trained observers, nurses and psycho- 
logists. Yet another important contribution was 
made by Newman in the U.S.A., who collected a series 
of EZ pairs where the two partners had been separated 
at an early age and had grown up in very different 
environments. 

Prof. Verschuer concluded his lecture with a 
quotation from Galton. ‘‘ Many a person has amused | 
himself with throwing bits of stick into a tiny brook 
and watching their progress ; how they are arrested, 
first by one chance obstacle and then by another; 
and again how their onward course is facilitated 
by a combination of circumstances, He might ascribe 
much importance to each of these events, and think 
how largely the destiny of the stick had been governed 
by a series of trifling accidents. Nevertheless all the 
sticks succeed in passing down the current, and in the 
long run they travel at nearly the same rate. So it is 
with life, in respect to the several accidents which 
seem to have had a great effect upon our careers, 
The one element, that varies in different individuals 
but is constant in each of them, is the natural 
tendency ; it corresponds to the current in the 
stream and inevitably asserts itself.” 


EDINBURGH MEDICO-CHIRURGICAL 
SOCIETY 


AT a meeting of this society on June 7 Mr. W. C. 
Witson and Dr. C. P. STEWART read a paper on 


Blood-chemistry in Burns and Other Surgical 
- Conditions 


They had examined the blood-chemistry in 41 cases 
of burning injury, 10 of which were extensive, The 
main changes were a fall in serum-sodium, a rise in 
serum-potassium, blood-chlorides, urea and non- 
protein nitrogen, and an occasional increase in 
corpuscular concentration. The serum-chlorides fell 
while the blood-chlorides rose. These changes began 
within a few hours of injury but there was considerable 
variation in the duration and degree of the changes, 
Special study had been made of the fall of serum- 
sodium, The fall began within two hours of injury 
and in cases of burns of moderate extent the lowest 
level was reached between twelve and thirty hours ; 
the normal level was regained about fifty hours after 
injury. After extensive burns the fall was not 
always pronounced during the first six hours but 
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became very steep in most cases at a later stage. 
There were parallel changes in the sodium of blister 
fluid and cerebrospinal fluid and evidently sodium 
was lost from other extracellular fluids as well as 
from blood-serum. l 

The blood changes were rapidly corrected by 
administration of desoxycorticosterone acetate 
(D.0.C.A.). This drug also had a beneficial action on 
circulatory failure—an action which, though some- 
times definite and occasionally dramatic, was incon- 
stant. It was shown that the circulatory failure 
associated with shock after burns was not due merely 
to the low level of serum-sodium nor to any other 
change in blood-chemistry. Animal experiments 
suggested that the sodium loss from extracellular 
fluids took place in injured tissues and was inde- 
pendent of any action of the kidneys or of the central 


nervous system. The sodium loss was also not due . 


to any inbibitory action on the suprarenal cortex. 
The evidence at present available suggested that 
sodium was lost into the cells of damaged tissues, 
but some of the loss could be accounted for by the 
passage of sodium into the red blood corpuscles. 
The action of desoxycorticosterone acetate in restoring 
the sodium of extracellular fluids and in correcting 
the other blood changes was confirmed by animal 
experiment. This action was found to be surprisingly 
rapid—normal] levels were reached within forty-five 
minutes of intramuscular injection. 

Mr. Wilson and Dr, Stewart also gave an account 
of blood-chemistry changes and the effect of D.O.C.A. 
in other surgical conditions associated with grave 
circulatory failure, including acute intussusception in 
infants, acute intestinal obstruction following general- 
ised peritonitis, and acute pyelonephritis, They 
showed that when circulatory failure was due mainly 
or solely to bacteriological intoxication D.O.C.A. had 
no obvious effect on circulatory efficiency, although 
if the serum-sodium were previously low a normal 
level was rapidly regained. In other instances, par- 
ticularly in acute intussusception and acute intestinal 
obstruction without overwhelming bacteriological 
infection, D.O.C.A. appeared to exert a favourable 
influence on the peripheral circulation. 


FACULTY OF RADIOLOGISTS 


—_ 


At the first annual meeting of the faculty, which 
was held in Liverpool on June 9 and 10, with Dr. 
R. E. ROBERTS, the president, in the chair, a paper on 


Some Problems of Diseases of Bone 


was read by Dr. J. L. A. GROUT. He pointed out that 
the diagnosis of bone conditions is particularly difficult 
because there are no appearances which are abso- 
lutely typical of any disease or even of any group of 
diseases. Radiography shows the changes that have 
taken place—osteoporosis, increased density or the 
laying down of bone beneath the periosteum—but 
cannot show the mechanism which has produced 
these changes. It is never wise to say that a par- 
ticular picture is always associated with a particular 
pathological change, for subsequent operation or an 
unexpected response to treatment will too often prove 
that such a diagnosis given with great confidence is 
incorrect. 


Bony Changes in Anemia and Leukæmia 


Dr. C. G. TEALL read a paper on a radiological 
study he had made of the bones in children with 
blood diseases based on Parson’s classification. In 
his opinion demonstrable changes are only found in 
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the subacute and chronic blood diseases when they 
are due to secondary changes in the bone-marrow. 
The hemolytic anæmias are those where blood changes 
are seen and the earliest radiographic sign is osteo- 
porosis at the metaphysial end of the long bones, a 
change which it is not easy to distinguish. Cooley's 
anemia, said to be found only in children of Medi- 
terranean parentage, and the sickle-cell anzemia of 
negro children, are two conditions in which typical 
bony changes are seen. These are absorption, expan- 
sion of the shaft of long bones, and, in the skull, 
osteoporosis in the frontal region with striations on 
the vault. Secondary leukemic deposits appear in 
three forms—streaky bone-absorption followed by 
generalised osteoporosis and cortical absorption, sub- 
periosteal infiltration with new bone formation, anda 
rare condition difficult to explain where there is a 
decrease in density behind the metaphysis similar 
to that seen in the anemias and scurvy, probably a 
result of interference with growth, 


The Adult and Fetal Circulation 


Dr. A. E. BARCLAY gave a demonstration of the 
circulation by means of cineradiography and serial 
radiograms. The umbilical veins of foetal sheep and 
cats just delivered by cesarean section had been 
injected with Thorotrast, Lipiodol or Uroselectan.-B. 
The femoral artery and vein and the vena cava had 
also been injected. The circulation in the adult 
animal was shown by injecting the superior and then 
the inferior vena cava, The course of the opaque 
substance in the fotus showed the relationship of 
the ductus arteriosus to the normal vessels and also 
the blood passing through the ductus. Considerable 
difficulty was at first experienced, but the accidental 
injection of the femoral artery in attempting to find 
the vein in a small foetus showed the opaque material 
flowing up the artery and passing through the ductus. 
It was also possible to demonstrate the crossed 
circulation in the right auricle. Injection of the 
inferior vena cava showed that circulation was from 
the right auricle to the right ventricle and thence to 
the conus arteriosus and through the pulmonary 
stem, but at the same time some opaque material 
outlined the aorta, showing that it must have passed 
through the ductus, Dr, Barclay thought that this 
showed conclusively that although the foramen ovale 
tends to close at birth the ductus remains patent 
until the lungs are well expanded. 


The Cancer Problem 


On the second day of the meeting different aspects 
of cancer were discussed by Prof. HENRY COHEN 33 
a physician, Sir ROBERT KELLY as a surgeon, Prof, 
W. M. FRAZER as a public-health official and Dr. 
RALSTON PATERSON as a radiotherapist. Prof. 
COHEN said that the diagnosis of cancer still depends 
on the care with which a history is taken and on the 
clinical examination. No specific test for cancer has 
yet been found and if there were one it would probably 
only be used when clinical signs had attracted atten- 
tion, and it might lead to much distress before the 
primary site was discovered, At present the radical 
treatment of malignant disease may be described 33 
anatomical, or, on the analogy of a battle, it may be 
said that surgery aims at removing the entire 
battlefield, aggressor and defender alike. The physician 
must search for another line of approach. and for 
this it is necessary to review recent research The 
production of experimental cancer by ea reinogenie 
agents, the curious phenomena of tumours produced 
by a virus, particularly the Shope papilloma and the 
part played by heredity, all suggest that ultimately 


helminthic infestations, 
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cancer may be prevented rather than cured. The 
chemical changes studied by Warburg, who demon- 
strated glycolysis in the absence of oxygen in cancer 
and other rapidly growing cells suggest possible thera- 
peutic methods. More recently the demonstration 
that, whereas the hydrolysis of normal cells produces 
only levorotatory amino-acids, hydrolysis of malignant 
cells produces. high proportions of dextrorotatory 
amino-acids, the change increasing with the degree 
of malignancy, suggests an intrinsic and essential 
chemistry of malignancy. There are also certain 
clinical symptoms, such as the condition known as 


the Plummer-Vinson syndrome, which are definite 


precursors of cancer and which can be prevented by 


treatment of the underlying condition, in this case 


by the administration of iron. In conclusion Prof. 
Cohen said that although much is known and progress 
continues the key of the gate leading to the path to 
complete success in cancer therapy has yet to be 
found. 

Sir ROBERT KELLY was particularly interested in 
the unanswered questions of malignant disease. Why 
when the rest of the alimentary tract is so often 
affected should the small intestine be almost immune ? 
Why should the lower lip be a common site and the 
upper lip a rare one? How can an early diagnosis 
always be expected when it may be necessary to wait 
for months after a secondary manifestation has been 
found before the primary declares itself? The 
difficulty of diagnosis and the uncertainty of prog- 
nosis, he said, are facts very difficult to influence. 

Prof. FRAZER discussed the probable effect of the 
Cancer Bill on the care of the cancer patient. .He 
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looks forward to improved coöperation between the 
different branches of medicine, and believes that the | 
scheme of special clinics and the responsibility of 
the local authorities will lead to great improvements, 
He pointed out, however, that the effect of adminis- 
trative advances is always determined by the state of 
medical knowledge, and improved facilities for treat- 
ment can only ensure that the patient gets the best 
treatment at present available. l 

Dr. RALSTON PATERSON pointed out that the 
previous speakers had all agreed that at present 
surgery, radium and X rays are the only recognised 
methods of treatment. The place of surgery and 
radiotherapy is now becoming clear, and it is possible 
to define which types of malignant disease should 
primarily have surgical and which radiation treat- 
ment. When the possibility of cure is considered it 
is clear that the sites for which much can be expected 
are breast, mouth, uterus and skin; in other sites 
cure can be looked for in favourable cases, but the 
proportion seen in an early stage is so small that the 
cure-rate is very low. Dr. Paterson therefore thinks 
it important to regard the treatment of cancer as 
divided into two methods, curative and palliative, 
Where curative treatment is undertaken severe 
reactions may be justified by the possibility of cure, 
but palliative therapy must be planned as such from 
the beginning and should not increase the discomfort 
suffered by the patient. 

Mr, Q. F. STEBBING thought the speakers rather 
pessimistic and hoped for better results—Mr. B. W. 
WINDEYER urged the need for convalescent accom- 
modation for patients after radiation treatment. 
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The Dysenteric Disorders 

By Puur Manson-Baur, C.M.G., M.D. Camb., 

F.R.C.P., senior physician to the Hospital for 

Tropical Diseases, London; consulting physician 

to the Colonial Office and Crown Agents for the 

Colonies. London: Cassell and Co, 1939. Pp. 613. 

258, j 

In this volume Dr. Manson-Bahr has undertaken 
with amazing zeal a comprehensive review and 
analysis of the dysenteries, the various forms of 
colitis, sprue, the helminthic diseases of the bowel, 
and the different diarrhoas which form such a 
complex assembly in practical medicine. The 
importance of such a work requires no emphasis. 
During the last few decades it has become recognised 
that many diseases of the bowel, presenting similar 
symptoms, may be caused by entirely different 
agents, and that successful therapy depends on their 
accurate differentiation. 

The opening section is concerned with methods of 
investigation, including a useful chapter on the 
sigmoidoscope, and with a historical and geographical 
survey of the dysenteries. The next section deals 
systematically with true bacillary dysentery, with the 
protozoal infections, amoebic, ciliate, flagellate, 
coccidial, plasmodial and Jeishmanial, with the 
and with the infective 
diarrheeas such as food-poisoning and cholera, The 
author next discusses the steatorrheas and the 
various forms of colitis. The final section covers the 
further causes of dysenteric diarrhoea and the mani- 
festations of malignant disease of the colon, polyposis, 
actinomycosis, tuberculosis, syphilis, lymphogranu- 
Joma and Crohn’s disease, with a chapter on the 
mechanical causes of diarrhea, There is an appendix 
by the author’s assistant on the intestinal protozoa 


and on technical methods for the isolation, cultivation 
and identification of the various pathogenic agents, 
and, finally, there is a useful classified bibliography. 
The work is largely based on Dr. Manson-Bahr’s 
personal experience, but the work of others receives 
due emphasis. The volume is well illustrated with 
photographs, drawings and coloured plates, many of 
which testify to the author’s artistic ability. 


Personal Aggressiveness and War 

By E. F. M. DURBIN, B.A.Oxfd, and JOHN BOWLBY, 

B.Chir. Camb. London: Kegan Paul, Trench, 

Trubner and Co. 1939. Pp. 154. 5s. 

Mosr of us these days find it hard to take an 
objective view of the causes and nature of war, 
and any help that psychology can give us will be 
correspondingly welcome, though not necessarily 
agreeable. The authors of this book write with 
an admirable detachment calculated to bring the 
conception of war into both historical and social 
perspective. Their first part is an essay in which they 
“ describe and analyse the general psychological 
forces lying behind the timeless and ubiquitous 
urge to fight and kill.” In their second part, which 
has the lion’s share but is still modestly described 
as an appendix, as when it appeared in the symposium 
“War and Democracy,” they give in detail the 
psychological evidence for their theories. 

They examine the contentions that either capitalism 
or nationalism may be the fundamental cause of war, 
and find war to be of more primitive origin than either. 
War, they think, is “ due to the expression in and 
through group life of the transformed aggressiveness 
of individuals,” and its cure is not therefore to be 
sought in remedying the symptoms of transformed 
aggression such as class-hatred or nationalism, but 
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in diminishing the aggression itself. This can only 
be done by diminishing the frustration of the child. 
Charity, in fact, should begin not only at home but 
in one particular room, and that the nursery. This 
thesis will inevitably recall Glover’s ‘‘ War, Sadism 
and Pacifism.” 

In the second part, Bowlby considers war in 
particular relation to Zuckerman’s studies of 
behaviour in monkeys, and Isaacs’s observations on 
children. He compares the sexual fights on monkey 
hill and amongst primitive peoples with the behaviour 
of English sailors on Pitcairn Island, and the authors 
share with Hobbes the view that without govern- 
ment man’s passions and rivalries make his life 
“ solitary, poor, nasty, brutish and short.” They 
point out that aggression in childhood is singularly 
violent, is more manifest in those who have been the 
subject of violence, and is provoked either by threats 
to possessions, by jealousy or by situations “in 
which the child frustrates himself by his own 
incapacities or wilfulness.’ They also consider 
aggression in relation to the scapegoat in the light 
of recent Jewish persecution. 

The book as a whole deserves to be widely read, 
for it points the way to the constructive treatment 
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of what is clearly an endemic but we hope, with the 


authors, not an incurable disease, 


Richtlinien Practischer Orthopadie 

By Dr. ALBERT LORENZ. Vienna: Franz Deuticke. 

1939. Pp. 464. R.M.15. 

Tus textbook is intended for the specialist. Its 
interest lies in the clear presentation of the practical 
problems of orthopedic surgery, and particularly 
in the analysis of the development of the orthopedic 
technique of the author’s famous father, Adolf 
Lorenz, the pioneer of the ‘“‘ bloodless reduction ” 
of congenital dislocation of the hip. There are 38 
sections, of which 3 are introductory and 6 are 
devoted to general principles. In each a concise 
summary is given of the steps by which modern 
technique has been attained, with the names of those 
who have contributed to its evolution. No other 
' bibliography is supplied. Methods of treatment 
and operations are set out in detail. The few 
illustrations are clear line drawings. 

The author’s comments are shrewd.. He reminds 
us that no advance in operative technique entitles 
the orthopedic surgeon to neglect: aftercare, which 
embraces every type of apparatus and every form 
of physiotherapy, and. that no operative procedure 
should be more dangerous than the disease it treats, 
using this postulate as an argument against open 
reduction of congenital dislocation of the hip. He 
has a poor opinion of the spontaneous reduction 
of this condition by splinting, popularised by Putti, 
and he does not mention the simple Forrester- Brown 
splint, which has given admirable results in the large 
Bologna clinic for the last seven years, as well as in 
the hands of its inventor. 
ideal age for treatment, though he would manipulate 
and plaster quite young children. As to open 
operations most experienced surgeons would agree 
with Dr. Lorenz that roof-grafts should be reserved 
for cases which are reducible but unstable, and that 
the joint should be explored only when obvious 
obstruction in the soft parts hinders reduction in a 
young subject. Cases in which the head cannot be 
brought easily opposite the acetabulum are suitable 
for the palliative bifurcation osteotomy introduced 
by Adolf Lorenz. This form of section is convenient 
for cases in which the small trochanter is already 
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opposite the acetabulum, but if the dislocation is a 
very high one the subtrochanteric division of Schang 
produces the best results. 

Dr. Lorenz notes that in congenital club-foot 
manipulation and plaster-of-paris have also replaced 
open operation except in resistant cases. He thinks 
that manipulative reduction is rarely possible without 
tenotomy of the tendo Achillis, after correction of 
the front of the foot. Over-lengthening the tendo 
Achillis should be avoided, especially for spastic 
cases, as the resulting calcaneo-cavus is far more dis- 
abling than the original equinus. For torticollis open 
dissection followed by plaster fixation is recommended, 

In the section on plaster-of-paris, the reader is 
warned that unpadded plasters are only safe for 
inpatient work, and that plaster is not a corrective 
medium but only a method of fixation when correction 
is already attained. Massage and gymnastic exer- 
cises without elaborate apparatus are favoured. No 
mention is made of exercises in a warm pool for 
the correction of spastic contractures and faults of 
balance; for cerebral palsies only tenotomies and 
plaster are advised. 

The clear type and short paragraphs make this 
manual far more readable than many German books 
of its size. 


Fundamentals of Internal Medicine 
By WaALLAcE Mason YatTerR, M.D.. M.S. (in 
medicine), professor of medicine and director of 
the department of medicine, Georgetown University 
school of medicine. London: D. Appleton-Century 
Company. 1938. Pp. 1021. 35s. 
` THE student in his first clinical years must be a 
little bewildered by the number of textbooks designed 
to introduce him to the science and art of medicine ; 
no doubt his choice is influenced by local custom 
and his tutor’s preference. This new work from the 
Washington school cannot claim to fill any particular 
gap in medical teaching which its predecessors have 
left open or to supply any special need. but it is none 
the less excellent. It has the merits of a homely and 
didactic style, with a reasoned approach and a balanced 
presentation of material; it is well illustrated and it 
contains many useful wrinkles and much sensible 
advice. A slight fussiness of detail, especially in regard 
to tables, has made it perhaps a little too large for the 
student’s armpit. Those still undecided among the 
competitors for their favour and those who would 
like or need a change would do well to consider this 
new textbook. 


Les tumeurs osseuses du nez et des sinus 


By 0. E. Bensamins. Monographies otorhino- 
laryngologiques internationales. Bordeaux: 
Editions Delmas. 1938. Pp. 306. Frs.60. 

THe author classifies these tumours as follows: 
(1) benign tumours, including osteoma, osteo. 
chondroma, osteofibroma, angio-osteoma, fibro-osteoid 
tumours with atypical calcification and tumours of 
osteitis fibrosa; (2) malignant tumours, including 
osteosarcoma, osteochondrosarcoma and osteoblastic 
epithelioma, Some of these are more generally 
regarded as inflammatory growths than as genuine 
neoplasms. Thus among the tumours of osteitis 
fibrosa neither Recklinghausen’s disease caused by 
dysfunction of the parathyroid glands, Paget's 
disease, nor leontiasis ossea can properly be considered 
as true neoplasms. All these tumours of the bones 
are rare, and this little monograph gives a useful 
description of their pathology, symptoms, and 
methods of treatment. It contains numerous illustra- 
tions of cases, specimens, and photomicrographs. 
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ABORTION AND PROFESSIONAL SECRECY 


THE report of the Interdepartmental Com- 
mittee on Abortion, which we summarised last 
week, displays afresh the conflict of opinion on 
the related aspects of professional secrecy. On 
the one side there is the tradition of non-disclosure 
in its absolute form, the reluctance of the medical 
practitioner to perform the functions of a detective, 
and the suspicion that the association between 
public health and the police has already gone far 
enough. These views definitely discourage any 
idea of compulsory notification, whether of all 
abortions or merely of therapeutic abortions. 
Moreover, they are not the views of medical men 
only. One member of the committee, Mrs. THURTLE, 
affirms in a vigorous minority report that attempts 
to make the medical profession codperate with the 
policeman in reporting any suspected case of 
criminal abortion will simply drive the evil further 
underground and will deter women from obtaining 
medical advice when they most need it. Mrs. 
THURTLE deprecates as retrograde any step that 
might undermine the faith of the women of this 
country in the trustworthiness of the medical 
profession. On the other side there are those who, 
knowing the grave menace of maternal morbidity, 
feel that medical practitioners by their inactivity 


aid and abet the furtive and dangerous operations 


of the criminal abortionist. Six members of the 
committee (including Lady RutH BALFOUR and 
Sir Comyns BERKELEY) sign a reservation to the 
full report in order to emphasise the historic 
observations of Mr. Justice Avory that the desire to 
preserve professional confidence “ must be subordi- 
nated to the duty which is cast upon any good citizen 
to assist in the investigation of aserious crime.” 
Mr. Justice Avory, it will be remembered, issued 
this warning when charging the grand jury in 
1914 in a case where three doctors had attended 
a patient who had clearly died as the result of an 
unqualified woman’s illegal interference. To one 
at least of the three the dying patient had confided 
the abortionist’s name. No information was given 
to the police, no deposition was taken, and no 
death-bed statement was secured which could have 
been used in a court of law. A statement made 
by the deceased patient to a doctor would not 
have been evidence; but Sir Horack Avory 
was concerned to point out that, when a person 
is seriously ill, and in the opinion of a medical man 
is unlikely to recover, the evidence of such a person 
can be taken by a justice of the peace. The 
learned judge’s complaint was that the ends of 
justice were defeated because none of the doctors 


- had given the police the opportunity to secure the 


essential evidence on which the alleged abortionist 
could be convicted. The sequel is on record and 
the committee’s report recalls it. Next year the 
British Medical Association resolved that a medical 
practitioner should never voluntarily disclose, 
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without the patient’s consent, information obtained 
from the patient in the course of professional 
duties. In 1916 the Royal College of Physicians, 
after taking counsel’s opinion, passed a like 
resolution. It recommended that a doctor who 
was convinced that criminal abortion had been 
practised on his patient should urge her to make a 
statement which might be taken as evidence against 
the abortionist, provided that the patient’s chance 
of recovery was not thereby impaired ; but it stated 
that the college was advised that the medical man 
was under no legal obligation to urge her to make 
a statement, or, if he did so and she refused, to 
take any further action. If the patient died, the 
medical practitioner was recommended to refuse 
to give a certificate of the cause of death, and to 
communicate with the coroner. 


There the matter was left, and there, it seems, 
the interdepartmental committee as a whole is 
content to leave it still. The committee examines 
various suggestions for facilitating the conviction 
of the criminal abortionist. If the identity of 
witnesses were concealed, there might be a greater 
readiness to give evidence. -This suggestion does 
not contemplate an act of Parliament to upset the 
existing law of forensic publicity; it proposes 
rather the adoption of a rule of practice akin to 
that whereby magistrates and judges appeal to 
the press not to publish the name of the vital 
witness in blackmail prosecutions. This practice 
is said to have done much to stamp out the abomin- 
able crime of blackmail; but the committee 
regards the analogy as imperfect. The patient 
who has consented to a criminal abortion is in 
law an accomplice ; the witness in the blackmail 
prosecution is not. The distinction is rather 
technical. If the witness in blackmail cases is 
not particeps criminis, he has nevertheless usually 
done something to be ashamed of and can be cross- 
examined with a view to discrediting his character 
and the value of his testimony. Another suggestion 
is that the patient should be legally exempt from 
prosecution; she would then cease to be. an 
accomplice and the requirement of corroboration 
would disappear. This proposal, too, the com- 
mittee declines to accept, since it might en- 
courage a woman to seek abortion. Many people 
will nevertheless think that the legal authorities 
might simplify the position in some degree. It 
is ridiculous to pretend that the patient is in 
danger of prosecution when everybody knows that 
a witness who gives evidence for the Crown in 
such a case will not be prosecuted. Almost the 
only suggestion that the committee accepts is the 
grant of authority to issue a warrant to search 
the premises of a person who is suspected on reason- 
able grounds to be an abortionist. At present the 
police have no such power of search unless they 
have entered the premises for the purpose of making 
an arrest. The committee approves also the 
recommendation that coroners be invited to inquire 


` with special vigilance into deaths following abortion 


and to satisfy themselves, so far as is possible, that 
there has been no criminal interference. The 
committee dismisses the idea of heavier sentences 
in cases where conviction is secured and it does not 


1388 THE LANCET] 


consider that any practicable scheme for compulsory 
notification of pregnancy is likely to be helpful. 

It may be that the views of the medical and 
legal professions are changing. The six signatories 
to the reservation already mentioned are plainly 
not satisfied with the negative obligation laid upon 
the medical man. In their opinion a doctor, 
especially when he comes by information as a 
result of his own observation and not as a result 
of the patient’s confidences, ought to inform the 
police if his examinations reveal injuries or foreign 
bodies indicating the use of instruments or slippery- 
elm bark. By codperating in the exposure of 
criminal abortionists, they say, the medical pro- 
fession has it in its power to do a great service 
to the community. They believe that many 
doctors would welcome relief from their present 
dilemma in which their legal and public duty is 
at variance with the course prescribed by the Royal 
College of Physicians. They hope that the college 
will now re-examine its recommendation of 1916 
which has had the effect of limiting the doctor’s 
power of assisting justice to those rare cases where 
the patient consents.to disclosure. Whether the 
recent report will stimulate any change of view 
among the lawyers it is not easy to prophesy. 
Here and there the layman thinks he detects signs 
that the law relaxes its insistence on the curiously 
rigid rules of evidence, and on the presumption 
of the innocence of the accused, where the admini- 
stration of justice is in danger of being defeated. 
The legal and judicial authorities must make up 
their minds whether the frustration of prosecutions 
for criminal abortion is now so grave a matter 
as to justify departure from the ordinary standards. 
One may add that the police are often deterred 
from prosecution by the difficulty of securing 
conviction from juries which regard abortion as 
a venial offence. This public toleration of 
abortionists will either have to be accepted as 
reasonable or definitely countered. Meanwhile 
the doubts that may be excusable in a juryman are 
inconvenient in a judge, and it is to be hoped that 
one effect of any legal changes contemplated will 
be to reduce the apparent inconsistency in the 
attitude of different judges towards this crime. 


HÆMOGLOBIN ESTIMATION 


THE increasing reliance that the practitioner 
puts on the hæmoglobin percentage and the colour- 
index in determining his treatment of anæmias 
makes the need for the standardisation of hemo- 
globinometers increasingly obvious. It is mani- 
festly absurd that two laboratories may return 
reports on the hæmoglobin of the same patient 
which differ by as much as 20 per cent. without 
any hint to the practitioner that the difference 
depends only on the different instruments used. 
Thus 100 per cent. on the Haldane scale is equiva- 


lent to about’ 13:8 grammes of hæmoglobin per . 


100 c.cm. of blood, whereas the same reading on 


the Sahli scale is equivalent to about 17:3 g., yet: 


readings taken with either apparatus are returned 
as so much per cent. More attention would perhaps 
have been given to this state of affairs if it affected 
hospitals, but in a hospital all readings are usually 
taken with one type of instrument and the difficulty 
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does not arise. Nor does it affect the practitioner 
who does all his own estimations. Itis most serious 
where the doctor receives reports on his patients 
from several laboratories, hospital or private. 

A universal normal for hzemoglobinometers 
cannot be established with the same ease as it has 
been, say, for blood-urea—by taking the average 
of a large number of healthy people—because of 
the surprising variations encountered in different 
parts of the world. Horroay and his colleagues 1 
pointed’ out that Price-Jones found the mean of a 
hundred London students to be 105 per cent. on 
the Haldane scale and that of twenty Boston 
students 112 per cent., whereas other observers 
have reported “normals ” of 112-115 per cent. 
Haldane for males and about 100 per cent. for 
females. The obvious solution to the difficulties is 
to discard percentages and state all results in 
grammes of hemoglobin per 100 c.cm. of blood, 
but, as Prof. MoGratx ? remarked in his eloquent 
appeal for standardisation a few weeks ago, prac- 
titioners have become used to readings expressed 
in percentages and to the implications of the 
colour-index. The fact that a universal standard 
cannot well be based on averages and must be 
arbitrary is, however, no reason for the adoption 
of no standard at all. Heemoglobinometers can be 
calibrated accurately enough for practical purposes 
by comparison with the results obtained by deter- 
mination of the oxygen-carrying power or iron- 
content of the blood, or by photo-electric methods. 
Such calibrations should be the same for all types 
of apparatus, and it will be for different localities or 
different laboratories to determine their own normal 
in terms of this calibration. The Haldane scale 
has the claims of tradition to be adopted as the 
standard and the British Standards Institution is 
now producing an “absolute”? Haldane scale. 
Pathologists should therefore state on their reports 
what instrument they use and how its readings 
correspond with Haldane. The practitioner will 
then at least be able to tell at once whether the 
reports he receives are strictly comparable. 


LYMPHOCYTIC CHORIOMENINGITIS 


Waume working at Washington on St. Louis 
encephalitis ARMSTRONG and LLIE in 1934 
identified the virus of lymphocytic choriomeningitis. 
Since then the disease has been described not only 
in the United States but also in England, France 
and Japan; and there is suggestive evidence of 
its presence in North Africa and Eire. In some 
ways the name given to it is unsatisfactory, for 
LÉPINE, MOLLARET and KREIS in 1937 found that 
of a number of patients experimentally infected 
with the virus less than half developed nervous 
symptoms, although all suffered from fever. In 
the same year WOOLEY, ARMSTRONG and ONSTOTT 
obtained evidence of immunity to lymphocytic 
choriomeningitis in 11 per cent. of 1248 sera 
collected. from various parts of the United States 
and the great majority of the positive sera were 
from persons giving no history of an infection of 
the central nervous system. Furthermore, the 
1. Holiday, E. R., Kerridge, P. M. T., and Smith, F. C., Lano, 


1935, 2, 661. 
2. McGrath, J., sce Lancet, May 27, 1939, p. 1211. 
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attempt to equate lymphocytic choriomeningitis 
with acute benign aseptic meningitis has broken 
down. On the one hand only a comparatively 
small proportion of cases diagnosed clinically as 
acute benign aseptic meningitis have yielded the 
. virus or given evidence of specific immunity. On 
the other hand, the clinical symptoms and patho- 
logical lesions have not uncommonly pointed to 
something more than merely a benign involvement 
of the meninges and choroid plexus. In a fatal 
case described by ViEeTs and WARREN in 1937 
there was pathological evidence of encephalitis ; 
clinically the cases described in our own columns 1 
by FINDLAY, ALCOCK and STERN in 1936 also 
resembled encephalitis ; while in the case reported 
in our present issue by Dr. MacCatLum and Dr. 
Finpuay the original diagnosis was one of polio- 
myelitis. In addition, two fatal cases of consider- 
able importance have been described in America, 
by BARKER and Forp in 1937, and by MACHELLA, 
WEINBERGER and Lirprncott this year.? In the 
former, four months after an acute episode diag- 
nosed as lymphocytic choriomeningitis, the patient 
developed severe arachnoiditis which caused com- 
plete obliteration of the spinal subarachnoid space : 
in the latter there was also blockage of the sub- 
arachnoid space at the base of the brain, intense 
infiltration of the choroid plexus, and severe 
inflammatory changes in the subependymal tissues. 

If there is still uncertainty about the clinical 
symptoms and pathological changes produced by 
the virus of lymphocytic choriomeningitis, the 
same is also true of the epidemiology of the disease. 
A number of observations, however, have been 
made which suggest possible means of spread. The 
first clue is afforded by the work of TRAUB three 
or four years ago, when he found that lymphocytic 
choriomeningitis was occurring as an acute and 
highly virulent epizoétic in a mouse colony kept 
in the laboratory. FINDLAY, ALCOCK and STERN 1 
isolated the virus from the breeding stock of a 
mouse-fancier in this country, LEPINE and SAUTTER 
found it in the mouse stock of the Pasteur Institute 
in Paris, and Kasawara and his colleagues obtained 
the same agent from laboratory animals in Japan. 
An important discovery by TRAUB was that the 
virus of lymphocytic choriomeningitis is excreted 
by mice both in the urine and in the nasal secre- 
tions. He has lately reported 3 that in a mouse 
colony infection occurred during intra-uterine life, 
while young and old mice continued for long periods 
to excrete virus in large amounts in the nasal 
secretions. By this means the disease continued as 
an enzootic for four years, although with con- 
siderable diminution in virulence for the members 
of the infected herd. In this country, too, infection 
has continued for four years in a mouse colony, 
although throughout this time the disease has 
remained entirely asymptomatic with no undue 
mortality. The virus, however, has been isolated 
from healthy carriers. 

These observations suggest that the virus may 
be transmitted from mice to men, lymphocytic 


1. Findlay, G. M., Alcock, N.S., Stern, R. O., Lancet, 1936, 1, 650. 

2. Machella, T. E., Weinberger, L. M., and Lippincott, Ss. W., 
Amer. J. med. Sci. May, 1939, p. 617. 

3. Traub, E., J. erp. Med. 1939, 69, 801. 
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choriomeningitis thus having analogies with lepto- 
spiral jaundice which spreads from apparently 
healthy rats to men. Until recently direct evidence 
connecting human cases of lymphocytic chorio- 
meningitis with infected mice was lacking. Now 
ARMSTRONG and SwEET * have isolated the virus 
from wild mice trapped in two houses in each of 


which there had been a case of lymphocytic chorio- — 


meningitis, from which the virus was isolated. 
Since in both instances the human patient was ill 
in her house for only four days before being removed 
to hospital, it is hardly credible that both could 
have infected the mice of their respective abodes. 
In addition, three inmates of the two houses showed 
immune bodies to lymphocytic choriomeningitis— 
a finding which suggests an exposure to infection 
in the home rather than a human contact infection. 
Nevertheless the possibility of infection passing 
from man to man cannot be wholly excluded in 
view of the isolation by MacCatiLum and FINDLAY 
of the virus from the nasopharynx of a patient as 
long as 12 weeks after the onset of the illness. 
In laboratories, although infection has rarely been 
accidentally transmitted to man, accidental infec- 
tion of rhesus monkeys has taken place. In one 
such instance in this country two rhesus monkeys 
became infected, presumably through the naso- 
pharynx, because a small amount of hay got into 
their cage, having fallen from a cage containing 
guineapigs suffering from the disease. From these 
observations it seems that the two essentials in 
controlling the spread of lymphocytic chorio- 
meningitis are the isolation of human cases and the 
wholesale destruction of domestic mice. 
conclusion should appeal especially to the feline 
population, but until further experiments have 
been made it is uncertain whether cats can be 
used with entire safety for the destruction of 
infected mice. A small proportion of spleens from 
adult dogs obtained at random in this country 
have been found to contain a virus pathologically 
and serologically similar to that of lymphocytic 
choriomeningitis, and though FINDLAY and STERN 
in 1937 showed that dogs inoculated intracerebrally 
with the virus do not develop symptoms, it now 
appears that they may act as carriers. The suscepti- 
bility of cats was examined by B. Krets in the same 
year with somewhat equivocal results, and further 
observations are necessary to determine whether 
they too may not act as symptomless carriers. 


Lymphocytic choriomeningitis differs from many 
other acute virus infections of the human nervous 
system in that extensive epidemics have not been 
recorded. It occurs rather in the form of foci 
involving two or three persons, either living in the 
same house or working in the same building—a 
fact explicable if infection is primarily from mouse 
to man and occasionally from man to man. But 
the possibility of widespread epidemics of lympho- 
cytic choriomeningitis cannot however be entirely 
ruled out, since COGGESHALL® has found that the 
mosquito Aedes egypt is capable of transmitting the 
virus by bite in 4-15 days after an infective feed. 
4. Armstrong, C., and Sweet, L. K., Publ. Hlth Rep., Wash. 


April 28, 1939, p. 673. 
5. Coggeshall, L. T., Science, June 2, 1939, p. 515. 
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ANNOTATIONS 


HOSPITAL PROVIDENT SCHEME FOR LONDON 


IT was announced at the meeting of King Edward’s 
Hospital Fund for London last week that a com- 
mittee appointed by the fund has prepared a scheme 
for the insurance of middle-class families in London 
against the expenses of hospital treatment. Partici- 
pating hospitals will be required to keep to a fixed 
schedule of charges for subscribers, It may not be 
practicable to provide the same accommodation for 
subscribers at all hospitals, for example while the 
proposed fee should be sufficient to cover the cost of 
a private room at suburban hospitals, at the larger 
hospitals it may be necessary to treat subscribers in 
contributory wards intermediate between the ordinary 
wards and the private rooms. The benefits will be 
available only where the treatment is undertaken by 
approved consultants or specialists, of which a list 
will be prepared. Payments for medical attention 
will be made direct, and their amount will not be 
disclosed to subscribers, The suggested income limits 
are £400 for single subscribers, £550 for married 
subscribers with no children, and £700 for married 
subscribers with dependants under eighteen years, 
the corresponding annual rates of subscription being 
£2 12s., £3 12s. and £4 4s. The subscription will 
cover the whole cost of maintenance and medical 
and surgical treatment in hospital for a maximum 
period of four weeks in any one year, with grants in 
aid of additional specialist services and of treatment 
in a nursing-home, The amounts of the hospital 
and medical fees have yet to be settled. There will 
be certain exclusions from the scheme, for example 
mental diseases, maternity, pulmonary tuberculosis, 
tonsils and adenoids in children, and infectious diseases. 
New members will not be entitled to benefit until they 
have subscribed for six months, and they will not be 
admitted if they are over sixty-five. The scheme is 
at present tentative, and the final approval of the 
hospitals, the British Medical Association and other 
interested bodies will be required before it can be 
put into operation, but if general agreement can be 
obtained it is hoped to launch it in the autumn. 


SUPPURATIVE PERICARDITIS 


As Bigger? has lately pointed out, there are two 
curious facts about suppurative pericarditis: one is 
the comparative rarity with which it is diagnosed 
during life, and the other is the hesitant attitude of 
many physicians towards surgical treatment even 
when a diagnosis is reached. The difficulty in diag- 
nosis arises because pericarditis often develops late 
in the course of some grave general infection like 
osteomyelitis or pneumonia, in which a worsening of 
the patient’s condition may be more readily attributed 
to the natural progress of his disease than to the 
onset of a fresh complication. It is true that under 
these conditions it may be hard to appreciate such 
classical symptoms as epigastric pain and vomiting 
followed by an increasing dyspnea and pain on 
swallowing ; but once an effusion has reached sub- 
stantial size the physical signs of heart tamponade 
are clear and distinctive. The cardiac shadow is 
enlarged, as may be readily determined by fluoros- 
copy, and the veins in the neck are prominent. 
Direct observation of the venous pressure will 
show a definite increase—19 c.cm. of water in one of 
Bigger’s cases—and at the same time the arterial 
pressure falls, 


1. Bigger, I. A., Ann. Surg. May, 1939, p. 763. 


The first operation for suppurative pericarditis was 
done by Bardenheuer in 1884 and he approached the 
pericardium after resection of the fourth and fifth 
costal cartilages on the left side. It is interesting to 
see that Bigger still employs this approach ; for ever — 
since Curschmann showed that a pericardial effusion 
must always cause a close approximation of the heart 
to the anterior wall of the pericardium most surgeons 
have preferred to drain the sac from the costoxiphoid 
angle. It is undoubtedly true that the costoxiphoid 
angle js the only safe place for paracentesis of the sac, 
and the advantages of dependent drainage are just 
as great here as in any other form of suppuration. 
These points are discussed in detail in a monograph 
by Marfan.? 

Early operation for empyema thoracis is now 
commonly and correctly deprecated, save in certain 
exceptional circumstances ; but there is every reason 
for early intervention for pyopericardium. Drainage 
may be carried out rapidly under local anesthesia 
with a minimum of general disturbance, and it now 
seems clear that the earlier the operation is done 
the less likely is constrictive pericarditis later. Bigger’s 
paper is illustrated by some interesting kymograms 
showing the return of normal cardiac contraction 
eight months after one of his five successful operations, 


DROWNING 


DROWNING is such a common accident, and the 
art of resuscitation has evolved so steadily and satis- 
factorily, that it comes as something of a shock to 
realise how little we know about the actual process, 
Experiments on dogs have now been carried out by a 
group of Canadian workers® with the object of follow- 
ing the reflex responses and changes in blood-pressure 
and blood gases during drowning. ‘Their findings 
show nothing unexpected, in the sense that all the 
changes, with one possible exception, seem reasonable, 
but they confirm some points that the non-specialist 
observer might only have suspected and establish 
certain time-relationships which probably hold 
roughly for human beings. Lougheed and his 
colleagues find that the first respiratory reaction is 
breath-holding, which may last for 1} min. and is 
followed by “ gasps.” The latter may lead to filling 
of the lungs with water, but they usually provoke 
reflex spasm of the glottis so that only a few cubic 
centimetres of water may enter the trachea, and 
occasionally closure of the glottis may be so complete 
as to exclude water from the lungs altogether, 
During this phase the dog swallows rapidly and this 
leads to violent vomiting after 3 min. immersion. 
After a further 2 min. all movements cease. Relief 
of asphyxia within about 15 sec. of the cessation of 
respiratory efforts is said to ensure spontaneous 
recovery, though the statement seems to involve a 
contradiction in terms. For a short time after this 
artificial respiration is successful, and it must be 
continued for a time proportional to that which has 
elapsed since the cessation of spontaneous effort. As 
adjuvants to resuscitation adrenaline, ephedrine, 
Coramine, Cardiazol and other cardiac stimulants are 
ineffective, and venesection fails to relieve the circu- . 
lation. Atropine is only helpful if given before the 
experiment and cocaine does not prevent laryngeal 
spasm, Amyl nitrite, however, is of great value in 
the late asphyxial period, and the addition of carbon 
2. Marfan, A. B., La fonction du pericard, Paris, 1938. 


3. Lougheed, D. W., Janes, J. M., and Hall, G. E., © 
Aes. J. May, 1939, p. 423. , E., Canad. med. 
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dioxide to the inspired air not only increases the 


efficacy of artificial respiration but improves the post- ` 


experimental condition of the animal. For some 
reason which is not well understood, the carbon- 
dioxide content of the blood falls after a preliminary 
Tise, and if this tendency is enhanced by hyper- 
ventilation—e.g., by allowing the animal to breathe 
occasionally during a period of asphyxia—the con- 
dition of acarbia becomes pronounced. In accidental 
drowning the struggles of the victim may bring him 
intermittently to the surface and closely simulate this 
state of affairs. Carbon dioxide, therefore, supplies a 
deficiency as well as stimulating the respiratory 
centre. The only other aid to resuscitation which 
was found useful is a tracheal catheter to counteract 
spasm of the glottis. It is noteworthy that whereas 
complete asphyxia for 5 min, was fatal to these dogs, 
relief from respiratory obstruction for 5 sec. out of 
every minute was sufficient to keep them alive for at 
least half an hour. The time-relations in this experi- 
ment may be slightly abnormal on account of the 
anesthetic, but the striking difference made by even 
the slightest opportunity for breathing lends point to 
the plea of the editor of the Oanadian Medical Asso- 
ciation Jowrnal that in accidental drowning artificial 


_ respiration should be continued until rigor mortis 


sets in. 


NON-TUBERCULOUS MESENTERIC 
LYMPHADENITIS 


Wise ë of Baltimore has noted two curious features 
in a small series of cases of the non-tuberculous form 
of abdominal lymphadenitis—namely, a seasonal 
incidence and uniform recovery after appendicectomy. 
The latter is particularly remarkable because the 
appendices he removed showed no obvious patho- 
logical changes. In the discussion on Wise’s paper 
I. M. Gage of New Orleans said he had found enlarge- 
ment of the mesenteric lymph-nodes in nearly two- 
thirds of his cases of chronic appendicitis, and he 
urged that the appendix should be removed in all 
cases with symptoms suggesting either chronic 
appendicitis or mesenteric lymphadenitis. 

Until comparatively recently children showing 
these enlarged lymph-nodes were strongly suspected 
of being tuberculous and treated accordingly, but 
though it is now clear that the. majority are non- 
tuberculous little is known about the cause of the 
condition. White and Collins ê suggest that it may 
represent an abortive form or stage of infantile 
paralysis, for the lymphadenopathy ‘and abdominal 
symptoms in that disease may be somewhat similar. 
Wise found nothing to support this view, but hefavours 
some virus or toxin as the cause. He has removed 
and studied nodes from several cases and found them 
sterile on culture and without typical histological 
changes, though in two adults the affected nodes 
showed calcification. Gage, on the other hand, 
obtained cultures of enterococcus in some of his cases, 

Of Wise’s nine cases all but one were admitted to 
hospital during the months of August and September 
—six in 1937 and two in 1938. In spite of a sharp 
look-out only one case was diagnosed in the interval, 
and this one was atypical, for the patient had been 
subject to various allergies and intermittent abdominal 
symptoms all his life. This seasonal incidence does 
not seem to have been previously noted, and without 
confirmation it is difficult to know whether it is 
significant, 


. See Lancet, 1934, 2, 881. 
= Wise, W. D., Ann. ’ Surg. May, 1939, p. 827. — 
Wto o S., and Collins, J. L., J. Pime or. med. Aes. 1936, 
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two of Wise’s series being adults of 43 and 25 years. 
The onset is usually more subacute than acute, with 
abdominal discomfort mainly felt in the right lower 
quadrant of the abdomen, and sometimes nausea 
and vomiting. Tenderness is slight, with little or 
no muscle-guarding, and there is no uniformity 
in the white-cell count or in the type of pyrexia. 
Such a case is likely to be diagnosed as appendicitis, 
and it is a comfort for the surgeon who operates 
to know that if he finds only lymphadenitis removal 
of the appendix may still result in cure, 


GOITRE IN TIPPERARY 


WoRKING with a grant from the Irish Medical 
Research Council, Dr. M. Naughten and Dr. J. C. 
Shee describe? a survey of the occurrence of goitre in 
the Galtee and Slievenamon -areas of co. Tipperary 
where this disease has long been known to be. 
endemic, The survey has consisted of measurements 
of thyroid enlargement in children of five age-groups 
between 4 and 14 years, 1000 children of each sex 
being included, The results are in accordance with 
those of previous studies of the kind in so far as the 
age-incidence of goitre is concerned. They show, 
however, the surprising fact that thyroid enlarge- 
ment in this region is equally prevalent (total incidence 
about 65 per cent.) in boys and girls—an observation 
which conflicts with the accepted view that in goitrous 
regions the incidence of the disease is three or four 
times as high among girls as among boys. It may be 
presumed that this local endemic is the result of local 
environmental iodine deficiency ; it would be interest- 
ing to know whether this supposition is supported 
by the results of iodine analyses of the soil, water and 
milk-supply of the district. 


THE WATCH BELOW 


On July 1 will come into force an agreement reached 
by a joint committee set up by the Shipping Federa- 
tion, the National Union of Seamen, and the mercantile 
officers’ societies, and adopted by the National 
Maritime Board. It consists of regulations and 
recommendations, of which the former for the first 
time compel owners of foreign-going ships to supply 
clean bedding, besides bunks, to a crew joining a- 
ship. The men, on their side, accept the responsi- 
bility of keeping bunks and bedding clean and agree 
to the imposition of penalties for breaches of this 
regulation. The recommendations include the advice 
that the sleeping-quarters should be tidied daily in 
the men’s own time and cleaned once a week, and the 
mess-rooms and lavatories cleaned daily in working- 
hours as part of the ship’s routine; that the crew’s 
quarters should be inspected daily by the master or 
his deputy and the result recorded weekly in the 
ship’s log and daily in the owner’s. Any sign of 
vermin should be instantly reported, and insecticides 
and disinfectants should be supplied. It is also 
recommended that in harbour the dynamo should 
not be stopped if it is needed for lighting or venti- 
lating the mess-decks, and that every encouragement 
should be given to the men to look on their quarters 
as a “home from home.” These regulations and 
recommendations apply to old ships as well as new. 

The story of the very slow and very gradual 
improvement of the merchant seaman’s lot on board 
British ships was outlined in our columns? when 
the Board of Trade instructions were last revised. It 
was then provided that in new ships the crew’s 
quarters should be constructed amidships or aft 


1. Irish J. med. Sc April, 1939, p. 164. 
2. Lancet, 1937, 2, 809. 
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instead of before the mast, and that the different 
watches should have separate sleeping-quarters. 
Regulations were also made to ensure better lighting 
and ventilation. 


RUSSIAN BIRTH-RATES 


THE completed figures of the census taken on 
Jan. 17, 1939, include the entire population of the 
Soviet Union except of the far north, where a 
census will be taken later this year. The population 
was 170,467,186 (81,664,981 males and 88,802,205 
females), which represents an increase in twelve 
years of 23,439,271, or 15-9 percent. During the same 
period the population of all other countries in Europe 
is estimated to have risen by 32 million, or 8-7 per 
cent. The urban population of the U.S.S.R. has 
increased by 112 per cent. in these twelve years, 
being now 32:8 per cent. of the total. The average 
annual increase of population in the U.S.S.R. has 
been 1-23 per cent., and recent birth-rates in various 


large cities are compared as follows :— 
Average births 
Total per 1000 
births population 
117,200 .. 285 
83,800 = 27-4 


Moscow (1938) 
Leningrad (1938) 


Kiev (1938) 22,500 i 27-4 
Kharkov (1938) 22,400 ois 27:7 
Baku (1938) .. 26,900 ‘te 33:9 
Berlin (1936).. 59,500 ‘a 14-1 
London (1938) 56,300 di 13-6 
Paris (1936) .. 32,500 3 11-5 


New York (1936) 99,400 .. -135 


The population of Moscow has increased from 
2,029,425 in 1926 to 4,137,018 in 1939 (103-9 per 
cent.) and that of Leningrad from 1,690,065 in 1926 
to 3,191,304 in 1939 (88-8 per cent.). E 


ELIZABETH GARRETT ANDERSON 


LIvEs of great women oft remind us that foot- 
prints left in the sands of time are partly dug in by 
the biographer, ar at any rate receive definition from 
his hand. The choice of a biographer is therefore 
important. No woman, and so far only one man, 
has inspired a biographer to make a life study of his 
subject, but in the last few years two women at least 
have been’ heroines to their daughters—Marie Curie 
and Elizabeth Garrett Anderson. It is impossible 
to read the second of these two biographies without 
thinking of the first, not because they are alike, but 
because they are so predictably different in subject 
and treatment. In the exceptional mind of Marie 
Curie the mathematician worked with the theorist, a 
leaping imagination was governed by a passion for 
fact. Her daughter told her story with the same 
vigour of imagination and the same devoted accuracy, 
and the book is filled with moving enthusiasm. 
Elizabeth Garrett Anderson was a great woman of a 
totally different: stamp, a practical politician whose 
foremost interest was not science but the determina- 
tion to free women to study science, or anything 
else they chose. She was a first-class doctor because 
it was her business as a pioneer to be good at her 
job; she was an excellent committee woman because 
the liberation of women had to be achieved through 
the tedium of committee work. Her story is told 
with order, quiet humour and restraint by a daughter 
who has followed her in the profession which she 
helped to open to women. Dr. Louisa Garrett 
Anderson’s book ! reads like an extremely interesting 
report, illustrated with quotations from letters and 


1. Elizabeth Garrett Anderson. By Louisa Garrett Anderson. 
London: Faber and Faber. 1939. Pp. 338. 10s. 6d. 
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speeches. The early chapters are narrative but later 
when it is convenient to isolate a series of events 
they are put in a separate chapter which may cover 
a period of many years. This treatment helps to 
disentangle the complex warfare waged by Elizabeth 
Garrett Anderson in the course of her long life; and 
has the effect of snapshotting her on her various 
battlefields. One impressive little picture of the kind 
shows her appealing to the British Medical Associa- 
tion to admit women. Her speech was a masterpiece 
of calm and honourable argument, without one petty 
plea in it. It was characteristic of the prejudice 
against which she strove that “one member after 
another rose and protested that they were charmed 
and any action they might take would be entirely 
on the principles involved ” ; the meeting then voted 
against her. In Central Europe today women are 
being forced back into the position from which 
Elizabeth Garrett Anderson and her contemporaries 
extricated English women less than fifty years ago. 
This book shows by what labour and patience their 
status will have to be won back. 


INOCULATION AGAINST TUBERCULOSIS 


SATISFIED that experiments on rabbits have 
shown that protection against human tuberculosis 
can be produced by inoculation with heat-killed 
tubercle bacilli, Opie, Flahiff, and Smith? have 
sought to measure its value to man. Their field of 
study was the Mental Hospital of Kingston, Jamaica 
(where the great majority of patients are negroes), 
to which in 1932-38 were admitted 416 patients 
who did not react to tuberculin, Taking alternate 
admissions, half of these were inoculated with heat- 
killed bacilli, and half were left as controls. Both 
these groups were then given an X-ray examination 
of the chest within a month of admission, which 
was repeated, together with tuberculin tests, at 
intervals of three to four months during their stay 
in the institution. Persons admitted to the hospital 
are, it seems evident, freely exposed to tuberculous 
infection, for rather more than a third of the control 
group had acquired a tuberculin reaction within 
three months of admission, and more than half by 
the end of a year. This exposure may reduce the 
advantage of the inoculation, if any, for the patients 
must be at some risk during the period of immunisa- 
tion and before they have acquired any protection, 
The results, however, suggest an advantage to the 
inoculated, for among the 210 inoculated persons 
there were 23 cases of pulmonary tuberculosis and 
16 deaths, whereas among the 206 uninoculated 
there were 39 cases and 27 deaths. The comparison 
is not quite straightforward because the patients were 
passing at different times out of the hospital by 
discharge and thus continually reducing the numbers 
exposed to risk, the control group being the more 
rapidly depleted. The investigators apply a rather 


rough measure of exposure to risk within each sir- 
month interval after admission and find by such 
means lower attack-rates at each stage among the 
inoculated. The fatality-rate, 69 per cent., was, 


it may be calculated from the figures above, identical 
in the two groups; so inoculation had no effect 
upon the severity of the illness in those who acquired 
it. Opie and his colleagues conclude that under the 
conditions present in the hospital the protection 
conferred was greatest during the first eighteen 
months of residence. This observation is in keeping 
with the fact that a large proportion of the 


1. Opie, E. L., Flahiff, E. W., and Smith, H. H., Ame far 
(Sect. B), May, 1939, p.155. H., Amer. J. Hyp. 
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uninoculated patients had by that time become 


themselves protected by spontaneous infection, — 


as shown by the tuberculin test; but the figures 
given in support hardly bear out the contention. 
They seem to suggest rather that the attack and 
death-rates of the inoculated were equally favourable 
vis-à-vis the uninoculated at all stages of observa- 
tion, and thus that the intracutaneous administration 
of heat-killed tubercle bacilli was of consistent benefit. 
That is obviously a highly important observation 
and the data seem to deserve rather closer statistical 
analysis. 


UNRESTRICTED SALE OF PATENT MEDICINES 


IN commenting on the Budget in our issue of 
April 29 we pointed out that the proposed abolition 
of stamp-duties will mean that patent medicines are 
henceforth marketed at every kind of store, and we 
described this discontinuation of licensing as socially 
and medically a retrograde step. Attention is 
now being paid more widely to the possibility of 
harm from the Chancellor’s unnecessary concession 
to producers of such medicines, and it is stated 
(p. 1412) that the protests are receiving official 
consideration. That the intended change is of 
substantial significance to those concerned is evident 
from the speech made by Mr. Philip Hill, chairman 
of Beechams Pills Ltd., at the annual meeting of 
that company on June 8, when he announced a 
profit of £723,663 on the year’s working. After 
describing the repeal of medicine duties as ‘‘ probably 
the most important event which has ever happened 
in the history of the proprietary medicine and pro- 
prietary article business,” he declared that it opened 
up great possibilities. A much wider field of distribu- 
tion would be available, and the company had already 
been approached by some of the largest potential 
distributors in the country, who had previously been 
prevented from dealing with this type of merchandise, 
“We hope,” he added, “that the repeal of the 
medicine duties will enable us to provide the public 
with our products in a smaller and cheaper form 
than has hitherto been possible.” Mr. Hill at the 
same time expressed himself in favour of ‘‘ reasonable 
control of the formuls and advertising of proprietary 
medicines ” ; but if the Chancellor’s proposal is 
realised the increased distribution of patent medicines 
will antedate, by an indefinite period, any measures 
that may be taken to safeguard the public from 
the damage that some of them do. Meanwhile 
that damage will be done on a larger scale than ever. 


LIBERTY AND LICENCE 


THE voluntary-hospital principle has had a good 
press during the past week, the occasion for comment 
being the annual meeting of King Edward’s Hospital 
Fund for London and the appearance for the ninth 
year in succession of the Hospitals Year-book com- 
piled by the Central Bureau of Hospital Information. 
The Times believes that the hospital system of this 
country is evolving slowly but surely along lines which 
correspond with the wishes and instincts of the 
public. It remarks that any reformer in this field 
finds himself face to face with two rigidities—namely, 
the confidence felt universally in the voluntary 
principle, and the wish to preserve in the case of each 
institution not only a tradition but also a place—and 
it speaks of the crowning achievement of the King’s 
Fund in having been able to effect codrdination 
without doing violence to individuality. The Year- 
book contains two essays on these themes, One of 


1. From the bureau, 12, Grosvenor Crescent, S.W.1. 
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these deals with the areas of hospital administration. 
A process of regionalisation is being worked out on 
a map of England and Wales, dividing it into fourteen 
areas ‘“‘ within each of which,” in Mr. R. H. P. Orde’s 
words, ‘‘there shall be as complete a hospital service 
as to justify the belief that no inhabitant of it need 
go outside. its boundaries (except at his own desire) 
to find treatment for sickness or accident up to 
standard recognised as within the competence of a 
modern general practitioner and a modern qualified 
consultant.” There should, he suggests, be no part 
of any such division which from a treatment point of 
view could be regarded as a “‘ distressed ” area. In 
many of the proposed divisions there are natural 
groups of hospitals, voluntary and municipal, which 
already codperate. It is the task of. the provisional 
council now engaged in implementing the Sankey Com- 
mission’s recommendations to further the process of 
crystallisation and bring to light: other interests and 
the advantage of combined action. An obvious step 
would be a bed-register for each division on the lines 
of the emergency bed service now working smoothly 
in London. Every division should provide adequate 
specialist services but not at more hospitals than 
local conditions demand. It is, as Mr, Orde says, a 
task which cannot be hurried—although time must 
not be wasted. The other essay reveals one unfor- 
tunate example of unbridled individuality. The 
value of the Year-book depends on the compilation 
of figures from all the voluntary hospitals in the 
country ; these figures are as vital to any combined 
action as are the local registrar’s returns to any 
system of public health. Without them no valid con- 
clusions can be drawn. And yet there are hospitals 
which, year by year, fail to supply these figures 
either in the approved form or within a reasonable 
period. This year 8 per cent. of the hospitals have 
failed to supply the figures at all, and the sloth of 
others has delayed the date of publication for seventeen 
months from the conclusion of the period to which 
the figures refer. Persuasion has been unavailing, 
but it should not be beyond the wit of the Hospitals 
Bureau to devise some method by which the right 
stimulus should be given to the recalcitrant hospital 
committees. For after all they are only being asked 
to play the game, and no voluntary hospital asso- 
ciation in this country could be impervious to that 
appeal, 
ANTIHORMONES 


SINCE Collip and Anderson? demonstrated anti- 
thyrotrophic activity in the serum from animals 
injected repeatedly with thyrotrophic preparations, 
antihormones to the ketogenic, lactogenic, and 
gonadotrophic hormones of the anterior pituitary 
and to the gonadotrophic hormones present in 
pregnant-mare serum and human-pregnancy urine 
have been widely investigated. So far none of these 
hormones has been obtained in a chemically pure 
form, though the evidence points to their being 
proteins. This has inevitably led to the belief that 
the antihormones were antibodies in the immuno- 
logical sense, for animals develop antihormones only 
to hormones prepared from some other species.? 
It has been difficult, however, to understand this 
antigenic property of the hormones, for they act 
on all species in the same fashion and must therefore 
be presumed to have the same composition in all 
species. The situation is now becoming clearer. 
Twombly 3 found that gonadotrophic substances 


1. Collip, J. B., and Anderson, E. M., Lancet, 1934, 1, 76. 

2. Katzman, P. A., Wade, N. J., and Doisy, E. A., Proc. Soc. 
exp. Biol., N.Y. 1938, 38, 122. 

3. Twombly, G. H., Endocrinology, 1936, 20, 311. 
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inactivated by heat or ageing retained their antigenic 
properties and similar observations have been 
recorded by Brandt and Goldhammer.* Dealing 
with the thyrotrophic hormone, Werner © has shown 
that of two preparations prepared by different 
chemical procedures from the same glands, yet having 
equal activity, one may have no antigenic power 
at all, and Rowlands and Young now report that the 
capacity of thyrotrophic preparations to produce 
antisera is independent of their purity. The purer 
preparation in their experiments, given in equivalent 
dosage to a less pure sample, produced much less 
antibody. They even found that a preparation of 
prolactin with no demonstrable thyrotrophic activity 
also stimulates production of antithyrotrophic 
serum, The antigenic capacity is therefore not 
vested in the activity of the hormone, 

Rowlands and Young offer a suggestive hypothesis 
to explain why the-antibody acts against the active 
hormone though the hormone that gave rise to its 
production is not active, Other workers have shown 
that immunisation with chemically similar substances 
diminishes the specificity of the antibodies formed, 
so that cross-reactions may occur. It is suggested 
that the power of inactivated hormones to produce 
antibodies to active hormones is due to some such 
mechanism, The inactivation may alter the chemical 
structure very slightly but not enough to alter its 
antigenic properties. The sample of prolactin which 
Rowlands and Young used might be presumed to 
contain some inactivated thyrotrophic hormone. 
If this is so, it may be that the species specificity 
of many of the antisera demonstrated by Rowlands 7 
may be due to species differences in the inactive 
residue of the hormone, the active part of which is 
presumed to be some sort of prosthetic group attached 
to this larger molecule. Actually such a conception 
approaches that of Collip,? who suggested that all 
the anterior-pituitary hormones might be regarded 
as prosthetic groups to two or three large parent 
molecules, 


BLOOD FOR THE SERVICES 


THE value of blood-transfusion for casualties in the 
fighting forces was recognised during the late war, 
and the recent Spanish conflict brought into being 
several methods for the use óf stored blood which 
met with considerable success. It has therefore been 
decided to set up an Army blood-transfusion service 
to provide quantities of stored blood to assist in the 
treatment of wounded men in any of the fighting 
services. Because of the extensive scale on which 
the service is to be created it has been found necessary 
to establish blood depéts in this country, where 
civilian volunteers can be bled under proper con- 
ditions and the blood transhipped to the places 
where it is required. For various reasons an area in 
the West of England has been chosen in which 
central blood depéts are being set up with a number 
of sub-depéts or blood-collecting centres in the 
smaller towns of this region. By means of refri- 
gerator motor-vans blood collected at the sub-depéts 
will be transported to the main depéts for packing. 
Each of the main depéts is near an aerodrome, from 
which it will be possible to send blood by aeroplane 
to the fighting zones or where military casualties are 
being treated. The service is being arranged in 
such a way that it will be responsible for civilian 


. Brandt, R., and Goldhammer, H., Klin. Wschr. 1938, 17, 236. 
. Werner, S. C., Endocrinology, 1938, 22, 291. 

. Rowlands, I. W., and Young, F. G., J. Physiol. 1939, 95, 410. 
. Rowlands, Proc. Roy. Soc. 1938, 124, 503. 

: Collip, see Lancet, 1938, 1, 1469. 
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needs in the area where it is operating, thus preventing 
duplication, but will only supplement the civilian 


` depôts which have been established elsewhere under 


exceptional circumstances. 

After collection in special pint bottles, the citrated 
blood will be cooled rapidly to 4° C., at which 
temperature it can be stored for some weeks. The 
organisation of the main depôts and sub-depdéts has 
been made possible by the codperation of the 
voluntary and municipal health services in the area, 
Thanks to the enthusiasm with which the scheme has 
been received and the method of organisation 
adopted, the nucleus of universal donors which it is 
aimed at securing will be completed within the 
course of the next few weeks. The service is capable 
of expansion, so as to deal with 100,000 potential 
donors, from which the group O population will be 
selected. 


THE BIRTHDAY HONOURS 


It is a pleasant duty to congratulate the members 
of our profession whose names appear on p. 1398, 
Whatever may happen in other walks of life, honours 
are seldom bestowed on medical men and women 
without good reason, and the present list recognises 
high distinction as well as devoted effort. Dr. Robert 
Hutchison graduates from one kind of aristocracy to 
another; Sir John Weir is promoted for his long 
attendance on the King; the heads of the three 
services become knights in orders of chivalry; and 
Inighthoods are conferred on three medical men 
whose fine work is familiar to nearly all of us—Dr, 
Briercliffe, Prof. Kelly, and Dr. Drummond Shiels— 
and on one who has strayed a little from the fold, 
Dr. Butler. These represent only the beginning of 
what we may respectfully call a sound sample of 
médical endeavour and achievement. Outside the 
profession itself we are glad to note the knighthood 
for Mr. George Morton, K.C., chairman of the Board 
of Control for Scotland, and the similar honour to 
one of THE LANCET’S contributors, who must remain, 
as always in these columns, anonymous though 
invaluable, In the world of hospitals Mr. Bernard 
Docker, the indefatigable chairman of the West- 
minster Hospital, becomes K.B.E., and Mr. Harry 
Oakes, the generous benefactor of St George’s, & 
baronet. 


| 


Sir FRANCIS AOLAND’s death has followed with 
tragic suddenness his farewell address to the Dental 
Board. Ample testimony has been received to the 
value of his work as Crown member of the senate of 
London University and as chairman of council of the 
London School of Medicine for Women. He leaves 
behind him the memory of a firm and gracious 
administrator, 


—— 


“. , . those men of good will who are acquainted 
with scientific aims and achievements have their own 
peculiar distress because they know how little is done for 
tho general good, compared to what could be done. 
Exposition, therefore, becomes one of our chief concerns. 
It must be mated necessarily with the understanding that 
appropriate education can provide. We desire that all 
men and especially men of good will, and especially also 
men of good education who are the natural leaders should 
be aware of what science is doing and can do. ... Scientists 
are so preoccupied with their business of research, naturally 
so, and in their researches have gone so far that the world 
has no clear knowledge of the positions that have been 
reached. We have to see to the coupling and take the 
world with us.”—Sir Wrm.iAm Brace, F.R.S., Science, 
May 19, 1939, p. 452. 
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SPECIAL ARTICLES 


FEAR*#* 
By E. Mma, M.D. Madrid 


FORMERLY PROFESSOR OF PSYCHIATRY IN THE UNIVERSITY 
OF BARCELONA 


It is a property of living matter to be excited by 
adequate stimuli and to be inactivated by over- 
whelmingly unfavourable external conditions. The 
inactivation may be definitive (death) or merely 
temporary. Animals with a nervous system show it 
in a general inhibitory process that is known in its 
most simple form as an “immobility ” or “ death ” 
reflex, already observed in asteroidea such as the 
starfish and described in higher forms of animals by 
Pavlov. According to Pavlov the fear emotion is 
nothing but the conscious aspect of this process: 
“ At the basis of normal fear and in particular of 
pathological fears there lies a predominance of the 
physiological process of inhibition.” (Lectures on 
Conditioned Reflexes, New York, 1932, p. 368.) 

During the late Spanish war we found that the fear 
emotion—when experienced without any other mixed 
emotional state—arouses in the individual a feeling 
of lessening of the Ego, of reduction of his reacting 
power and of inhibition, and contraction of the Self. 
In its more violent form, fear makes a person 
terrified—i.e., converted into terra (earth), A 
terrified subject feels himself as inanimate and 
motionless as a stone (petrified). But starting from 
these forms we come to others in which the inhibition 
is not so general and may even be followed, at certain 
levels, by a process of excitation. For the evolution 


of the fear emotion I offer the following scheme :— 


Uncontrolled fear Controlled fear 
ad 
TERROR PANIC ANXIETY ALARM CAUTION 


General “ Cortex ” |Mixed state: AA TEN, Reserve and 
inhibition tehibition conflicting | tion and restraint ; 


with inhibition | feelings of hypocrisy : : 
Loss of secondary | and excita-| ‘‘insecur- | dissimula- 
movements] excitation tion at ity ” and 
and stop- lof mid-brain| different (‘‘ mistrust ”’ 
ping of levels | 
mental ess Slow, 
activity automatic | Restricted repeated 
with movements, | and 
eventual occasion- Jumping | superfluous 
loss of ally of movements,| modesty ; 
conscious- | enormous Contra- sometimes meticu- 
ness strength dictory with slight losity ; 
qrigeeiiente signs of concern 
(blending with anger hesitation 


or rage) | 


As a general result of my observations I believe 
that different disturbances can be detected which 
correspond closely to each of the forms of uncon- 
trolled fear, as follows :— 


TERROR PANIC ANXIETY SEQUENCES OF ALL MAY BE 


Stupor Twilight Hypo- Conversion symptoms, 
states chondriac especially paretic ones 
Catatonic l states 
states Impulsive | Neurasthenic symptoms 
fugues and | Obsessional (exhaustion and 
confused (phobic) increased fatigability, 
agitation | symptoms headache, &c.) 
! ee ea Slight retardation 
S 


Conditions that favour such disturbances are: 
physical inferiority, whether due to constitutional 
weakness or chronic toxic and infectious states ; 


¢ Summary of a lecture delivered at the psychological labora- 
tory of the University of Cambridge on May 22. 


temporary exhaustion from lack of food, sleep, or 
rest; lack of personal incentives and low ‘“ moral 
tension ” ; and, last but not least, lack of a definite 
plan of action. Thus, in order to avoid the effects of 
fear among soldiers the means employed were: proper 
medical selection of recruits; careful attention to 
basic needs, such as food, clothing, and sleep ; 
a scientifically directed effort to keep up individual 
morale by all available methods (physical training 
and sports, lectures to explain the meaning of the 
war); and careful and continuous supply of informa- 
tion about what to do in all possible situations related 
to the war. 

The general methods of treatment adopted may be 
summarised thus :— 

a) Stuporose and catatonic conditions.—Bed, hot 
baths followed by massage. Injections of pituitary 
extracts and cortin. (Injections of cocaine, sodium 
nucleinate, strychnine and other “ exciting ” sub- 
stances should be avoided because they may stir up 
a state of furious excitement and aggression.) 

(b) Tremors, tics and non-epileptic fits.—Bed, super- 
vised isolation and, according to the results, hypnosis, 
prolonged narcosis or physical re-education. For 
hysterical fits in which a selfish purpose (escaping 
from the military situation) could be detected, 
compressio testis during the fits. 

(c) Paralysis and paresis.—Electrotherapy com- 
bined with suggestion and active mobilisation of the 
paretic part. If necessary, hypnosis. 

(4) Depression and retardation.—Tonic injections, 
minor hydro- and mechano-therapeutic measures ; 
rest in the open air; arousal of personal incentives ; i 
gradually increasing ' physical exercise. 

(e) Twilight states and severe forms of anxiety.— 
Prolonged narcosis by means of injections of pheno- 
barbitone, hyoscine hydrobromide and, if necessary, 
injections of insulin and digitalin (in order to prevent 
or to cure vomiting and failing circulation). 


Broadly speaking the Spaniards adapted themselves 
very quickly to war conditions, and there were 
fewer cases of war neurosis and of fear reactions than 
might have been expected. 


MEDICINE AND THE LAW 


Medical Certificate by Unregistered Practitioner 


THe Medical Act, as is well known, declares that 
if a statute requires a certificate to be given by a 
physician, surgeon or other medical practitioner, the 
certificate will not be valid unless the person signing 
is registered under the Medical Act. Although there 
may not always be a statutory requirement in a 
particular instance, an unregistered practitioner often 
finds himself in an awkward position when asked to 
give a medical certificate. He will be expected to 
indicate his qualifications and this fact may bring 
him within the Medical Act by inducing the simulation 
of a title or description which he does not possess. 
Last week the magistrate at Westminster police- 
court had before him a summons against Arthur 
Fred Day of Lower Belgrave Street for using the 
title of doctor of medicine contrary to the Medical 
Act, and falsely using the description of medical 
examiner, thereby implying that he was registered 
under the act. The proceedings, taken at the instance 
of the Medical Defence Union, arose from an applica- 
tion for the grant of a pilot’s licence for the Civil 
Air Guard. The Air Ministry’s form of application 
provided for a medical certificate. Mr. Day signed 
the applicant’s form and appended his name as 
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medical examiner, He put the letters M.D. to indicate 
his qualifications, adding what the prosecution 
described as “some peculiar hieroglyphic.” There 
was no doubt that the defendant was not, and never 
had been, on the Medical Register. For the defence it 
was claimed that he had gone out of his way to 
indicate that he was not a registered medical practi- 
tioner by putting in brackets the letter “ J” after 
the letters M.D. Mr. Day explained that “J” 
stood for Jefferson College, Chicago; he had no 
intention to represent himself falsely ; he had thought 
that his examination of the applicant for the pilot’s 
licence was merely preliminary. The magistrate 
imposed a fine of 20s, with £10 10s. cost, 


SWEDEN 
(FROM AN OCCASIONAL CORRESPONDENT) 


THE TREATMENT OF PNEUMONIA. 


THOUGH recent advances in the treatment of 


pneumonia may greatly improve the prognosis, they 
have by no means simplified the task of the doctor 
called on to choose between serotherapy, chemo- 
therapy, neither, or both. At a meeting of the 
Swedish Medical Society last September the com- 
plexity of the problem was emphasised, and various 
solutions were discussed, Now Prof. Hiding 
_ Berglund, of Stockholm, has issued a memorandum 
on the diagnosis and treatment of pneumonia as 
adopted at the St. Erik Hospital, This memorandum 
‘is not intended to stereotype treatment but to 
encourage uniformity of procedure, so that really 
comparable data may shortly be forthcoming from 
many different hospitals, The pneumonia patient 
admitted to Prof. Berglund’s hospital is promptly 
subjected to a variety of tests, which include sputum 
examinations, blood-cultures, type determinations, 
and radiography. The choice between horse or 
rabbit serum and M. & B. 693 is made as follows. In 
all early cases in which definite typing is possible by 
Neufeld’s method, serum, if it is available, is given ; 
if not, M. & B. 693 is given. When there is no 
available sputum, or the Neufeld method does not 
immediately assure a type diagnosis, and the patient’s 
condition is satisfactory, treatment is deferred twelve 
hours or more while the typing tests are continued. 
If, however, the general condition is unsatisfactory, 
or if the blood-pressure cannot be maintained above 
110 mm. Hg with such remedies as ephedrine, 
M. & B. 693 is given. The nauseating effect of this 
drug can be counteracted by chloretone suppositories. 
In fulminating type Im pneumonia very large doses of 
serum (up to 700,000 units) are to be preferred to 
M. & B. 693. In general, M. & B. 693 medication 
should never be started before a bacteriological 
examination of the sputum and a blood-culture 
have been made. 


THE NOTIFICATION OF TUBERCULOSIS 


There is a proposal before the Swedish parliament 
for revision of the law of 1914 with regard to measures 
for the prevention of spread of tuberculosis. Hitherto 
the public-health authorities have had to dispense 
with legislative measures giving them a free hand in 
the matter of notification, This is incumbent on 
doctors only when they find that persons with pul- 
monary tuberculosis are living under conditions 
calculated to cause grave risks of infection for those 
who come in contact with them. The new proposals 
aim at making the notification of all cases of tubercu- 
losis compulsory. It is also proposed that, when 
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patients with infectious tuberculosis are discharged 
from hospital or sanatorium, notice of such discharge 
shall be sent to the tuberculosis dispensary in the 
area to which the patient returns, Dispensary doctors 
will have to keep a register of notifications, and 


‘patients known to be infectious will be forbidden to 


accept employment in dairies or as nursemaids. If 
these proposals become law, the public-health 
machinery in Sweden, so far as tuberculosis is 
concerned, will correspond more closely to that in 
Norway than hitherto, | 


VACCINATION AGAINST SMALLPOX 


It is proposed that the vaccination of children 
during the first two years of life shall be encouraged, 
and that, when children reach the school age without 
having been vaccinated, the schoo] medical officer 
shall vaccinate them, unless their parents or guardians 
have formally protested. At least fourteen days 
before the date of the intended vaccination notice 
thereof shall be read in church, published in the local 
press, and communicated in writing to the child’s 
custodian, | 

SICKNESS INSURANCE 


With a population of only six million odd, Sweden 


had at the end of 1938 as many. as 1,251,627 persons 


insured against sickness in approved societies. In 
1938 alone 130,000 new members joined the societies. 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


METABOLISM OF THE HEART 


THE third Sharpey Schafer memorial lecture was 
given in Edinburgh last week by Prof. C. A. Lovatt 
Evans,. F.R.S., of University College, London. He 
began by describing the enormous amount of work 
which the human heart performs during its life—i.e., 
sufficient to lift 10 kg. through ten miles—-a feat of 
endurance which is almost unequalled, for the heart 
weighs only some 300 g. The heart, however, is out- 
stripped by the muscle of the insect’s wing in quick- 
ness of contraction and speed of recovery. Short 
films illustrated the operation of the heart-lung 
preparation and showed the increase in output which 
results from increasing the inflow, and the rise in 
work performed when the arterial resistance is raised. 
The lecturer described the external and the internal 
methods of measuring the heart’s consumption of 
oxygen. By both methods it has been shown that 
the efficiency of the heart probably never exceeds 
30 per cent, and under normal conditions is usually 
between 6 and 10 per cent. 

In the denervated preparation increase in the 
work done is accompanied by increase in consumption 
of oxygen and in efficiency, but the increased work 
induced by increasing the inflow is associated with a 
greater rise in efficiency than that following increase 
in arterial pressure. In this preparation these 
manipulations are not complicated by any change in 
heart-rate. In the heart-lung preparation, however, 
in which the nerve-supply is maintajned, increase in 
arterial pressure lowers the heart-rate, whereas increase 
in output raises the rate. Gollwitzer-Meier has shown 
that vagal slowing is followed by a greater degree of 
reduction in the consumption of oxygen than can be 
accounted for by the fallin heart-rate alone, Simila rly 
adrenaline increases metabolism apart from the rise 
in rate which it may induce. In the innervated heart, 
indeed, increase in work done is often effected without 
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any increase in consumption of oxygen and therefore 
with greater economy and efficiency. 

All isolated hearts eventually fail, and the failure 
can be shown to be due to inability of the heart to 
cope with the work demanded of it. Such failure is 
associated with rising pressure in the auricles and 
with dilatation of all chambers, Running parallel 
with the dilatation there is increased consumption of 
oxygen and diminished efficiency. If the work asked 
of the failing heart be reduced, the degree of dilatation 
and the consumption of oxygen are lessened, and the 
heart becomes more able to carry out its task. If, 
on the other hand, the load be increased, increased 
work may be obtained but only at the expense of 
further dilatation, greater consumption of oxygen, and 
further lowering of efficiency. Indeed the current 
view is that cardiac insufficiency means reduced 
mechanical efficiency, with a smaller fraction of the 
energy consumed being converted into work. 

Katz and other workers have, however, suggested 
that in the failing heart there may be a diminished 
chemical change rather than a lessened output of 
work, and that the efficiency may not be reduced. 
This work was done with the internal method of 
measuring the metabolism, the coronary-sinus fraction 
of the coronary blood flow being analysed. Fisher 
has shown that, if both the coronary sinus and the 
right ventricular (thebesian vein) fractions be collected 
and analysed, a rising consumption of oxygen and a 
falling efficiency can be demonstrated when the 
heart fails. 

The addition of digitalis to the perfusing: blood of 
the failing heart diminishes the diastolic volume and 
the consumption of oxygen and increases the efficiency. 
The administration of adrenaline to the denervated 
heart may increase the work done but at greater 
expense and lowered efficiency, and long-continued 
adrenaline eventually produces failure and death. 
Gollwitzer-Meier, however, has shown that on the 
heart in situ adrenaline acts by different mechanisms, 
Direct stimulation causes increased rate and con- 
sumption of oxygen. Nervous control of the rate 
by increasing the vagal tone reduces the increased 
metabolism, while the central effect also increases 
vagal tone and lessens metabolism. The total result, 
according to him, is a reduction in consumption of 
oxygen and in rate and an increase in work done 
and in coronary flow, along with improved utilisation 
of oxygen. 

Prof. Lovatt Evans concluded his lecture with a 
film illustrating the technique developed by him for 
the study of the living heart with an artificial 
aeration chamber instead of the lungs. With this 
preparation it is possible to measure the metabolism 
of the heart without the complication of the lung 
metabolism. : 


IRELAND 
(FROM OUR OWN CORRESPONDENTS) 


A CENTENARY CELEBRATION 


THE annual meeting of the Irish Free State Medical 
Union, held last week in Dublin, was made the 
occasion of a celebration of the centenary of the 
foundation of the Irish Medical Association, one of 
the constituent bodies which joined to form the 
present Union at the beginning of 1936. The usual 
programme of the annual meeting, which consists of 
a scientific session, a business meeting, and a 
dinner, was extended this year to include a 
commemorative session, a golf competition, and a 
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medical trades exhibition, The meeting was given 
much publicity in the Irish newspapers, and the 
Irish Press issued a special supplement of 24 pages, 
including articles on the public aspects of medicine. 

At the commemorative session on June 8 an 
address on the history of medical organisation in 
Ireland from 1839 to 1939 was given by Prof. 
Robert J. Rowlette and followed by a description 
of the position of the medical profession in ancient 
Ireland by Prof, T. P. C. Kirkpatrick, who showed a 
close parallelism between the principles of the ancient 
legal codes, in so far as they concerned the medical 
profession, and those of the Hippocratic oath. In 
many respects the practice of medicine was more 
efficiently controlled in Ireland at the beginning of 
the Christian era than at present. Prof. T. G. 
Moorhead spoke on the foundation and recent history 
of the Medical Union. 

The business meeting dealt with many items in a 
short time, owing largely to the capacity of the 
president, Dr. Patrick MacCarvill, as chairman, He was 
elected to a further year of office. He recounted in 
detail the events which compelled the Union to 
“ black-list ” the army medical service of Ireland 
because of unsatisfactory pay and pensions, An 
account was also given of a recent conversation 
between representatives of the Union and the Minister 
for Local Government and Public Health concerning 
fees for immunisation against diphtheria, and the 
central council was authorised to continue discussions 
on the same lines, . 

The annual dinner, held on the same evening at 
the Shelbourne Hotel, was attended by over a hundred 
members and their guests. The heads of University 
College, Dublin, and of the two royal colleges were 
among the guests, as was also Dr. Leonard Kidd, who 
was president of the Irish Medical Association in 1903. 

On June 9, at the scientific session, a discussion on 
the developments of modern chemotherapy was 
introduced by Prof. Henry Moore, who was followed 
by Prof. Moorhead, Prof. J. M. O’Donovan, Prof. 
E. N. MacDermott, and others. 


A BELFAST HOSPITAL 


The new extension of the Hospital for Diseases of 
the Nervous System, Paralysis, and Epilepsy, Belfast, 
was opened by the Duchess of Abercorn on May 24. 
The hospital was founded in 1897 and for the past 
forty-three years has carried on its work in a large 
double-fronted house in Claremont Street. About a 
dozen years ago a convalescent home was established 
at Killowen, a large house surrounded by open 
grounds and gardens in the country near Lisburn, 
co, Antrim. The old building in Claremont Street 


- was not, of course, designed to meet the needs of a 


modern hospital, and the board felt that it would be 
difficult, if not impossible, to alter it sufficiently to 
cope with the requirements of today. The opening 
of the new hospital, which adjoins the old, completes 
the first stage of their plans. The intention is, when 
sufficient funds are available, to knock down the old 
building and to substitute modern premises, which 
will then complete the new hospital. 

The building just opened is designed on modern 
lines and has two floors. On the ground floor is the 
outpatient department, facing Abercorn Street. There 
is a large reception room for patients, and the dis- 
pensary and physiotherapeutic department lead off it. 
The examination-room for outpatients is well lighted 
and affords accommodation for students. Dressing- 
rooms for patients adjoin it. On a separate corridor 
rooms have been appointed for the establishment later 
of an operating-theatre and radiographic apparatus, 
and there is a small clinical laboratory witha mortuary 
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attached. On the second floor two main wards, one 
for either sex, each accommodating eight patients, 
are connected witha broad sun-balcony, which overlooks 
the hospital garden, and-on to which the beds may 
be wheeled in fine weather. Off the corridor between 
the wards are two single rooms and one two-bed 
room for paying patients and a large day-room for 
patients able to be out of bed. 

The new building was designed by Mr. R. Frater, 
A.R.I.B.A., chartered architect, of Belfast, in con- 
junction with the honorary visiting staff. "The cost 
has been £13,000, including equipment, and of this 
£8000 has already been subscribed. The walls, built 
of rustic brick, are finished in white plaster on the 
inside. The floors of the wards and outpatient-room 
are made of wood blocks, and cork-tiling is used in 
the corridors to deaden sound. 


The additional accommodation (the hospital can now 
take some 30 inpatients) will be a valuable extension 
of the hospital services of Belfast and an improve- 
ment in the teaching facilities already available for 
students of nervous diseases. 


—— u EEA SS 


BIRTHDAY HONOURS 


THE honours list issued on June 8 contains the 
names of the following members of the medical 
profession :— 

Baronet 


Robert Hutchison, M.D., D.Sc., LL.D. 
President of the Royal College of Physicians ; 
sulting physician to the London Hospital. 

G.C.V.O. 

Sir John Weir, K.C.V.O., M.B. 

Physician to H.M. the King; senior physician to the 
London Homeopathic Hospital. 
K.C.B. 


Lieut.-General William Porter MacArthur, C.B.E., 
` D.S.0., O.B.E., F.R.C.P., K.H.P. 
Director-general of Army Medical Services, 


Surgeon Vice-Admiral Percival Thomas Nicholls, C.B., 
M.R.C.S., K.H.P. 
Medical director-general of the Navy. 
l K.B.E. 
Air Vice-Marshal Albert Victor John Richardson, 
C.B., 0.B.E., M.B., K.H.S. 
Director of medical services, Air Ministry. 
Knights Bachelor 
Rupert Briercliffe, C.M.G., O.B.E., M.D. 


Director of medical services, Nigeria. 


Edwin John Butler, C.M.G., C.I.E., M.B., F.R.S. 
Secretary to the Agricultural Research Council. 


Robert Ernest Kelly, C.B., F.R.C.S. 


Professor of surgery in the University of Tiverpsel: 
‘Thomas Drummond Shiels, M.C., M.B. 
Medical secretary, British Social Hygiene Council. 
C.B. (Military) 


Major-General H. H. A. Emerson, D.S.O., M.B. 
Late director of hygiene, the War Offce. 


Major-GeneralI.M. Macrae,C.I.E.,0.B.E.,M.B.,K.H.P. 
D.D.M.S., Eastern Command, India. 
C.M.G. 
Ralph Roylance Scott, M.C., M.B. 


Director of medical services, Tanganyika Territory. 


Christopher James Wilson, M.C., M.D. 
Of Naivasha, Kenya Colony. 


con- 
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C.I.E. 
Lieut.-Colonel F. J. Anderson, M.C., F.R.C.S., I.MS, 
Professor of surgery, Medical College, Calcutta. 


Lieut.-Colonel R. F. D. MacGregor, M:C., M.B., LMS, 
Residency angeo; Hyderabad, Deccan. 


G.B.E. (Military) 


Colonel E. M. Cowell, D.S.O., T.D., F.R.C.S. 
A.D.M.S., 44th Division, T. A. 


Surgeon Captain Leonard Darby, M.B. 
Senior naval medical officer, Sydney. 


Colonel Roger Errington, M.C., T.D., M.D. 
A.D.M.S., 50th Division, T.A. 


Brevet Colonel Alexander Hood, M.D. 
Deputy director of medical services, British Forces in 
Palestine and Trans-Jordan. 


C.B.E. (Civil) 


Arthur Marcellus De Silva, F.R.C.S. 
Senior surgeon, General Hospital, Colombo. 


O.B.E. (Civil) 


Major Bijeta Chaudhuri, F.R.C.S., I.M.S. 
' Senior medical officer, Port Blair. 


Kenneth Hutchinson Digby, F.R.C.S. 

Professor of surgery, University of Hong-Kong. 
George Alexander Clarence Douglas, M.S. 

Orthopsedic surgeon to Brisbane Hospital, Australia. 
Hugh Arrowsmith Grierson, M.C., M.B. 

Senior medical officer, H.M. Prison, Brixton. 
Alexander Sydney Joske, M.D. 

President of the medical board, Victoria. 
Henry Richard Rishworth, F.R.C.S. 

P.M.O., Great Indian Peninsula Railway. 
Reginald Hunt Tootill, M.B. 

Of Urmston, near Manchester, 
Donald Perey Wailling, M.R.C.S.. 

Commissioner and med, officer, British Virgin Islands. 
Ernest Watt, M.D., D.Sc., D.P.H. 

Medical officer, Department of Health for Scotland. 


Montague Harold Way, M.R.C.S., J.P. 
Med. officer, St. John Ambulance Assn., Portsmouth, 


M.B.E. (Military) 
Lieutenant E. A. Cotton, D.C.M., I.M.D. 


Major Donald Ross, T.D., M.B., J.P. 
Med. supt., Argyll and Bute Dist. Mental Hospital 


Captain Walter Stewart, M.B., R.A.M.C. 
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Alan Leslie Greenway, M.R.C.S., I.M.D. 
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Radha Krishna, M.B., D.P.H. 
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Una Frances Marie Morton, M.D. 
Principal, Women’s Medical School, Agra. 
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Under this heading appear week by week the unfettered thoughts of doctors in 
Each contributor is responsible for the section for a month ; 


various occupations. 


his name can be seen later in the half-yearly index 


FROM PETER QUINCE 


III 

Now for a change let us put ourselves under the 
microscope. 

The whole business has turned out very differently 
from what we expected: and it is only reasonable 
to try to remember why on earth we ever became 
doctors ? Personally I can recall three attractions : 
(a) the moral certainty of owning a motor-car; 
(b) the urge to score off an elder brother who was 
in ‘* business”; and (c) the vague desire to be a 
“useful” member of the community. Of course 
at that age one did not regard tradesmen, mechanics 
and other business folk as being Useful Members 
of Society. They existed to make money for their 
own pockets. A doctor was—well—different: he 
was inspired by the Highest Ideals and all that. 

Now what about those deep unconscious urges 
which may or may not have activated our motives, 
and which our choice has undoubtedly satisfied to 
a greater or less extent ? Supposing, for the moment, 
“we play the Psychology Game. Disregarding the 
possibility that we may love our fellow men, or that 
the behaviour of living organisms may be of absorbing 
interest to us, let us assess all our Lowest Possible 
Motives and face them with a happy smile. Applying 
first to the Freudian. school—the Senior Service— 
we are content to believe that it didn’t get much 


of a look-in. Any half-acknowledged tendency to - 


voyeurism in premedical days was satisfied—and shall 
we say sublimated ?—long before one reached the 
Conjoint exam, Not entirely perhaps. No matter 
how familiar we may be with the female extremities, 
most of us like to have a look to make sure. Hence 
our steady attendance at those refresher courses in 
anatomy organised by Mr. C. B. Cochran. 

Adler—or Jung—comes next ?. I forget. The Will 
to Power and the desire for Affection are both offered 
easy fulfilment by the practice of medicine, and it is 
difficult to determine which is the stronger, except 
by searching self-questioning! “I” versus “Me” 
or “‘ Heads ” versus ‘“‘ Tails.” 

Heads: Which causes me the greater pain or 
anger ?—the patient who, though extremely fond of 
me, wilfully disregards my advice, or one who follows 
my instructions meticulously even though he obviously 
detests me ? 

Tails: Well, I can say at once that the patient 
who both dislikes and disobeys me causes far less 
heartache than either of the others, He’s a nasty 
piece of work and he can stew in his own juice, 

Heads: Quite so. In other words he has no status 
in my little world, so we shut him out? The only 
world that is acceptable to us comprises patients who 
like us and those who trust us sufficiently to put 
themselves in our power ? 

Tails: I suppose so, but of the two low motives 
I rather think my favourite is the will to power. 
It works most beneficially, you know, for if we find 
a section of suffering humanity putting its trust in us, 
we in all humility realise our inadequacies and strive 
to lessen them. 

Heads; Yeah? In order that this happy state of 
affairs shall be maintained on a securer basis ? 

Tails: Keeping up appearances is as low a motive 
as you could possibly want—and surely it works out 


well if it means building well and truly behind our 


faça des e , 7 
k * * 


Why is the facade so necessary ? We speak rather 
slightingly of a physician or surgeon as a “ good 
showman” and yet there is an element of envy in 
our censure, for we are all tarred with the same 
brush. If, as according to Miss Joyce Dennys, all 
our wives wear false noses, how much more truly do 
we all wear false faces. We simulate an interest 
and a confidence we are often far from feeling, and 
we dissemble our encyclopedic ignorance. Because 
if we didn’t our medicines wouldn’t work—and that’s 
that. We are the second greatest histrionic pro- 
fession in the world, with the Bar a close runner-up. 
“ It isn’t what he says but how he says it,” applies 
just as much to Sir John Upper-Gum Tree as it does 
to Ronald Squire. 

In a way I think it is unfortunate that we are such 
a healthy crowd and forget what it is like to be ill. 
When I am ill, I like the colleague who attends me 
to admit that he doesn’t know for certain what is the 
matter, but that he has seen one or two exactly 
similar cases; that there is no prospect of death, 
disfigurement or chronicity, but on the contrary every 
prospect of regaining perfect health within a specified 
time. 

While my colleague is on my job I can shut my 
eyes to the fact that I can swim faster than he can 
and have read more Elizabethan dramatists, and I 
invest him with all sorts of god-like powers. He 
makes his entry as if visiting me were the one eagerly 
anticipated event in his day. Although in a healthier 
moment I should realise that he can learn precious 
little from that stethoscope which travels so rapidly 
over my chest, and that his intent searching expression 
doesn’t mean a thing—I wear one myself when 
examining patients—all the same my heart beats 
quicker as he examines me. How pleased I am if 
he notices me not only as a patient but as a person ! 
He listens interestedly while I air what must be to 
this Super-Man the most childlike views on art, 
literature and life. While drying his hands he 
appraises—nay covets—my small Arnesby Brown 
panel. I resist a wild impulse to ring for paper and 
string so that he may take it with him—simply 
because it would be too embarrassing for him. Instead 
I resolve to send it round with a nice little note when 
I am finally out of his hands. (Don’t worry: I 
shall have come to my senses by then.) He rises 
and crosses to the door on a good laugh-line, pauses 
hand on knob and says—regretfully it seems to me— 
that there will be no occasion for him to see me for 
a couple of days, and that I’m doing well. My 
delight that I please him, both as a patient and as 
a fellow-man, knows no bounds: and when he is 
gone I recapitulate all he has said and the way he 

«said it—and his silences—and read all sorts of 
subtleties into them. I am in fact the Perfect 
Audience. Surely it is his duty to play up to me ? 

Now I come to think of it, it doesn’t always work out 
like that. When I was a medical student, a sudden 
patch of analgesia over one of my peroneal nerves 
told me I had incipient disseminated sclerosis. ... 
After J had borne this as long as I could in silence, 
I started bothering Harley Street. Harley Street 
was ever so kind, examining me carefully, reassuring 
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me and sending me away completely comforted until 
I reached Great Portland Street, when I knew that 
kind-hearted Harley Street was lying purposefully. ... 
“ Poor devil,” it was saying even now, “he’s done 
for, but it develops so slowly and with such amazing 
remissions that he may as well live in a fool’s paradise 
for as long as he can. ... A rotten ending.... 
Quite a decent chap.” (There was at this time quite 
a lull in cures for disseminated sclerosis.) I soon 
detected a kinder and more considerate attitude 
towards me on the part of all my hospital chiefs : 
They Knew. In fantasy I died beautifully many 
times, sometimes saying ‘‘ Tell Alison I loved her,” 
and sometimes keeping bravely quiet about all that 
business.... I was ploughed in the Conjoint medicine. 
One of the questions was about disseminated sclerosis 
and it spoilt my afternoon: I knew so much about 
it that I didn’t know where to begin. 

Eventually I cured myself by taking out an 
insurance policy against sickness. My paranoia did 
not extend to insurance company physicians. There 
would be no false sentiment about them. ThistimeI 
emerged from the consulting-room completely cured. 

On looking back I see that some pretty obvious 
psychological mechanism forced me at that time to 
take refuge in a phobia, and if it hadn’t been dis- 
seminated sclerosis it would have been something 
else equally incurable. Indeed I remember that 
one evening it was touch and go whether it wasn’t 
really subacute combined degeneration, and on 
another occasion (in the very early hours) it was 
a nasty touch of uremia. — 

As a result of this experience I was able to ‘‘ cure” 
several medical students suffering from phobias who 
came to me when I was a house-physician—without 
any psycho-analysis, and, sadder still, without any 
rake-off from the insurance companies. 


* * * 


To return to our fagades : Where does the extension 
of one’s personality cease to be legitimate? Dr. 
Watson’s bowler-hat and homespun tweeds were as 
much an expression of the man as Holmes’s dressing- 
gown and fiddle. He wore them because he felt 
dimly that they were fitting and perhaps because his 
wife liked him in them. He was quite unconscious 
of any impression he might be creating. I venture 
to say that quite a number of us are not so innocently 
unaware of our public for whom we play a réle which 
we hope will meet with their applause. For make-up 
we employ severally monocles, side-whiskers, butlers, 
chauffeurs, high-speed cars, knowledgeability about 
wines politics music and books, a didactic manner 


with colleagues—or even the more subtle negative ' 


mufti of patched jackets and shapeless flannels: 
“I am the sort of man who doesn’t [need to] bother 
about appearances, I am.” 

Extroversion is by no means confined to members 
of the medical profession, but the regularity with 
which they find themselves placed up-stage-centre 
gives them peculiar opportunities to develop it which 
are denied to citizens in humbler vocations. In all 
walks of life interests are apt to be pursued with one 
eye on an audience. Art galleries are trudged round 
and concerts sat through not for the immediate 
personal enjoyment so much as for the later satis- 
faction of Being Able to Talk About It. The various 
book societies (unwittingly perhaps) have fostered 
this bogus-reading habit. At dinner parties one 
finds that one’s neighbours, having all browsed in 
the same pastures, are all braying in the same key. 

And after all what does it matter ?—so long as we 
don’t lose sight of our real selves behind our masks 
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and don’t confuse ourselves with the parts we are 
playing: in other words, so long as we remain hum- 
bugs and don’t become hypocrites? A man with 
natural gifts of voice and personality is a fool not to 
exploit them if they enable him to do his job better. 
It is only when his inner self bows down and worships 
his Conception of his Rôle, and he can no longer 
laugh with those who rag him about it, that he has 
lost his soul. 
Ask any actor. 


BICENTENARY OF QUEEN CHARLOTTE’S 


THE bicentenary festival dinner of Queen Charlotte’s 
Maternity Hospital, London, was held at the Savoy 
Hotel on June 7 when about 200 guests were present. 
The Duke or KenrT, who presided, said that Queen 
Charlotte’s was the first hospital to admit the 
unmarried woman with her first child, and was fore- 
most in making provision for the confinement of 
mothers in their own homes. In point of fact it 
was founded not by Queen Charlotte but by a famous 
obstetrician, Sir Richard Manningham, who engaged 
a building next to his own house in Jermyn Street 
in 1739, five years before the Queen’s birth: it is 
therefore the oldest maternity hospital in the Empire, 
and from the beginning has depended upon voluntary 
contributions. In 1809 the Duke of Sussex became 


its president and chairman of the committee, and his 


mother, Queen Charlotte, and his brothers gave 
their patronage: the Duke of Cambridge succeeded 
him in the presidency. The hospital was rebuilt 
in 1856 and extended in the following year to what 
now constitutes the old building in Marylebone 
Road: the present structure on the five-acre site 
at Hammersmith was begun in 1929. Since its 
foundation the hospital has confined over 275,000 
mothers while its medical school has trained over 
15,000 students and midwives; at present there are 
150 nurses and 6 medical officers in residence, and the 
hospital has 27 consulting specialists—figures which 
will increase when the new buildings are occupied. 

Mr. EARDLEY HOLLAND said that the hospital 
annually cares for over 4000 women during pregnancy 
and confinement, and is a training and research 
centre which serves as a model for other institutions: 
as many as a quarter of its resident medical officers 
have become obstetric specialists so that Queen 
Charlotte’s may rightly be called “the staff college 
for obstetricians.” In the new buildings a mother 
would hear the song of the blackbird instead of the 
roar of a motor-bus and she would see not bricks and 
mortar but trees. With 200 beds it will be the 
largest maternity hospital in the Empire, and is 
designed for the maximum of safety; the wards 
will be small with not more than six beds, each 
curtained off (very ill people will have single rooms) 
and all beds will be fitted with individual light, bell, 
wireless plug, and power point. He emphasised 
the fact that pay-beds will be provided for patients 
with moderate means. The isolation block and 
research department were built on the new site in 
1930, and as a measure of their importance he 
referred to the decline in the mortality-rate due to 
hemolytic streptococcal infection at the isolation 
block, from 20 per cent. during 1931—35 to 5 per cent. 
in 1936—after the introduction of sulphonamides. 
Associated with this was a fall in national maternal 
mortality-rate per 1000 births from 4 in 1936, to 
3:1 in 1937, and 2-9 in 1938, the lowest figure ever 
recorded in this country. ee 

Sir Wr11aAm JowriT paid tribute to the nursing 
staff, saying that out of the total cost of about 
£500,000 a sum of £170,000 is still needed, half of 
which is for the nurses’ home. He stated that for 
£1000 a mother’s bed may be endowed in perpetuity; 
for half this sum a nurse’s bed or baby’s cot can be 
endowed, or four nurses can be trained. 

Nurses from Queen Charlotte’s then 


donations, which totalled £6125. puected 
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SULPHANILAMIDE IN TYPHOID FEVER 


Sm,—In your last issue Dr. Harries and his 
colleagues describe the treatment of seven cases of 
typhoid fever with the sulphonamides—sulphanil- 
amide and M. & B. 693. Although they are cautious 
in making claims for this treatment, the impression 
to be gained from their article is that sulphonamides 
should be used in similar cases. Thus they state 
that sulphanilamide can exercise a bacteriostatic 
effect on B. typhosus in the blood-stream, though 
from the next sentence it seems that the reference is 
actually to M. & B. 693 (which is not sulphanilamide). 

I have seen two patients with typhoid fever who 
had been treated, the one with sulphanilamide, the 
other with M. & B. 693, before the establishment of 
the diagnosis. 

The first was a man aged 75 years, whose symptoms 
started on Dec. 28, 1928. He was given sulphanil- 
amide, 3 grammes daily, from Jan. 8 to 16. The 
temperature throughout this period varied from 
101° to 103° F., and the general condition, including 
the development of nocturnal delirium, was exactly 
that which would be expected at this stage of the 
disease. I advised withdrawal of the drug. The 
fever lasted for five weeks and recovery followed. 

A more striking instance of the uselessness of 
sulphonamides for typhoid fever was presented by a 
female aged 43, whose first symptoms arose on 
Dec. 8, 1938. She was given M. & B. 693 in 1-gramme 
doses five times daily from Dec. 14 to 23 inclusive. 
For the first twenty-four hours of this treatment the 
temperature fell from 103° to 99°; and then it rose 
to a daily swing of 101° to 104°. Blood taken on 
Dec. 20 and 23, when she was saturated with 
M. & B. 693, and was deeply cyanosed as a result, 
gave positive cultures of typhoid bacilli. The illness 
was a severe one, the pyrexia lasting for seven 
weeks. 

Here then are two instances in which sulphonamide 
treatment, even in large: doses, was powerless to 
influence the course of typhoid fever. In view of the 
great natural variations in the manifestations of the 
disease, I question whether a case has been made 
out for the employment of drugs which are by no 
means devoid of danger. 

I am, Sir, yours faithfully, 


Harley Street, W.1, June 12. A. H. DOUTHWAITE, 


THE APPENDIX MASS 


Sir,—Mr,. McNeil Love in his article on the 
appendix mass in your issue of June 3 raised the 
perennial but extremely important question of 
treatment. 

In my own opinion the “ mass’ due to an inflamed 
retrocecal appendix is the only one which can be 
treated expectantly with any safety. It is due to 
the induration of the cecal wall, and the appendix is 
as a rule well ‘shut off ” from the general peritoneal 
cavity. This is the commonest position in which to 
find the appendix at the subsequent interval opera- 
tion. Where the appendix is not in this position the 
“ mass” is formed by adherent omentum and coils 
of small bowel, and is lying in the general peritoneal 
cavity or in the pelvis. In these cases I believe great 
risk is incurred in adopting expectant treatment. 
The main difficulty is the correct diagnosis of the 
origin of the “ mass,” and if this is appendiceal, of 
the position of the appendix. The latter may be 
known from a previous barium meal or enema 
examination, The character of the symptoms and 
signs, which I have discussed fully elsewhere, may 
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suggest a retrocecal position. When a patient is 
first seen after the third day of the attack and has a 
palpable “mass” in the right iliac fossa, and the 
evidence is in favour of retrocecal appendicitis, but 
without signs of suppuration, then expectant treat- 


. ment rather than immediate operation is advisable, 


except in children. 

If the appendix perforates, a retrocecal abscess 
forms, which, as a rule, readily localises ; but spread 
to the subphrenic region is possible and a perforation 
near the base of the appendix may result in immediate 
general peritonitis. If the evidence points to the 
presence of or the development of a localised retro- 
cecal abscess (leucocytosis, true rigidity in the loin, 
palpable “ mass” in the right iliac fossa), then opera- 
tion is generally indicated; but great care is necessary 
in estimating the optimum time for interference, 
especially in middle-aged and elderly patients. These 
are often surprisingly well, especially if not seen 
until 7-10 days after the onset of the attack; yet 
simple drainage of their abscess may end fatally owing 
to such complications as secondary hemorrhage, 
paralytic ileus and portal pyemia, 

Although the appendix is undoubtedly the com- 
monest source of a ‘‘ mass” in the right iliac fossa, 
yet occasionally errors in diagnosis are made, Apart 
from the difficulty of subsequent explanation to the 
friends and relatives, the prognosis may be affected 
adversely by the delay. I have found the following 
conditions, admittedly rare, simulating an appendix 
mass: (1) inflamed Meckel’s diverticulum; (2) 
inflamed solitary diverticulum of the cecum; (3) 
tuberculoma of the ileum; (4) tuberculous hyper- 
plastic cecal tumour; (5) abscess of external iliac 
lymphatic glands. 

I am, Sir, yours faithfully, 
Harley Street, W.1, June 12. CAMERON MacLEop. 


THE PROBLEM OF MEDICAL LITERATURE 


Srr,—No-one can deny that the present state of 
medical literature is simply chaotic, nor is there any 
prospect of improvement. The general problem is 
nobody’s business and so it drags on with the result 
that thousands of pounds are wasted and there is 
much delay in bringing the fruits of research to the © 
public benefit, 

Take the position of the average doctor who has 
an idea and wants to find out what has been done 
on the subject already. If he has been able to afford 
five guineas he writes to the Royal Society of 
Medicine and asks the question. The non-medical 
librarians of this excellent institution consult the 
Cumulative Index and the Surgeon-General’s Cata- 
logue, both American publications, and in due course 
a list of possibly some hundreds of references arrives. 
They are in all manner of languages; some are 
relevant, many are not, He next tries to find where 
the journals are and he will, if he is lucky enough to 
locate them at all, find they are scattered all over the 
libraries of Britain ; some are already on loan, some 
are in libraries which do not lend. He will discover 
that many libraries take in the same journals and 
that most have had to restrict their intake to what 
they can afford. They continue the old classics 
because they do not wish to spoil their existing sets. 
Having obtained a journal—which journal may be in 
Hungarian—he has to find a translator and having 
had it translated he may find that the paper is not 
relevant after all. And so he goes on until any 
enthusiasm he has had becomes melted. Too often 
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the list of references is appended unread and so the 
mountain, of unnecessary literature grows. l 

Surely the time has come when there ought to be 

a greater measure of coördination amongst libraries 

to make the lesser-known journals more readily 

-accessible. In London alone there are no fewer than 

- fourteen general medical libraries, all belonging to 


different bodies who are jealous of their own posses- . 


sions. It is difficult in the circumstances to see what 
might be done, but two lines are evident and these 
may be stated quite shortly. It is most desirable 
that medicine, like chemistry and physiology, should 
have an adequate abstracting journal. Nor is that 
enough. Every few years there ought to be systematic 
reviews in all subjects, somewhat on the lines of 
Allbutt’s “System of Medicine” and adequately 
supplied with references to the original papers. 

It may be asked who is to pay. From the 
publisher’s point of view it is, as recent publications 
have shown, a paying proposition. I believe writers 
would be forthcoming if there was a provision of 
adequate clerical assistance, and the expense would 
be negligible compared with what would be saved 
-in preventing undue repetition of investigations. 
Research workers are apt to reply to this that they 

:: know all the new work. This may or may not be 
true in special instances: publications in the best 
medical journals, by men of eminence and others, 
show that generally it is not.. It would be easy (but 
invidious) to give examples, The difficulties are 
great for the experienced workers; what chance 
then have the younger men who, full of promise 
_ and enthusiasm, find themselves up against a system 
which belongs to a bygone age when communications 
. yere difficult and journals few? It is on them that 
‘the future of medicine really depends. Why should 
they be allowed to waste their precious hours and 
often public money doing work which would be 
unnecessary but for sheer lack of coérdination amongst 
the medical bodies concerned ? 

I am, Sir, yours faithfully, 
R. J. S. McDowatt, 


Department of Physiology, King’s College, 
London, June 12. 


THE ORIGIN OF FIBROIDS 


S1rr,—I was much interested in the paper by Prof. 
Lipschütz and Dr, Vargas in your last issue, and also 
in your leading article. The production of uterine 
fibromyomata by means of repeated injections of 
follicular hormone is a most suggestive finding, and 
is comparable to the work of Laccasagne and Burrows. 

Lipschütz and Vargas say that “it seems very 
probable that the uterine fibromyomas in women are 
a local sign of an endocrine disturbance.” I think 
there is abundant clinical evidence to support this 
statement, apart from their animal experiments. As 
is pointed out in your leader these tumours rarely 
appear before the menarche or after the menopause, 
and they usually regress after the menopause, whether 
natural, surgical, or the result of radiation. Among 
other relevant characteristics I may mention the 
disproportionate increase in size of fibroids during 
pregnancy, and their rapid involution in the puer- 
perium. This corresponds with the great increase of 
follicular hormone during pregnancy and its decrease 
in the puerperium. Again, when operating for 
fibroids, one often finds follicular cysts in the ovaries, 
Further, fibroids are commoner in unmarried women, 
and I think also in married women who are voluntarily 
sterile: in both these types the incidence of ovarian 
dysfunction is higher than in parous women, Yet 
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another point is the common association of fibroids 
with endometriosis, 

I suggest that we have here abundant clinical 
evidence of hormonal disturbance, It will be interest- 
ing to note whether fibroids develop in any patients 
receiving large doses of follicular hormone. The 
possibility that fibroids may ultimately become 
amenable to hormone therapy is a fascinating one, 
and it would be interesting to test this possibility in 
a case of impacted fibroid associated with retention 
of urine, for it should be possible here to obtain 
objective evidence of a decrease in size when the 
next menstrual period occurred, 

I am, Sir, yours faithfully, 

Manchester, June 11. T. F. Topp, 


PROPHYLAXIS OF WHOOPING-COUGH 


S,—In an annotation on April 8 (p. 835) you 
stated that “it is generally agreed that if a vaccine 
prepared from H. pertussis is to have any prospect of 
success freshly isolated smooth (phase I) strains must be 
used ” and that “ a total of at least 80 million organisms 
must be injected.” This is undoubtedly the current 
opinion, But, while the admirable field experiments 
of American workers, Sauer and Kendrick in par. 
ticular, have established the efficacy of such vaccines, 
it does not necessarily follow that the success of the 
vaccine is dependent on the use of freshly isolated 
phase I strains, since the use of high doses accom. 
panied the introduction of such vaccines. 

We are not aware of any conclusive tests in children 
in which vaccines prepared from old laboratery 
strains, still in phase I, or from rough strains 
(phase III) have been directly compared in the same 
doses with vaccines prepared from freshly isolated 
strains, The cautious conclusion of Leslie and 
Gardner,! to whose study of the agglutinative phases 
of H. pertussis a great part of the revival of interest 
in the prophylaxis of pertussis must be credited, was 
that “the general results of our immunity experi- 
ments are therefore irregular and further work is 
clearly needed. But the evidence so far obtained, 
coupled with the serological findings, indicates that, 
for prophylactic vaccination of the human subject, 
phase I vaccines made from freshly isolated strains 
are more promising than those made from old 
cultures.” Leslie-and Gardner’s evidence is now less 
convincing, because they showed that the death of 


‘guineapigs, the animals employed in their experi- 


ments, was solely toxic, and Evans and Maitland? 
have since failed to find any evidence of antigenicity 
of pertussis toxin, a finding we can confirm. ~ 

These objections are not merely captious. 
not always possible to obtain fresh strains of 
H. pertussis in interepidemic periods in Australia. 
Burnet and Timmins * demonstrated the high suscepti- 
bility of the mouse to experimental infection by the 
intranasal route and suggested the use of this method 
in the investigation of the efficacy of various types of 
vaccines, Following this lead, we have been able to 
show that the sera of certain adult contacts, and of 
some patients convalescent from whoopin g-cough, 
can passively protect mice against death or infection 
with lethal doses of H. pertussis. Similar protective 
properties are demonstrable, but in a lesser degree, 
in the sera of children immunised by Sauer’s method, 
but not in the pooled sera of healthy adults or of 
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control unimmunised children. Strains maintained 
at these laboratories for three years retain full 
virulence for the mouse and remain in phase I. 
Presumably these strains should provide as efficient 
antigens as fresh strains, though we have not yet 
tested the sera of children immunised with such 
vaccines, or with vaccines prepared with rough 
avirulent strains. Tests of rabbit sera indicate that, 
in that animal, rough strains may be as efficient as 
smooth strains in stimulating the appearance of 
protective antibody. Full details of the work on 
which these statements are based will be published 
shortly in the Australian Journal of Experimental 
Biology. 

Naturally, these findings do not affect your con- 
clusion that, until more information is available, 
vaccines for prophylactic immunisation should be 
prepared by methods proved to be efficient. 

We are, Sir, yours faithfully, 
ESMOND V. Kusan 
EDGAR A. NORTH. 
Commonwealth Serum Laboratories, Melbourne, May 19. 


THE PRACTITIONER AS SCIENTIST 


Sm,—It might be well to recall in reference to 
Lord ‘Stamp’ s address, published in your last issue, 
a remark of the late Sir James Goodhart, sometime 
physician to Guy’s Hospital. In speaking of new 
remedies, his advice was: ‘‘ Go on using it, my boy, 
while it is still curing.” 

I am, Sir, yours faithfully, 
Cardiff, June 9. A. W. SHEEN, 


CLOSED TREATMENT OF COMPOUND 
FRACTURES 


Smr,—I have read with interest the letter of Dr. J. 
Trueta Raspall in your issue of April 8, in which he 
replies to the criticisms of Colonel E. M. Cowell and 
Colonel P. H. Mitchiner on the closed treatment of 
compound fractures due to war wounds. My experi- 
ence here in Shanghai, during the Sino-Japanese 
hostilities in. the late autumn of 1937, tends to confirm 
all that Dr. Trueta claims for the method; this in 
spite of the fact that the wounded had often been 
lying out on the battlefield for two or three days 
before admission to hospital and on arrival already 
had heavily infected wounds. I must admit, how- 
ever, that gas-gangrene and tetanus were very 
uncommon, owing no doubt to the fact that human 
manure and not horse or cow manure is used by 
the Chinese farmer. Had these infections been 
common, I should have been reluctant to use the 
closed method. 

I agree with Dr. Trueta that a wide excision of 
all damaged tissue is essential, and that a wide and 
open gutter type of wound should be made, so that 
the path ‘of’ least resistance for the discharges is 
towards the surface and not up the intermuscular 
planes. The method is most effective in the distal 
parts of the limb, where immobilisation by plaster is 
absolute, the slightest muscular movement tending 
to encourage the spread of infection. Most of the 
wounds treated were shell and bomb wounds with 
large areas of destroyed soft tissue ; excision of these 
wounds usually left the desired type of wide-open 
cavity for closed plaster treatment. 

I have had little experience of through-and-through 
rifle wounds, and the experience I have had has been 
in civil practice, with patients who have had a daily 
bath and clean underclothing and have been admitted 
to hospital within an hour of receipt of their wounds ; 
and, although there have been successful results, 
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‘1 feel sure that this has been due to the above con- 


ditions, which made deep infection improbable and 
are not to be hoped for in the case of a soldier on- 
active service. In these cases the principle of a wide- ‘ 
open wound for drainage purposes cannot always be 
applied without sacrificing healthy structures; the 
second principle, however, of absolute immobilisation 
is still essential and is best attained by a split plaster 
case, which allows for swelling of the limb and 
inspection if necessary. 
I am, Sir, yours faithfully, 
Shanghai, May 15. A. D. WALL. 


_ ACTIVATION OF MALARIA BY VACCINES 


Srm,—In THe Lancet of June 3, p. 1262, I read 
with great interest the observation of Drs. Murgatroyd, 
Findlay, and MacCallum concerning a long-latent 
infection with Plasmodium ovale becoming manifest 
after yellow-fever vaccination. In 1926 I made a 
similar observation after the administration of another 
sort of vaccine. 


Having diagnosed ulcerative colitis in a woman ` 
of about 30, I prescribed an autogenous vaccine. 
The injections were administered by Dr. M. Hetényi 
twice a week, and the first two were followed by 
shivering, and sometimes rigors, with fever 100-102° F. 
Pyrexia appeared four to six hours after the intra- 
muscular injections. On ene day after. the third 
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OF VACCINE 


injection chill and fever reappeared and were more 
intense than previously. At first the possibility of 
a local infection at the site of the intramuscular 
injection was considered, but no acute inflammation 
or infiltration was detected. Fortunately the tempera- 
ture of 104° F. lasted only a few hours and then 
subsided, with copious perspiration. Two days 
later, however, rigor and high temperature returned, 

without any intervening injection of vaccine (see 
the accompanying chart). The patient gave no history 
of malaria. Blood-films, prepared during a third 
attack of fever, revealed the presence of the parasites 
of tertian malaria and the patient was cured by the 
regular administration of quinine. 


I think that there is no doubt about the activation 
of latent malaria by injections of vaccine. The above 
case is of special interest because the patient not only 
gave no. history of previous malarial infection but 
also denied ever having been in a tropical or a sub- 
tropical country. Her husband, however, had been 
infected with malaria in Albania in 1918, and finally 
cured in 1923. It is impossible to find out whether, 
and if so when, the husband’s malaria was transmitted 
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by an anopheles to the patient, in whom no symptom 
of malaria was observed, the infection remaining 
latent. 

During the Great War we saw many patients 
suspected of malaria, and in some cases of latent 
malaria the correct diagnosis was made by examining 
the blood during an attack of fever artificially pro- 
duced by injecting protein. 

I am, Sir, yours faithfully, 
EUGENE ROSENTHAL, 


| Lecturer in the Royal University of Budapest. 
Budapest, June 7. 


CHEMOTHERAPY AND THE EYE 


Sir,—In view of the use of 2-sulphanilyl-amino- 
pyridine (M. & B. 693) in chemotherapy and its 
possible application in ophthalmology it may be 


PUBLIC 


A Minority Programme 


THE Medical Practitioners’ Union, meeting at 
Blackpool last weekend, adopted a nine-point pro- 
gramme for the improvement of the general medical 
services of the nation. Anintroductory memorandum 
emphasises the danger of reforms being made at 
short notice by political parties, and recognises that 
“in accordance with the normal mode of law-making 
in this country, the next extension of medical service 
is almost certain to be designed to appeal to as 
many voters as possible, with as little disturbance of 
existing interests as can be managed.” In putting 
forward its own plans the union refers to the legitimate 
claim of the profession to be properly paid, but 


frankly declares that the amount and method of 


remuneration of practitioners are professional prob- 
lems which cannot possibly affect the decision as to 
what steps can best be taken towards a complete 
health service for the nation. Its own recommenda- 
tions are based on extension of the general-practi- 
tioner service to everybody; this it thinks much 
more important than the provision of extra specialist 
and institutional services, which can already be 
provided by county and borough councils. The first 
step should be to extend the benefits of the panel 
system—and only those benefits—to the whole 
population, without distinction of wealth. (If this 
entailed hardship for doctors practising chiefiy among 
the well-to-do this hardship would have to be 
remedied.) The union would abolish insurance con- 
tributions and make medical benefit a direct charge 
on the state; but except in thinly populated areas it 
would continue the payment of practitioners on a 
capitation basis. Though, like all treatment services, 
the general practitioner’s work would eventually 
come under the control of the Ministry of Health, 
operating through local committees analogous to the 
insurance committees and panel committees of 
today, it would not be controlled by the municipal 
medical officer of health; the opportunities and 
education of that officer do not fit him to supervise 
treatment services, and his political position and 
relations with his council make it hard for him to do 
even his existing work efficiently. 

The union also demands that the poor-law taint 
should be removed from all forms of medical treat- 
ment, criticises the existing maternity services 
because they disconnect the practitioner from 
obstetrics, and seeks changes in the General Medical 
Council and medical education. It reiterates its 
view that there is little value in wrangles about ideal 
systems when all energies need to be concentrated 


interesting to record that it is excreted in the tears, 
J. G. Bellows and H. Chinn (J. Amer. med. Ass. 
May 20, 1939, p. 2023) have observed that, after oral 
administration, sulphanilamide penetrates into the 
eye; the concentration in the chorioretinal layer 
approached that found in the blood. After giving 
M. & B. 693 to several subjects in a dosage of 
0:02-0:05 g. per kg. of body-weight I was able to 
detect the drug in the tears, as free amino body, 
after four hours (when the concentration in the blood 
is usually at a maximum) in a concentration of 
3-5-7-2 mg. per 100 c.cm. These concentrations 
were similar to those found in the blood. 

I am, Sir, yours faithfully, 

R. WIEN. 


Pharmacological Laboratory, 17, Bloomsbury 
Square, W.C.1, June 9. 


HEALTH 


on improvement of existing services. Lord Horder, 
who addressed the conference on Saturday, edn- 
gratulated the union on the practical nature of its 
policy, and remarked on the regrettable tendency jto 
regard medical and social improvements as planks for 
politicians. He deplored the retreat of the family 
doctor before the advance of the bureau, and on 
the larger question of national health said that |to 
preach health to people living below the poverty lime 
is gross hypocrisy. 


INFECTIOUS DISEASE 


| 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JUNE 3, 1939 ' 


Notifications.—The following cases of infectious 
disease were notified during the week : Smallpox, 0; 
scarlet fever, 1427; diphtheria, 717 ; enteric fever, 25 
(32 “ expected ”); pneumonia (primary or influenzal), 
728 ; puerperal pyrexia, 195 ; cerebrospinal fever, 30 ; 
acute poliomyelitis, 13; encephalitis lethargica, 5; 
relapsing fever, 2 (Preston, Crosby); dysentery, 31; 
ophthalmia neonatorum, 99. No case of cholera, 
plague, or typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on June 9 was 2954, which included : Scarlet 
fever, 648 ; diphtheria, 639 (carriers, 25); measles, 3: 
whooping-cough, 941; puerperal fever, 18 mothers (pius 9 
Be ate annita, tore wate 1 bakes Give: E mi 
with ophthalmia neonatorum. 7 morae) 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 2 (0) from enteric 
fever, 3 (0) from measles, 1 (0) from scarlet fever, 
18 (4) from whooping-cough, 10 (1) from diphtheria, 
39 (7) from diarrhoea and enteritis under two years, 
and 14 (1) from influenza. The figures in parentheses 
are those for London itself. 

and Huddersfield orted the 

t Shora. eT Manchaster had 2 “deaths from ee D Tyree 

atal cases of diphtheria were scattered singly over 10 great 
towns. Six deaths from diarrhoea occurred at Liverpool, 4 at 
Birmingham. ¥ 
The number of stillbirths notified during the week 
was 233 (corresponding to a rate of 39 per 1000 total 
births), including 42 in London. 


—— 


«,.. The widespread tendency of cutting down 
consumption and actually reducing living standards as a 
consequence of armament policies brings out the sharp 
contrast between this form of public spending and public 
spending designed as a recovery measure. Although both 
produce an initial increase of activity, the latter aims at 
stimulating consumption, whereas armament spendin g has 
to be accompanied by special measures to prevent any 
expansion of consumption and a rise in living standards.” 
—J. G. Wrnant in his first annual report as director of 
the International Labour Office, 
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ARTHUR LOGAN TURNER 
M.D., LL.D. EDIN., F.R.C.P.E., F.R.C.S.E., F.R.S.E. 


Dr. Logan Turner, who died in Edinburgh on | 


June 6, was the second of the five children of Sir 
William Turner, anatomist and medical educationist, 
and Agnes Logan, farmer’s daughter of Burnhouses, 
Berwickshire. Shortly after his birth his father 
succeeded to the chair of anatomy in the University 
of Edinburgh and he later became principal and vice- 
chancellor of the university and its representative 
on the General Medical Council. Sir William was 
a great teacher and organiser and in his leisure a 
keen traveller, but 
in his home there 
was nothing in the 
nature of sport. It 
was a stimulating 
house to live in, 
often full of guests 
eminent in science, 
literature or art, 
though Sir William 
never lost contact 
with student life. 
Arthur followed 
his brother to 
Fettes College and 
< Edinburgh Uni- 
. versity where he 
took his medical 
degree in 1889; 
two years later he 
became F.R.C.S.E. 
; After a house- 
appointment and assistantship to Thomas Annandale 
he had a mind to become a general surgeon, but 
was dissuaded by an injury to his hand which led him 
instead to specialise in diseases of the ear, nose and 
throat. His first appointment in this specialty was 
surgeon to the Deaconess Hospital, and he was 
appointed laryngologist to the Royal Infirmary in 
1906, remaining there until 1924 when he became 
consulting surgeon. During the late war he served 
at the 2nd Scottish General Hospital with the rank 
of captain, R.A.M.C. (T.F.). After retirement from 
active work at the Royal Infirmary he was elected 
president of the Royal College of Surgeons of Edin- 
burgh and of the Medico-Chirurgical Society, and 
he was made an hon. F.R.C.P. In 1928 he was 
Semon lecturer, and he was also president of the section 
of laryngology and otology of the Royal Society of 
Medicine, and corresponding member of many 
American and continental societies. But his public 
service and a considerable private practice never 
stood in the way of the literary work in which he 
found his chiefest pleasure. He was joint editor 
of the Journal of Laryngology and Otology 1921-29 ; 
his ‘‘ Manual of Diseases of the Nose, Throat and 
Ear” went through several editions; and his 
historical sense found play in the biography of his 
father published in 1919 and in the ‘“ History of the 
University of Edinburgh, 1883-1933,” which was a 
supplement to Sir Alexander Grant’s story of its 
earlier years. When the Royal Infirmary completed 
its second century it was Logan Turner who told its 
story, which contributed to the success of the appeal 
for the extension now happily completed. 


Drummond Young, Edinburgh 


Dr. Edwin Bramwell writes: ‘‘ Logan Turner 
never seemed to age. He was never ill; he gave the 


impression, as I said to him not many weeks ago, 
that he might live well into the nineties. His passing, 
as the result of a coronary thrombosis, came as a 
shock to his many friends and is a grievous blow to 
the Edinburgh medical school. We could ill afford to 
lose him, 

“ A distinguished research worker and exponent 
of his specialty, an indefatigable worker who insisted 
on meticulous exactitude, an impressive teacher and 
an able organiser, J doubt whether anyone has ever 
served a hospital charge more conscientiously or 
made better use of the clinical material at his disposal. 
Always encouraging, considerate and generous to a 
fault, his personality compelled the affection and 
respect of his juniors. Little wonder that he was 
regarded by them as the ideal chief. Thorough in 
his methods he availed himself to the full of extraneous | 
expert knowledge on the borderland of his specialty. 
As a consultant I have known no more under- 
standing or helpful colleague; and he was gifted too 
with a breadth of outlook rarely met with in the 
specialist. The patients’ outlook and requirements 
were his first consideration and he inspired them with 
confidence, 

‘“‘Turner’s alma mater had no more devoted son. 
His researches into the annals of the school were 
outstanding contributions. The biography of his 
father, his ‘Story of a Great Hospital,’ the ‘ History 
of the University from 1883-1933,’ which he inspired 
and edited, and the University Journal, which he 
edited during the first ten years of its existence, are 
records of his unflagging industry. But, quite apart 
from these publications which bear his name, Turner 
gave of his experience ungrudgingly whenever it was 
called for. He took an active part in the manage- 
ment of the Royal Infirmary and other hospitals for 
many years and he played a prominent réle in many 
of the activities of the school. The students had no 
better friend, for he was always ready to enter into 
their projects. 

“ But it is especially of his personality that I would 
write. To say that Turner was popular would be 
incorrect, for he did not seek popularity and shunned 
publicity. He was not a witty speaker, he did not 


sparkle in society, he never played to the gallery. 


Duty was, I think, his motto. One of the most 
unselfish men I have ever met, he stood for all that 
was honourable; he was a man whom everyone 
trusted and in whom everyone had confidence. Even 
when he held strong views he would listen con- 
siderately to what others had to say ; he did not try 
to force his opinions upon them and he was always 
open to conviction. If he had a failing it was his 
modesty—and yet this was one of his attractions. 
He resembled his father in many ways but without 
his commanding presence and impressive voice. 
I only once heard Turner make a speech of any length. 
A question of policy was under consideration, 
numerous facts had to be marshalled and conflicting 
views conciliated. It was the speech of a statesman 
and I saw the speaker in a new light. 

“A great medical school mourns a devoted son. 
His intimates will remember not the versatility 
of his accomplishments but the simple unassuming 
gentleman with a subtle attractiveness and 
sympathy which they had the good fortune to 
enjoy.” . 


Dr. Logan Turner was unmarried and is survived 
by his elder brother, Dr. W. Aldren Turner. 
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FRANCIS ROBERT SEYMOUR 
M.D, DUBL., D.P.H. 


Dr. Francis Seymour was at work as usual at the 
Ministry of Health on June 6, but he was taken ill 
that afternoon and died during the night of 
cardiac disease, Seymour was born in 1882 at 
Armagh, in Northern Ireland, where his father, 
Robert Seymour, was curate. He went to three public 
schools, the Royal School, Armagh, St. Columba’s 
College, Dublin, and Campbell College, Belfast. He 
then proceeded to Trinity College, Dublin, where he 
had a brilliant career, winning the first foundation 
scholarship, the gold medal and a senior moderator- 
ship 'in chemistry and ‘physics, taking his M.B. with 
honours and his M.D. in 1907. After graduation he 
studied bacteriology and pathology at St. Mary’s and 
King’s College Hospitals, London, and became patho- 
logist to the London Temperance Hospital. 


In 1912 Seymour was appointed a medical inspector 
of the Local Government Board. Sir Arthur 
Newsholme was then the medical officer of the Board 
and his colleagues included George Buchanan, Richard 
Reece and Bruce Low. It was customary to attach 
all new entrants to a senior member of the staff 
“ for purposes of instruction,” and Seymour had the 
good fortune to be attached for this purpose to 
Frederick Mivart, who initiated him into the mysteries 
of official procedure and remained his lifelong friend. 
In the early days of the late war Seymour played his 
part in the work of preventing infection: among the 
large masses of troops in training. In 1915 he was 
attached to the War Office and he was eventually 
promoted to the rank of major in the R.A.M'C. At 
the end of the war he became secretary to the inter- 
departmental committees on tuberculosis and the 
prevention of infectious diseases in connexion with 
demobilisation, Since then, as a medical officer of 
the Ministry of Health, he had made a particular 
study of the prevention and treatment of tuberculosis, 
and the measures necessary to ensure wholesome food- 
and water-supplies. On account of his special know- 
ledge and experience he was chosen in 1934 to report 
on the water system of Bermuda. He also took part 
in a study tour in Poland organised by the health 
section of the League of Nations, and wrote a report 
on the health services in that country, which appeared 
in the Medical Officer. Both of these reports were 
masterpieces of clear statement and compression, In 
1935 he delivered the Chadwick lecture on ‘‘ Men 
and Masses ”—an admirable survey of the evolution 
of public-health endeavour and a subtle analysis of 
preventive medicine as a philosophy. He made few 
appearances as 2 formal lecturer but he could delight 
an audience with his forceful delivery and his skilful 
mingling of wisdom with droll stories of his own 
invention, In 1935, too, he was appointed deputy 
senior medical officer of the section of the Ministry’s 
medical department which deals with the relation of 
food to health and disease. Last autumn an official 
visit to Holland gave him a fresh opportunity for 
field investigation and much of his energy had since 
been devoted to studying the differences between 
Dutch health statistics and our own. In Holland, asin 
the other countries he visited, his understanding of 
men made him many close friends. Only two months 
ago he was promoted to be principal regional medical 
officer for south-west England, and had already done 
an immense amount of work in connexion with the 
emergency medical services in his area. ‘‘On the 
whole,” he wrote a few days before his death, “ I am 
very much pleased with the new system and think it 
is full of opportunity.” 
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It was always a happy adventure to visit Seymour 
at the Ministry of Health. His friends knew that a 
warm welcome was certain, but they also had the 
exciting sense that something unexpected would 
happen, Seymour never allowed his mind to grow 
stale, either in his work or in his many-sided activities 
outside. He had no routine in word or action, and 
the visitor was apt to find himself, at some staid hour 
of the official day, plunged into a lively discussion 
of a problem illuminated for the first time in the 
clear light of Seymour’s mind. He was a brilliant 
talker; wit and wisdom jostled with one another 
in his hospitable home, where discussions ranged far 
and wide. He invariably gave expression to his 
convictions, sometimes with startling bluntness, but, 
when it was necessary to criticise, he had the happy 
knack of tempering the wind by describing some 
humorous incident in which he himself had figured as 
the villain of the piece. He was a man of varied 
interests and had literary, dramatic and artistic 
talents of no mean order, The theatre was a constant 
joy to him. Although he had no material success as 
a dramatist, his plays, like his character, were, vivid 
and true. He had a profound knowledge of dramatic 
technique, and it was a rare education to see a play 
in his company. Like so many men of literary 
integrity, Seymour wrote much but published little. 
He had a fine sense of the right word, and used 
adjectives sparingly. He will be remembered perhaps 
most of all for his ready wit and repartee, which 
were a source of delight to his colleagues and his 
many friends, 

In 1916 Dr. Seymour married Dr, Ida Mirrieles 
Bernard and is survived by her and three daughters. 


RICHARD CLARKE CABOT 
M.D, HARVARD 


In this country the name of R. C. Cabot will chiefly 
be remembered for his books on diagnosis, and from 
these his readers will have formed an impression of 
a wise and honest physician, full of common sense, 
modest, and with a gift for aphoristic statement and 
clarity of exposition. 

Richard Cabot was born in Brookline, Masss- 
chusetts, in 1868, and he died in Boston on May 8 
after a long illness. He was the son of James Cabot, 
an overseer of Harvard University, and was educated 
at Harvard, where he took honours in classics and 
philosophy and qualified in 1892. In 1898 he was 
appointed physician to outpatients at Massachusetts 
General Hospital, and it was there that he later deve- 
loped the original kind of teaching clinic that formed 
the basis for his ‘‘ Differential Diagnosis,” At 
Harvard he taught both medicine and logic—a 
powerful combination. In the medical school he 
was appointed instructor in 1903, assistant professor 
of medicine in 1908 and professor in 1918, He 
became lecturer in logic in the university in 1903 and 
professor of social ethics in 1920. The first edition 
of his “ Clinical Examination of the Blood,” which 
went through five editions, appeared in 1896, four 
years after his qualification, and he wrote hi 
“ Physical Diagnosis ’’ in 1901 when he was assistant 
in medicine at Harvard. All his life Cabot took 
a wide interest in the social aspects of medicine, and 
before the war he was much quoted for his advocacy 
of the reorganisation of medical practice on a group 
system. In 1917 he went to France with the United 
States Medical Corps, and he served for two yeas 
at the base hospital at Bordeaux, In the last fev 
years Prof. Cabot had given less time to teaching 
and more to social problems. He became profesor 
emeritus of medicine at Harvard in 193] and retired 
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from his chair of social ethics in 1934. He was 
president of the National Conference of Social Work 
in 1931 and from 1931 to 1933 was president of the 
Massachusetts Anti-saloon League. He wrote his 
“ Meaning of Right and Wrong ” in 1933 and his 
“ Christianity and Sex ” two years ago. 

Twenty years ago, writes Dr. Octavia Wilberforce, 
I chanced to pick up in a medical bookshop Cabot’s 
“ Rewards and Training of a Physician” and a 
phrase caught my eye as an example of the modest 
understatement characteristic of the great. “As 
I look back over 25 years of medical work,” Cabot 
wrote, “I can remember but two patients whose 
lives I believe I saved.” I made it my business to 
find out all I could of this American professor, I 
learned that he held weekly clinics at the Massa- 
chusetts General Hospital at Boston, and when I 
went to the United States I determined to go and 
listen to him, The clinic was an experience and an 
inspiration. Cabot read out in detail the history, 
the results of investigations and the general findings 
in each case. The audience was a motley gathering 
of newly qualified internes, colleagues on the staff, 
and elderly visiting physicians—a negro, a Chinese, 
any and every type. Cabot sat on a table with his 
legs dangling and asked for suggestions as to diagnoses. 
Smilingly he extracted comments and criticisms from 
complete strangers both young and inexperienced and 
old and hard-bitten, and worked up a lively dis- 
cussion, At the end he summarised with beautiful 
clarity the various diagnoses made, finishing with 
his own. Then he summoned the pathologist with 
his post-mortem notes. As it turned out, in one case 
Cabot and everybody else was wrong. It is good to 
remember the spirit in which he took his failure. 
** That is the third time I have made a wrong guess,” 
he said, and he showed us the steps that had led him 
astray. Cabot emphasised how much the doctor 
could do for the dying. He told me that when, a 
dying patient shared his great love for music he would 
play his fiddle to him. In his teaching he brought 
out the value of clinical sense and of the cultivation 
and maintenance of our five senses, the importance of 
the psychology of approach, and the need for “‘ treat- 
ing the human being as if he possessed a mind, 
affections, talents, vices and habits good and bad as 
well as more or less diseased organs.” 


THE LATE MR. BOYCE BARROW 


Dr. Robert Fenner writes: In 1877, when Joseph 
Lister was elected surgeon to King’s College Hospital, 
Boyce Barrow, then an assistant surgeon, was one of 
the first to follow his technique, although the majority 
of London surgeons fought bitterly against him. 
With Henry Smith, William Rose and Watson 
Cheyne he helped to make world-renowned the anti- 
septic surgery of King’s College Hospital. His work 
both at King’s College and the Royal Free was 


enormous, and his private practice became increas-. 


ingly heavy. 

Boyce Barrow was a man of great personal charm, 
a kind friend and most delightful companion. He 
was never of robust frame or constitution; but 
where work was concerned he never spared himself. 
As a diagnostician he was unsurpassed, and his 
surgical work was sound and successful. He was 
extraordinarily kind and thoughtful to his house- 
surgeons and dressers, and helped many a student 
over the stile at his work or in difficulties, He was a 
splendid horseman and kept several hacks in his 
stable, and was always pleased to mount a friend for 
æ morning ride in the Row. His smart tilbury, with 
æ cockaded ‘tiger’? standing with crossed arms on 
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the back seat, were well known about town. I believe 
he was the last to sport a private hansom, in which, 
with a spanking grey, he was driven to the hospitals. 
His knowledge of horses, and all that pertained to 
them; their anatomy, the treatment of their acci- 
dents and diseases; their breaking-in and their 
training, was extraordinary. 

Although he enriched the realm of surgery with 
many original operations and technical improvements, 
he wrote little about his work ; but he took meticulous 
care in explaining to his assistants, dressers, and 
students the steps of the operations he performed. 
He was a delightful host and companion; simple 
in his tastes, and beloved by his compeers and students 
alike; and trusted implicitly by his patients, from 
the very highest to the lowest in the social scale. 
I was a student at King’s College Hospital in 1878 
and had more than fifty years close association with 
him, both at the hospitals and in private practice, 
assisting him in a great many of his operations. His 
ready help and skill, given whenever called upon, 
and his unfailing cheerfulness, made him beloved by 
all, and his generosity to those unable to pay a 
“usual fee” was a great help to the practitioners 
who so greatly trusted him. 


ALICE MARIAN BENHAM 
M.D, LOND. 


Dr. Alice Benham, who was in practice in Chelsea 
for 30 years, and was a tireless worker for social and 
philanthropic causes, died on June 5 at the age of 66. 
She was a student at the London School of Medicine 
for Women and qualified in 1904. When she had 
done her house-appointments and before she started 
general practice she went for a time as medical officer 
to a mission hospital near Madras. In September, 
1914, she joined the staff of the British Women’s 
Field Hospital at Antwerp, where she worked up to 
the day the Germans marched in. In 1915 she went 


to Russia with other women doctors and nurses to 


attend to the Polish refugees driven out by the 
German invasion, and found herself responsible for a 
large district in which all the Russian doctors had 
been mobilised, Since the war, apart from her prac- 
tice, she had been physician to the St. Theresa Hostel, 
Chelsea, a medical officer to the Church Army Dis- 
pensary in Marylebone Road, and a keen supporter 
of the St. John Ambulance Brigade, being made a 
Serving Sister of the Order of St. John of Jerusalem 
last year. She also lectured to the L.C.C. evening 
schools and was a member of the Committee of the 
National Society of Day Nurseries. 


. . . It is perfectly true to say that there is a 
growing body of practitioners who look forward to the 
time when there will be a salaried service, but I think it 
is also true that a very considerable, and probably a large 
and solid, majority of the profession, on the rare occasions 
when they think about these things at all, are strongly 
against any such scheme. They are willing, most of 
them, to have extension of medical benefit on a capitation 
basis, but that is as far as they wish to go.... My view 
is that the thing to aim at is some method of getting the 


„general practice of medicine managed in groups, that 


the general practitioner should be persuaded to give up 
a great deal of his isolation so long as the best side of 
his individualism in relation to his patients is not affected. 
The aim, then, of the public health service might be to 
try to provide administratively an organisation within 
which the general practitioner can work, not to go on 
taking away from him little bits of work which he can 
do as well as, or perhaps better than, the public health 
worker.”—Prof. R. M. F. PicKEn, Publ. Hlth, June, 1939, 
p. 261. 
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ON THE FLOOR OF THE HOUSE 
By Meprcus, M.P. 


THE disaster to the submarine Thetis in Liverpool 
Bay moved the Heuse deeply, as it moved the nation 
as a whole, The Prime Minister was right to promise 
a full and public inquiry. It is to be hoped that 
at the inquiry the question whether all possible 
means for saving life are being used in the submarine 
service will be explored. Will expert medical 
evidence be called? It is also to be hoped 
that the practical expression of sympathy for the 
dependents will be sufficient to meet their needs 
fully. 


* * * 


The debate on the Colonial Office vote was not a 
good one from the Government’s point of view. 
Conservatives, Liberals and Labour united in attacking 
the Government, and only lack of time prevented 
many others joining in the critical chorus. The 
second ‘“‘review of progress in our dependencies ”’ 
was issued just before the debate and was also the 
object of adverse criticism, which it deserved. The 
first review of progress appeared last year signed by 
Lord Harlech; but this second edition, although 
more voluminous, is not more informative and in 
many ways it is misleading. 

The review of nutrition, for example, states that 
‘sin almost every territory ” work of some kind is 
going on. Proceeding at once to deal with the 
spending of money to provide supplementary food 
for school-children it says that Ceylon spends several 
millions of rupees a year on this object. The next 
sentence deals with efforts made ‘in many colonies ”’ 
to introduce new food crops of high nutritive value, 


to develop animal husbandry and to encourage 


home gardens, The following sentence speaks of 
“ welfare propaganda ” and “ maternity and infant 
welfare centres.” If these three sentences are a 
kind of index of subjects they are badly arranged ; 
but if they are intended to indicate problems of equal 
importance they are misleading. In the Colonial 
Empire there are about 56 million people of whom 
40 million are in West and East Africa. This 40 
million in tropical Africa, in an area comparable in 
size with European Russia, are a predominantly 
agricultural population living on their own land, 
and the improvement of nutrition by new crops and 
animal husbandry is of so great importance that the 
question of the ‘relief measures” mentioned as 
applied to Ceylon is by no means of equal importance 
or significance, | 

The section on health work in West Africa 
may also give rise to misconceptions. This refers 
to malaria, yellow fever, trypanosomiasis and 
sleeping-sickness ; there are also references to cerebro- 
spinal meningitis, smallpox and leprosy. It is 
interesting to know that the trypanosomiasis 
work is being done by two sections, for treatment 
and control, and to have the statistics of 1938— 
361,000 people examined, and 21,037 infected, of 
whom 20,416 had received a full course of treatment 
at the end of the year. In addition there is a para- 
graph referring to Yaba Medical School at Lagos, 
Nigeria, where Africans can obtain diplomas registrable 
in Nigeria. But the report does not mention that 
such diplomas are registrable only in Nigeria and 
does not discuss the vitally important question of 
the increase of African practitioners, 


The statements are all interesting and important 
so far as they go. But they are little more than a 
catalogue. The criticism of them is that they do not 
reveal the real health problem of West Africa. The 
chief cause of death in West Africa, among Africans, 
is the group of respiratory diseases ; pneumonia and 
tuberculosis are a much more serious menace to health 
than either malaria or sleeping-sickness. As causes of 
ill health the various parasitic worms have perhaps 
pride of place, and probably 90 per cent. of Africans 
suffer from one or more kinds of worm infestation. 

The short reference to housing conditions in the 
mining areas of the Gold Coast says that in several 
such areas “ unauthorised hovels ” have been “rashed 
up” before control was obtained. This hardly 
does justice to either the mining companies or the 
Gold Coast medical organisation. The fact being 
that the Government has not either defined the health 
and housing duties of the mining companies with 
precision or accepted its own responsibility for 
housing of mine-workers apart from the mining 
companies. The result is that the many thousands 
of African labourers attached to the Gold Mines (and 
others) are living for the most,part in pestilential 
slums, The men do not bring their wives with them 
and the sexual conditions are such ås might be 
expected with gonorrhea very prevalent. Gonor. 
rheea is in any case a serious cause of illness among 
Africans and a big factor in the relative sterility of 
some native populations. This disease is mentioned 
in connexion with the Masai of East Africa, as a 
cause “ probably leading to the extermination of the 
tribe,” but its general importance is not brought ont. 

While fully realising the difficulty of making a 
general survey of health conditions in the whole 
Colonial Empire in a few pages, it would surely be 
better to get what is said into some kind of 
perspective and draw attention to the real difi- 
culties against which the colonial health services are 
fighting. 

The problem of leprosy has been already mentioned 
and in this report it is stated that in Nigeria (popula- 
tion 20,000,000) there: are 200,000 cases. This is 
hardly an estimate—it is just a guess. Other guesses 
by senior and responsible Nigerian medical officers 
(not mentioned in this statement from the Colonial 
Office) put the figure at nearer 1,000,000; and one 
very responsible estimate exceeds that figure. And 
the Nigerian Government are quite unable to tackle 
it—not because they do not wish to do so, but because 
they are already overloaded with other work and 
not provided with either the funds or the staff for 
leprosy work. The present plan of leaving it, for 
practical purposes, to the missions, cannot possibly 
cover more than a small fraction of the cases. Nigeria 
is apparently the headquarters of leprosy at the 
moment, and it may be that the epidemic there is at 
its peak. With a disease of such slow development 


the curve of epidemic incidence spreads over many 
years, But a problem of this magnitude and one 
depending so much on defective social conditions is 


not satisfactorily treated by leaving it to purely 
missionary effort. 

“ The statement relating to the Colonial Empire” 
does not give a clear picture of the health situation, 
and in the health chapter and in others it deserves 
the characterisation of Mr. Brendan Bracken, Con- 
servative M.P. for North Paddington, who deseribed 
it as like “a maiden aunt telling a sophisticated 
nephew the facts of life.” 
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The report of the Inter-departmental Committee 
on Abortion, published last week, may lead to 
parliamentary activity shortly. It will certainly 
be considered by the committee of medical Members 
of Parliament. 


FROM THE PRESS GALLERY 
Health Services in the Colonies 


IN the House of Commons on June 7 Mr. MALCOLM 
MacDONALD, Secretary of State for the Colonies, 
in introducing a vote for expenses of the Colonial 
Office, gave a review of the health services in the 
colonial territories. He said that just as the agri- 
cultural scientists were waging a ceaseless campaign 
against the pests and diseases which afflicted agri- 
cultural produce, so the medical scientists throughout 
the colonial Empire were waging a similar campaign 
against the pests and diseases which afflicted mankind. 
Man’s powers of aggression were puny compared with 
the powers of conquest of an insect like the tsetse 
fly, which could descend suddenly on the cattle and 
the men of a settled district and make life so intolerable 
that they moved to other lands, and so before long 
scores of square miles of territory returned to waste 
and bush whose practical sovereignty belonged to 
the tsetse fly. Medical scientists had been counter- 
attacking for years past, and were reconquering those 
territories which had been taken by that insect. 
But it was not only in the case of sleeping-sickness 
that their medical scientists were gradually reducing 
the ravages of human diseases. They were doing 
the same with yellow fever, leprosy, yaws, malaria, 
tuberculosis and other diseases. 

In other ways too, he said, they were seeking to 
build up the health of our fellow citizens in the 
colonies. For instance, sometimes a cause of illness 
lay in malnutrition, and often it was due not to 
inadequate food but to the wrong kind of food. 
Hence they were urging in the colonies that the 
inhabitants should grow a greater variety of fresh 
foodstuffs for their own consumption. They were 
also seeking information as to the best types of 
foodstuffs required in different conditions in the 
various territories. They had started this year 
a series of field surveys on the question of diet in 
relation to health. A beginning had been made 
recently in Nyasaland and the team of experts 
conducting this survey would continue their investiga- 
tions in other territories later on. A good deal of 
nutrition work was being done in regard to food for 
the natives. In Nairobi the Government were giving 
about 1000 African school-children extra supplies 
of milk, and in many parts of the colonial Empire 
the local governments were giving supplementary 
food to children at school. In Ceylon the govern- 
ment had spent as much as 1,000,000 rupees a year 
on feeding school-children. But the experiments 
were not confined to school-children; they had also 
started experiments with adults. In one case they 
chose some 200 workmen on the building works at 
Kampala station in Uganda, men who were drawn 
from a tribe which was notorious for poor physique 
and inefficient work. He hoped that the experiment 
of giving these men a full diet including meat would 
prove that such people could be turned into as good 
workmen as existed anywhere in East Africa. 

There was another factor which in the colonies 
no less than in this country must have a beneficial 
effect on the health and happiness of the population, 
and that was good housing. More and more of the 
authorities in the colonies were bending their energies 
to the provision of proper dwellings for their people 
both in the towns and in the country. In many 
places there was a great deal of leeway to make up. 
There were slums in colonial capitals, too many 
hovels in the mining centres, and in the native reserves 
the mud huts did not come up to modern standards 
of roominess and sanitation. But there were many 
indications of considerable housing activities on the 
part of local governments. New legislation had 


been passed to control and ensure better standards 
of sanitation and building in the mining areas of the 
Gold Coast; slum-clearance was proceeding in 
Accra and Sekondi; in Uganda more sophisticated 
peasants were abandoning mud and wattle huts for 
rectangular houses with two, three, four, or even 
more rooms, Slums were coming down in Jamaica, 
and similar reports came from other colonies. 

The Colonial administration were anxious that the 
people of the colonies should develop the mental and 
intellectual capacity to take part fully in the work 
and enjoyment of modern life. They sought to 
develop a sound education system in each one of 
the colonies, but their efforts were limited by the 
money available. Nevertheless, if the progress was 
sometimes slow it was steady. The most appropriate 
and surest instruments in the long run for accomplish 
ing the steady advancement of the African people 
would be educated and responsible African leaders 
themselves, and our main objective was to train 
the native people to stand always a little more 
securely on their own feet. Under British guidance 
the local populations were producing more and more 
of their own doctors and nurses, their own school- 
teachers and agricultural officers, their own civil 
servants and lawyers, and their own leaders in every 
walk of life. More and mare also they were producing 
their own legislators and their own executive officers, 
and that ultimately was the crux of the whole matter. 


SUNDRY CRITICS 


Sir RALPH GLYN suggested that under present 
conditions the affairs of our colonial Empire did 
not receive sufficient attention from Parliament. 
It was up to all who believed in good government 
to see to it that Parliament should recognise its 
own responsibility and not unload it on to an 
unfortunate minister of the Crown. Surely it would 
be possible to devise something in the way of a 
council or committee where people interested in 
colonial matters could sit in more or less permanent 
session. He had been struck by what had been 
done by Italy. Where Italy found the money he 
did not know, but in Libya today there were excellent 
roads, town-planning, water-supply and schools; 
excellent houses, school-clinics in the villages, draining 
of the marshes, and so on. If it was possible for 
Italy to carry through these schemes surely it was 
also possible for the British Empire. 

Mr. CREECH JONES urged the importance of creating 
an auxiliary medical corps for the colonies which 
might absorb dozens of the doctors and nurses who 
had been driven out of Germany and Austria and 
who were longing for an opportunity of performing 
useful work. Was it not possible to create alongside 
the existing medical service an auxiliary medical 
corps which could, for instance, man moving field 
dispensaries ? There were populations in our colonial 
territories suffering cruelly from disease and over 
great areaS no preventive work was being done. 

Mr. NOEL BAKER said that social research and 
education should not be limited—as the Secretary 
of State considered that it should—by what each 
individual colony could afford, with perhaps a little 
help, mostly by way of loan, from the Colonial 
Development Fund. That was a fundamental error 
which was utterly wasteful. It would keep the 
native people at their present low standard of living 
and leave us with a vast Imperial estate which was 
undeveloped to the great loss of the inhabitants 
and of the world for which we were trustees. He 
would like to take the illustration of health. Some 
years ago when he was an undergraduate in America 
he was told of the devastations of hookworm in the 
Southern States. A doctor informed him of the 
work he had done to cure and prevent it. In Africa 
over 90 per cent. of the population were infected by 
some kind of worm disease. Frequently as many 
as six kinds had been found in the same individual. 
These diseases could be cured ; it was only a question 
of money and of knowledge. He emphasised the 
need for increasing the medical personnel in the 
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colonies. The French, he said, were at the present 
time making an extraordinarily successful experi- 
ment in training African doctors and nurses in their 
institution at Dakar. Supposing we were to take 
into our Colonial Empire German refugee doctors, 
who would gladly go for a pittance a year to any 
job that would give them a useful avenue of occupa- 
tion in their misery, they could undertake the training 
of the native doctors and nurses who were required. 
He believed that for a trifling expenditure they 
could in a few short years absolutely revolutionise 
the health conditions in our colonial Empire to the 
immense economic benefit of the Empire as a whole. 


Mr. MACDONALD, in reply, agreed that the situa- 
tion in the colonial Empire was nothing to be com- 
placent about; but that was no reason why they 
should concentrate on painting an entirely black 
picture of colonial administration. The whole problem 
was where they were going to get the money to finance 
new developments. The Government were anxious 
to settle refugees from Central Europe in our colonial 
Empire so far as it was practicable. He promised to 
give careful consideration to the suggestions which 
had been made in the course of the debate for securing 
that Parliament should be able to take a larger share 
in the shaping of colonial policy and administration. 


Collections for Voluntary Hospitals 


In the House of Lords on June 13 the Charitable 
Collections (Regulation) Bill, which has already 
passed through the House of Commons, was read a 
second time.—Lord LUKE said that the voluntary 
hospitals supported the general principles of the bill 
which they regarded in many respects as an improve- 
ment on the old bill. The local hospital was of all 
local charities the one which was most essential to 
its area, and he urged that it should not be placed 
in an inferior position to any non-local charity. It 
seemed that under this bill a hospital’s power of 
collecting in its own area might be restricted, whereas 
what the old bill described as a national charity 
might be able to come in and collect in the hospital’s 
area without being limited by the same restrictions, 
because it might be exempted by the Home Secretary 
from having to get a local police licence anywhere. 
A hospital might serve several police areas, but all 
police authorities might not hold the same views 
about the grant of a licence; and in the new bill 
there was no right of appeal as there was in the 
old one. He hoped the measure would be amended 
to permit an appeal to the Home Secretary. No 
fraudulent promoter of a charity would risk going to 
an appeal. 


The Adoption of Children (Regulation) Bill was 
read the third time and passed in the House of Lords 
on June 13. 


QUESTION TIME 
WEDNESDAY, JUNE 7 | 
Locust Pest in Africa 


Dr. HADEN Guzst asked the Secretary of State for the 
Colonies whether, in view of the recommendations of the 
survey on the locust pest in Africa which had just been 
published by His Majesty’s Stationery Office, he would 
inquire into the possibilities of more continuous investi- 
gation and control throughout the territories affected.— 
Mr. M. MacDonatp replied: Investigations into the 
locust problem have indicated that the most promising 
results are likely to be achieved by the establishment of 
patrols and measures to check swarming at the permanent 
breeding grounds of the different species. Consultations 
are taking place with various colonial governments as to 
their coöperation in the projected establishment of inter- 
national control schemes, as recommended by the Fifth 
International Locust Conference in Brussels last year ; 
and I am hopeful that negotiations will shortly take place 
with other interested governments with a view to the 
establishment of these schemes. 


Health of Senior Naval Officers 


Wing-Commander James asked the Parliamentary 
Secretary to the Admiralty whether consideration might 
be given to the institution of a medical board for senior 
naval officers to ensure some measure of physical fitness 
for those assuming appointments; and whether having 
regard to the fact that in the last three years three 
admirals had died and six others had had to be invalided 
he would institute such a reform without delay.—Mr, 
SHAKESPEARE replied: I will consider my hon. friend’s 
suggestion, but medical records show that in fev, if any, 
of the instances to which he refers would the eventual 
cause of death or invaliding have been detected by medical 
examination before the appointment was taken up. 


THURSDAY, JUNE 8 
Medical Inspection of Militiamen 


Mr. STEPHEN asked the Minister of Labour how many 
medical boards were being set up to carry out the medical 
inspection of the militiamen under the Military Training 
Act; and how many men each medical board might be 
expected to examine each day.—Mr. LeErnnox-Boyp 
replied : 149 medical boards have been set up. They 
will hold one or two sessions a day, each session lasting 
about two and a half hours. About thirty men wil 
normally be examined at each session. 


Diphtheria Immunisation in Guernsey 


Sir Francis FREMANTLE asked the Home Secretary 
how many children who had been immunised in Guernsey 
against diphtheria contracted the disease during the past 
year; how many who had not been immunised contracted 
the disease; and whether the cases were mild, severe or 
fatal in either group.—Sir SAMUEL HOARE replied : I have 
obtained the following report from the medical officer of 
health for Guernsey which gives the desired information :— 


1938 
Children under 14 inoculated (over 8 weeks) who 
contracted diphtheria fe $ di . 210 


These were all mild cases with one exception, which, 
although a severe case, made & rapid recovery. 
There were no deaths. 

Children under 14 who were not immunised who 
contracted diphtheria oe pek és oe 


The majority of the cases were mild, but a por- 
tion were severe. There were fourteen deaths. 


June 6, 1938, to June 6, 1939 


Children under 14 inoculated (over 8 weeks) who 
contracted diphtheria ak ae di » H 
These were all mild cases with one exception, which, 
although a severe case, made a rapid recovery. There 
were no deaths. 
Children under 14 who were not immunised who ; 
contracted diphtheria ‘is .. 288 


These were mostly of a mild type, but there were 
some severe cases with thirteen deaths. 


Drugs from Eire 


Mr. WAKEFIELD asked the Home Secretary whether 
his attention had been drawn to the facts in a case 
in Dublin police-court on May 25 which indicated that a 
company with offices in London and Dublin, had ben 
taking advantage of the provisions of the poisons legisla- 
tion of Eire to sell freely to the public in Great Bntan 
dangerous drugs, the sale of which was strictly controlled 
in this country; and to ask what steps he proposed to 
take to deal with this abuse.—Sir SAMUEL Hoars replied: 
Habit-forming drugs which are within the scope of the 
Dangerous Drugs Act are subject to restriction whether 
sold in the United Kingdom or sent into the Unite 
Kingdom as the result of a sale effected outside th 
United Kingdom. But the Pharmacy and Poisons At 
applies only to sales in this country, and in the case to 
which my hon. friend refers the was one which 8 
subject to the Pharmacy Act but not to the Dangene 
Drugs Act. To control the importation of all substan® 
which are subject to the Pharmacy Act would, I think, 
cause much inconvenience to legitimate trade, and expe 
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ence hitherto does not suggest that legislation for this 
purpose would be warranted. 


Civilian Anti-gas Respirators 


Mr. Day asked the Lord Privy Seal whether he would 
state from experiments made by the experts of his depart- 
ment the length of time the gas-mask which had been 
issued for the protection of the civilian population would 
give immunity and protection against the highest con- 
centration of gas likely to be encountered ; and whether 
he was satisfied that the materials used were amply robust 
for the purpose required.—Sir JoHN ANDERSON replied : 
The general civilian respirator provides protection for 
several exposures to the highest concentration of gas 
which is likely to be encountered in war-time conditions. 
The actual length of time for which the respirator would 
remain effective would depend in part on the nature of 
the gas used, and cannot be precisely stated. Trials 
have demonstrated that, provided the requisite care is 
taken of the respirator both in store and after issue, the 
materials used in its construction are amply robust for the 
purposes for which it is designed. 

Mr. Day: Are we to understand that all the respirators 
that have been supplied to the population comply with 
all these conditions ?—Sir J. ANDERSON: No, Sir. That 
is partly the reason why I am at present engaged in 
accumulating a central reserve from which the respirators 
which have become damaged or unserviceable can be 


replaced. 
Anti-tuberculosis Services in Wales 
Mr, James Grirrirus asked the Parliamentary Secretary 


to the Board of Education what steps had been taken by ` 


his department to deal with the problems of unsuitable 
school-buildings and the unsatisfactory arrangements for 
meals in schools, disclosed in the report of the Committee 
of Inquiry into Anti-tuberculosis Services in Wales.—Mr. 
KENNETH Linpsay replied : The board have asked local 
education authorities in Wales to supply them with their 
comments on the matters dealt with in chapter VIII of 
this report. Authorities which have not yet replied have 
been pressed to do so at an early date. The board are 
continuing their endeavours to secure the improvement, 
replacement or closure of the schools which are still on 
the black-list, and my noble friend has made it clear that 
he is prepared to take the strongest possible action if this 
is found to be necessary in any particular case. As regards 
the provision of midday meals in schools the board 
encourage authorities and managers to make such provision 
wherever practicable, and it is customary in senior schools 
for a room for dining, and a kitchen, to be provided. 

Major MILNER asked the Minister of Health what 
action he proposed to take to remedy the unsatisfactory 
conditions to which reference was made in the report, 
especially as regarded the low salaries paid to sanitary 
inspectors and inadequate travelling allowances; the 
appointment of unqualified persons as sanitary inspectors ; 
the failure on the part of local authorities to accept the 
advice of their officers; the holding of multiple appoint- 
ments by sanitary inspectors; the registration of cow- 
keepers and dairymen without regard to the condition of 
their premises; and the inadequacy of staff for the 
purposes of meat inspection and other duties.—Mr. 
Eror replied: As I have stated in answer to previous 
questions, I have asked for the observations of the local 
authorities in Wales on these and other issues arising out 
of the report; and as soon as I have received their 
observations, I propose to arrange a conference at which 
these matters will be fully discussed. 

Mr, James GRIFFITHS asked the Minister of Health 
what sites had been chosen for the proposed hutted 
hospitals to be erected in Wales in consultation with the 
Welsh National Memorial Association; and when it was 
proposed to proceed with their construction.—Mr. ELLIOT 
replied: As stated in the reply which I gave on May 11, 
the districts in which the hutted accommodation is to be 
erected are North Wales, Central Wales, possibly in the 
Shrewsbury area, and South Wales. As regards North 
Wales, the building of huts for 200 beds as an extension 
of the North Wales sanatorium near Denbigh is to begin 
immediately, and I am personally cutting the first sod on 
Saturday next. My officers are visiting a number of sites 
in South Wales in order to select one which will meet the 
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requirements of a complete hospital. As regards the third 
district, I am in communication with the local authorities 
with a view to attaching huts to an existing institution. 
Construction in these two cases will commence as soon as 
the final selection has been made and the necessary 
estimates obtained. : 


Rural Water-supplies 


Mr. CHORLTON asked the Minister of Health whether he 
could report the progress made in supplying those villages 
that were short of water during the last drought, and to 
which assistance was to be provided under the special 
grant made.—Mr.: ELLIOT replied: Since the drought, 
schemes have been sanctioned for 2700 parishes at an 
estimated cost of £9,000,000, and approximately 80 per 
cent, of the schemes have been completed. 


Hospitals and Civil Defence 


Sir Henry Morgis-Jones asked the Minister of Health 
whether his attention had been drawn to the booklet 
prepared by and for use at the Manchester Royal 

ary in connexion with air-raid precautions scheme ; 
and whether his department could use it as the basis of 
its recommendations to other large hospitals in our 
great cities.—Mr, ELLIOT replied : I have seen the booklet 
and consider it most useful. Its object is, however, to 
instruct members of the infirmary staff in their duties in 
the event of air-raids, and it would not be suitable for 
general use, in view of the wide variations between the 
different hospitals, l 


Slum Clearance and A.R.P. 


Miss Warp asked the Minister of Health how many 
local authorities had suspended work on slum clearance 
and overcrowding schemes to concentrate on civil defence 
needs.—Mr. ELLIOT replied : As my hon. friend is aware 
my right hon. friend, the Lord Privy Seal, issued on 
April 18 last a circular to local authorities requesting 
them to give priority to civil defence matters over other 
business for the ensuing three months. Seven cases have 
come to my notice in which local authorities have decided 
to suspend housing operations for the time being as a 
result of this request. 


Sale of Drugs by Unqualified Persons 


Mr. GARRO-JONEs asked the Minister of Health whether, 
in his present consideration of whether further control 
should be imposed on the sale of proprietary medicines, 
he would extend his examination to the control of drug 
sales in general and pay due regard to the desirability, in 
the interests of public health, of regulating the growing 
volume of sales of numerous kinds of drugs and packed 
medicines by persons of no training or qualification to the 
increasing commercial detriment of qualified pharmacists ` 
who had an essential place in our public health system.— _ 
Mr. Extior replied : I will consider the question whether 
in the interests of public health any further special control 
is necessary in regard to the sale of drugs by persons 
other than qualified pharmacists, 


MONDAY, JUNE 12 
Militiamen and the &.G.’s Classification — 


Mr. Ourver asked the Minister of Labour whether, in 
view of the fact that Clause 4 of the Military Training Bill 
provided, for the first time, for a medical examination of 
a comprehensive cross-section of the male, age-group 20-21, 
and taking into account the results of the examination 
conducted by the Ministry of National Service in 1917-18 
on men of 18 years of age in conjunction with the present 
lack of knowledge as to the health and physique of 
corresponding sections of the male population, he would 
consider arranging for the medical boards to elicit sufficient 
information from the examinees to enable the results to 
be classified according to occupational and economic 
status by adopting the Registrar-General’s social classi- 
fications as employed in the Decennial Supplement for 
1930—-32,. Part II (a), Occupational Mortality.—Mr. 
ERNEST Brown replied: The records of the medical 
examinations of militiamen will vield valuable information 
as to the health and physique of men of different occupa- 
tions in the 20-21 age-group, but for technical reasons it 
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will not be possible to classify the results in the way done 
‘in the Decennial Supplement. . 


Conference on Cardroom Dust 


Mr. SUTCLIFFE asked the Home Secretary if he could 
make any further statement with regard to the Manchester 
conference on cardroom dust.—Mr. PEAKE, Under- 
Secretary, Home Office, replied: Certain prelimin 
investigations are now being made, and it is hoped to hold 
the proposed conference early in July. 


Medical Evidence in Motoring Cases 


Sir Wurm Davison asked the Home Secretary 
whether he would hold an inquiry into the methods used 
in connexion with the payment of medical men employed 
to give evidence in certain motoring cases where drivers 
were charged with being drunk in charge of a motor-car, 
and, in particular, as to whether the medical man was 
informed that he would be paid a larger fee if a conviction 
was obtained.—Mr. PEAKE replied: It would clearly be 
improper to make the amount of the fee payable in such 
cases in any way dependent upon the result of any subse- 
quent legal proceedings. If my hon. friend will furnish 
me with particulars of any cases in which it is suggested 
ses this practice has been followed, inquiries will certainly 

made, . 


TUESDAY, JUNE 13 
University Students and Military Service 


Mr. KENNEDY asked the Minister of Labour if he had 
now reached a decision regarding the position of under- 
graduates at Scottish universities and colleges affected by 
the Military Training Act; and if he could give an 
assurance that there would be no interruption of degree 
examinations or the students’ preparatory work.—Mr. 
W. S. Morrison, Chancellor of the Duchy of Lancaster, 
replied : Undergraduates now at universities or university 
colleges in Scotland as well as in England and Wales and 
those who will be entering universities as full-time 
students this autumn will be permitted, if they so desire, 
to postpone their liability to be called up for military 
training until the conclusion of their course of study as 
approved by the university. 

Mr. ROBERT Greson asked the Minister of Labour if he 
had now reached a decision on the point relative to post- 
ponement in the case of undergraduates who had signed 
the register of conscientious objectors so as to put such 
undergraduates on the same footing as those who had 
signed the military-training register; and if he would 
make a statement on the subject.—Mr. W. S. Morrison 
replied : The Military Training Regulations, 1939, provide 
that an application to a local tribunal by a person who 
` has been provisionally registered in the register of 
conscientious objectors shall be ‘made within fourteen 
days of the date on which he was so provisionally 
registered, or within such other period as the Minister 
may in any particular case for special reasons allow. 
My right hon. friend proposes under the power given by 
these regulations to allow a university undergraduate 
who has provisionally registered as a conscientious 
objector to make his application to the local tribunal 
within a period ending not later than one month after the 
conclusion of his course of study as approved by the 
university. Any such undergraduate will be required to 
obtain annually from the proper university authority a 
statement that he is a full-time member of the university, 
and giving the date on which his approved course of 
study is due to terminate. This will place an under- 
graduate who is a conscientious objector in the same 
position in this respect as an undergraduate on the 
military-training register. 


Medical Examination of Militiamen 


Mr. HEPWORTH asked the Minister of Labour whether 
the medical examination of military trainees was to be 
different from that on the occasion of the last war ; 
whether it was to be conducted by five doctors, each 
examining some part of the trainee’s anatomy, instead of 
one doctor making the entire examination ; and whether 
the chairman was to examine at all, or only to base his 
final reeommendation upon the report of the other medical 
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men.—Mr. ERNEST BRown replied : The medical examina- 
tion of militiamen will be conducted by a board consisting 
normally of five doctors, one of whom will act as chairman, 
Each of the four members will separately carry out certain 
specified parts of the examination and will recommend 
the appropriate medical grade in respect of his part of the 
examination. The chairman will see each man stripped 
and will consider the recommendations, but will not 
re-examine each man unless there is a doubtful condition 
which may affect the grading. In this case he will himself 
make an examination and consult with the members of 
the board. 

Mr. DE LA BERE asked the Minister of Labour whether 
he would consider making an intensive examination of 
militiamen at one or two selected Army depdéts with a 
view to eliminating the nervously unstable youth who 
would be liable to suffer from shell-shock in the event of 
emergency.—Mr. Horr-BELISHA, Secretary of State for 
War, replied: In view of the fact that the medical 
examination carried out under section 4 of the Military 
Training Act is specially designed to prevent men who 
are unfit for military training owing to nervous instability 
from entering the militia, it is considered that a subsequent 
medical examination in this connexion is not necessary. 


The Medicine Stamp Duties 


Mr. Hannauw asked the Chancellor of the Exchequer 
what steps he proposed to allay the grave apprehension 
among pharmacists at the proposed repeal of the medicine 


stamp duties as depriving them of an ancient right to be 


the only retailers of their own preparations unstamped, 


` with a due sense of responsibility.—Sir J. Smron replied : 


I do not consider that the repeal of the medicine stamp 
duties need have the effect which my hon. friend fears. 
It will be open to pharmacists who are at present the only 
retailers of their own preparations unstamped to continue 
this practice if they desire to restrict the channels of sale 
in this way; but repeal of the duties will remove the 
anomaly by which at present the same preparation may 
be sold unstamped by chemists but must be stamped 
when sold by traders who are not chemists. 

Sir W. Davison asked if it would not be a safeguard to 
the public that these patent medicines should be sold 
through chemists who knew the ingredients and would 
not sell them if they were actively detrimental.—Sir 
J. SIMON : In some cases a chemist knows the ingredients 
and in some cases he does not. 

Mr. R. C. Morrison asked if the right hon. gentleman 
was aware that the shares of Beechams Pills went up on 
the repeal of the acts. 

No further reply was given. 


June 15, 1839, p. 425. 


From a clinical lecture on lateral curvature of the 
spine by Mr. Frederick Hale Thomson, 


The amount of exercise, or rather the extent to which 
the want of exercise is carried in many boarding-schools, 
will appear incredible to those who have not personally 
investigated the subject. The following is the carte of 
@ young ladies’ boarding-school, drawn up on the spot, a 
few years since, from the report of several of its inmates — 

At 6 in the morning the girls are called, and rise: from 
6 to 8, learning or saying lessons in school; 8 to 8}, at 
breakfast; 84 to 9, preparing lessons out of school, some 
of the girls permitted to do so in the garden; 9 to 1, at 
various tasks in school; 1 to 14, out of school. but must 
not go out of doors; reading or working and preparing 
for dinner; 1} to 2, at dinner; 2 to 5, in school, various 
tasks ; 5 to 5}, tea; 5} to 6, preparing to go out ; dressing 
or reading, or playing in school; 6 to 7, walk, generally 
arm-in-arm, on the high road, many with their books 
in their hands, and reading. 

Two days in the week they do not walk in the evaning 
at all, being kept in for dancing.... It is to be remarked 
that they never go out unless the weather js quite fine 
at the particular hours allotted for walking. They go 
to church .. . twice every Sunday, on which davy no othe? 
exercise is taken. P 
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MEDICAL NEWS 


University of Cambridge 

Mr, J. B. Hunter and Dr. E. C. Lindsay have been 
appointed additional examiners in surgery for part I of 
the final M.B. examination to be held in June, 1939. 
Dr. W. J. Turrell has also been appointed substitute 
examiner for the diploma of medical radiology and 
electrology for 1939 in place of the late Dr. E. P. 
Cumberbatch. 


University of Sheffield 


Dr. R. W. John has been appointed hon. demonstrator 
in pathology in the university. 


University of Wales 


At recent examinations the following candidates were 
successful in obtaining the tuberculous diseases diploma :— 


H. R. Ackermann, V. N. Ananda Theertha, B. K. Banerjee, 
R. N. Chaudhuri, Elizabeth M. Clarke, S. K. Das Gupta, 
M. D. Deshmukh, M. A. J. ArT N. V. Gokhale, A. C. Guha, 
E. A. M. Halsted, R. M. Patel, R. F. Peters, M. U. Rao, Pasu- 
pulate Ramakrishna, and D. D. Verma. 


Queen’s University, Kingston 

Dr. E. M. Robertson has been appointed professor of 
obstetrics and gynæcology in Queen’s University, Kingston, 
Ontario, and head of the obstetric and gynæcological 
services of Kingston General Hospital. Dr, Robertson is 
a lecturer in clinical midwifery in the University of 
Edinburgh and junior assistant gynecologist to the Royal 
Infirmary. 
Oxford Graduates’ Medical Club 
” The summer dinner of this society will be held at 
Exeter College, Oxford, on Friday, June 23, at 7.30 p.m. 
Lord Nuffield will be in the chair. Further particulars 
may be had from Mr. E. A. Crook, the hon: secretary, 
99, Harley Street, London, W.1. 


Lady Tata Memorial Grants and Scholarships 


The trustees of the Lady Tata memorial fund have 
awarded the following grants and scholarship for research 
in blood diseases with special reference to leukemia :— 


Grants for research expenses.—Dr. Jorgen Bichel gis ro 
Denmark), Dr. Julius Engelbreth-Holm (Copenhagen), D 


M. P. J. Guérin (Paris), Prof. Kar] Jarmai (Budapest), Prof 
James McIntosh and 


London), Prof. Eugene L. Opi 
Jacob Furth (New York), and Dr. Joachim Wionbeck (Breslau). 
Part-time personal grant and grant for research expenses.— 
Dr. Werner Jacobson (Cambridge). 
Whole-time scholarship.—Dr. Edoardo Storti (Pavia, Italy). 


Park Hospital for Functional Nervous Disorders, 

Oxford 

On June 1 Sir Farquhar Buzzard, regius professor of 
medicine of the University of Oxford, ' opened this hospital 
which has accommodation for the treatment of 26 patients 
of both sexes suffering from functional nervous disorders. 
No provision has hitherto existed in Oxford and district 
for the inpatient treatment of psychoneuroses, 

Sir Farquhar Buzzard said that the last fifty years 
had seen a remarkable development in the science of 
medicine, particularly psychological medicine. It was 


now recognised that active psychological treatment could - 


be of enormous value in a large number of cases of func- 
tional nervous disorder. The development which had been 
most delayed was that of providing a sufficient number of 
beds where patients could receive special skilful treatment 
of an active kind in surroundings away from their homes, 
For poorer people particularly there were very few insti- 
tutions of that kind in the country. He thought they 
could say they were developing that day the kind of 
hospital which was so much wanted and which was going 
to be unique in this district. 

The hospital, formerly known as Highfield Park House, 
is owned by the authorities of the Warneford Hospital 
and will be administered as a separate unit. The new 
hospital is not under the Lunacy or Mental Treatment 
Acts, however, and will be run on similar lines to those 
of a general hospital or nursing-home. No formalities 
regarding admission will be required. The fees are 
described as moderate and special concessions are being 
nade to a limited number of cases from the neurological 
clinic of the Radcliffe Infirmary. Dr. R. G. McInnes has 
been appointed medical director. 


Royal College of Surgeons of England 


At a meeting of the council of the college held on June § 
with Mr. Hugh Lett, the president, in the chair, Mr. 
Seymour Barling was ‘admitted as a member of the court 
of examiners, Mr. Ernest Hey Groves was appointed to 
give a Moynihan lecture this year, and the John Tomes 
prize for 1936-38 was awarded to Mr. Arthur Bulleid for 
his researches into the bacteriology of the mouth. Mr. 
W. Sampson Handley was reappointed as the representa- 
tive of the college on the court of governors of the 
University of Sheffield, and Sir James Walton was 
appointed the representative on the managing committee 
of the Schiff Home of Recovery. 

Diplomas of fellowship were granted to the following 
candidates :— 


E. R. Smith, M.B. Lond., St. Thos. ; C. Harper, MD 
Lond., St. Thos. ; A. B. King ws Tona Enis. Coll.; G. W 
Blomfield, M. B ‘Leeds, St. Bart’s: G. ey, M.B. 
Lpool, Guy’s; C O. Jeff tory, LRGP. London Hosp.; H. C. 
Hugh, M.B. Lond., “st Bart’s; F. G. St. O. Strange, L.R.G.P., 
London Hosp. ; Truscott, M.B. Lond., Middlesex ; 


yom itesweriyer ae MB. Ca L. ee P., 


Roy. Free and Guy’s; 
immondg, M.B. ; 


Thos, : F. G. Ward, 
ugénie Willis, M.B. Camb., 


M.B. Birm., St. Bart’s ; 
Rob, M.B. Camb., St. Thos, D. M. B Camb, Bt. Lond. 

Univ. Coli. ; A E. Dreosti, M.B. Cape Town, Guy’s and St. 

. . H. AB B. Birm., London Hosp.; J. M. P. 

Clark, M.B. Leeds, St. Thos. ; C. M. Gardner, M.D. McGill, 

: J. ‘ei M.B. Edin., Guy’s; D. oe , Lawson, 

M. Pom Deron, s .B. N.Z D. G. 


irm. ; Thomas, 
a B. Witwatersrand 


. Du B 
Amod H. Trehair 
» St. Thos.; an 


London Hosp.; A. K. Tulloch, M.B. N.Z 
A. S. A. Zikry, M.B. Cairo, St. Thos. 

cae of membership were granted to P. H. 
Davison (Birmingham) and E. P. de Silva (Ceylon and 
West London); diplomas in anesthetics were granted, 
jointly with the Royal College of Physicians, to the 
following candidates :— 


B. J. E. Anson, Harigopal Barat, D. J. T. Brinkworth, J. C. 
Constable, D. G.- oracin ell, James ee F. W. Crook, 


D. A. A. Davis, M. S. El akar G E. Ennis, . Evans, 
S. M. Geffen, R. P. Harbord, J. N. a Howell, T. B. Kenderdine, 
D. A. Knight, B. G. B. Lucas, J.J. McEnery, R. R. Macintosh, 


Lucy G. MacMahon, Audrey Marsden, James Montgomerie, 
Kathleen O’Donnell, W. E. Owens, H. E. Pooler, Freda B. Pratt, 
Margaret S. Riddell, Shelagh M. "Streaifelld, B B. 1. Taft, N. G. G. 
Tabor, S. G. Talwalkar, A. M. Williams, L. J. Wolfson, and 


Wynne. 
The following examiners were appointed for the ensuing 


Dental Surgery. —surgical section: Mr. O. P. G. Wakeley, 
Mr. E, G. Slesinger, Mr. ia aga M. Vick, Mr. Basil Hume, Mr. 
L. E. O. Norbury, and Mr. ©. MacLeod. 

Primary Fellowship — Anatomy: Prof. Ronald Bramble 
Green, Mr. E. P. Stibbe, Prof. F. Wood ‘Jones, F.R.S., and Mr. 
A. M. A. Moore. 5 cab aa eet Aaa Prot. John Mellanby, F.R. Sy 
AETA T. Harris, Prof. A J. Huggett, and Prof. H. P. 


g 
Diploma of L.R.C.P., M.R.C.S.—Elemen on, Se an: 
A. E. Ellis, Mr. S. R. B. Pask, Mr. Wilfrid R ne c., and 
Dr. Evan Idris Jones. Anatomy : Dr. A. J. BE. , Prof. 
W. J. A. B. Appleton. Pihos! Prof. 
. T. P pnilton Hartridge, F.R.S. Midwifery : 
Mr. Trevor Davies, Mr. J. St. G. Wilson, Mr. Leslie Wiliams, 
G. F. Gibberd. Pathology: Dr. W. G. Barnard, Mr. 
B. W. Wiliams, Mr. D. H. Patey, and Prof. W. D. Newcomb. 
Diploma in Public Health—Part I: Major-General H. M. J. 
Perry. Part IT: Dr. Charles Poter. 
~ Diploma in Tropical Medicine and Hygiene.—Lieut.-General 
Sir Wiliam MacArtbur and Dr. Hamilton Fairley. 

Diploma in Ophthalmic Medicine and Surgery.—Part I: Mr. 
Leighton Davies and Mr. Atħeck Greeves. Part II: Mr. 
Adrian Caddy. 

Diploma in Psychological Medicine.—Prof. F. L. Golla. 

Diploma in Laryngology and Otology.—Part I: Mr. N. A. 
ron on Mr. Terence Cawthorne. Part II: “Mr. Edward 

Diploma in Medical Radiology. Part I: Dr. H. T. Flint. 
Part If: Dr. Hugh Davies. 

Diploma in Anesthetics. —Dr. A. S. Daly. 

Diploma in Child Health.—Dr. A. G. Maitland-Jones. 


The temporary recognition granted to the following 
hospitals for the six months’ surgical practice required of 
candidates for the final fellowship examination was 
confirmed: Harrogate District and General Hospital 
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(house-surgeon); Warneford, Leamington and South 
Warwickshire General Hospital (resident house-surgeon). 
Recognition was also granted to the Radcliffe Infirmary 
and County Hospital, Oxford, for the posts of resident 
surgical officer (while acting as house-surgeon) and three 
general house-surgeons. 


Papworth Village Settlement 


The Duke of Kent will preside at the annual meeting 
of the settlement at the Park Lane Hotel, Piccadilly, 
London, W.1, on Friday, June 30, at 3.15 p.m. The 
speakers will include Prof. John Hilton and Sir Pendrill 
Varrier-Jones, F.R.C.P. 


Emergency Ambulance Service 


Of the 151 scheme-making authorities under the Air 
Raid Precautions Act 100 have now submitted to the 
Minister of Health their proposals for an emergency 
ambulance service to pick up casualties other than 
walking wounded and take them to hospitals or depéts. 
The schemes proposed, of which 42 have been approved, 
show where the ambulances will be stationed and how 
the vehicles and drivers and attendants will be allocated 
between the several posts, and they provide for codpera- 
tion with neighbouring authorities. In general, ambulance 
posts and stretcher-party depéts are identical or close to 
each other, both services coming under the control of the 
medical officer of health. The vehicles used will be 
mainly adapted small vans of the commercial type. 
Simple stretcher-catrying fitments have been designed 
which the authorities will store in central depéts. The 
Department of Health for Scotland has lately issued a 
circular (D.P., No. 24) describing such fitments and 
recommending that their assembly should be part of the 
training of ambulance personnel. 


Harveian Society of London 


The annual Buckston Browne banquet was held at the 
Connaught Rooms on June 8, the official day of celebrating 
the King’s birthday, and a cablegram was sent expressing 
the society’s loyal devotion. Two recipients of birthday 
honours were present in the person of Surgeon Vice- 
Admiral P. T. Nicholls and Air Vice-Marshal A. V. J. 
Richardson. Sir Buckston Browne was present as a quiet 
spectator of the good fellowship for which he was 
responsible. Dr. A. D. Morris, medical superintendent of 
St. Leonard’s Hospital, who was in the chair, had as 
personal guests two other distinguished members of the 
L.C.C. medical service, Sir Frederick Menzies and Dr. 
H. W. Bruce. Mr. Justice Humphreys, proposing the 
toast of The Society, recalled its foundation under the 
name of the Western London Medical Society and 
suggested that ‘“‘as the society wouldn’t go with that 
name,” it was decided to associate the name of William 
Harvey, about whom he was expecting to hear something. 
As a lawyer Sir Travers was glad to observe the name of 
Dr. Marshall Hall among its founders. Societies of this 
kind were, he thought, of value not merely for acquiring 
knowledge but for giving opportunity to a scattered 
membership to meet each other. They began in 1856, he 
noted, to dine together. Dr. Morris, in his reply, explained 
that Mr. Tudor Edwards had delivered his Harveian 
lecture on bronchiectasis earlier in the day. He told the 
members of a scheme for providing a permanent home for 
the society. He did not name the sum asked for; had it 


not been for the energy of their treasurer, Mr. Cecil 


Wakeley, he would have been appalled at its amount 
Dr. H. L. Glyn Hughes proposed The Visitors, coupled 
with the names of the Cardinal Archbishop of Westminster 
and Mr. G. D. Roberts, K.C., recorder of Exeter. In reply, 
Cardinal Hinsley spoke of the relation between, his own 
work as a healer of the mind and that of the medical 
profession as healers of the body. Mr. Roberts also con- 
cluded his remarks with an allusion to the relief of human 
suffering. There were present in all 240 members and 
friends, and besides those mentioned the guests included 
the presidents of the Royal College of Surgeons, the 
British College of Obstetricians and Gynecologists, the 
Royal Society of Medicine, the Medical Society of London, 
the Hunterian Society and the Chelsea Clinical Society, 
and the masters of the Society of Apothecaries and of the 
Barbers Company. 


University of Glasgow 

On June 20, at 4.15 P.M., Prof. Grey Turner will deliver 
the fifth Macewen lecture in the university. He will 
speak on the Macewen outlook in surgery. 

Prof. J. W. Cook, F.R.S., has been appointed to the 


. chair of chemistry in the university in succession to the 


late Prof. George Barger. Prof. Cook holds a chair of 
chemistry in the University of London and is research 
chemist to the Royal Cancer Hospital (Free), where he 
has made important observations on natural and synthetic 


carcinogenic and cestrogenic substances. 


St. Bartholomew’s Hospital, London 


The gardens on the roof of Derry and Toms’s building, 
adjoining Kensington High Street station, will be open 
from Monday, June 19, to Saturday, June 24, on behalf 
of the hospital. Nurses will be in attendance to receive 
donations of ls. and upward. 


West London Medico-Chirurgical Society 


The fifty-seventh annual dinner of this society will be held 
at the Trocadero Restaurant, London, W.1, on July § at 
8 p.m. The guests will include Sir Robert Hutchison, 
P.R.C.P., Mr. Hugh Lett, P.R.C.S., the medical director- 
general of the Royal Navy, the director-general of Army 
Medical Services, and the director of medical services 
of the Royal Air Force. Further information may be 
had from the hon, secretary, 34, Devonshire Place, W.1. 


A Voluntary Hospital 


The lllth anniversary of the Royal Sussex County 
Hospital, Brighton, on June 9, was the occasion of the 
inauguration of a mechanical respirator, the gift of Lord 
Nuffield, which was formally handed over by Prof. R. R. 
Macintosh, and the establishment of the Mayo fellowship 
in anesthetics. Dr. Donald Hall, chairman of the 
governors, presided, and his supporters included Lord 
Horder, who said the hospital seemed to him one of the 
best arguments for the continuance of the voluntary 
system. As a pragmatist, he judged principles and insti- 
tutions by the question, “ Do they work ? °> Not only 
did this hospital work but it was an exciting and living 
example of democracy throughout its long life. It was 
the result of a voluntary association of citizens and 
experts for their mutual protection against disease, and 
for raising the standard of the common health—which 
was even better than the common wealth. If that hospital 
were the result of some other state’s four-, or five-, or 
ten-year plan, they would be having relays of visitors 
from neighbouring states, with guides and interpreters, 
showing it off as a product of some incomparable system. 
But as the institution was merely the normal product of 
intelligence, of civic sense, and of enlightened self-interest 
in an undramatically functioning democracy, it was left 
to people like himself to declare its merits. 


International Neurological Congress at Copenhagen 
The congress will meet at the Rigsdag, Christiansborg 


Castle, on Monday, Aug. 21, and on the following Tuesday, 


Thursday, and Friday. The subjects for the three main 
sessions will be: the endocrine-vegetative system ; the 
heredo-familial diseases; and the vitamin deficiencies. 
Papers on other subjects will be read at the Thursday 


‘session, when there will be a special section of neurosurgery, 


and on Wednesday excursions will be arranged to 
Frederiksborg Castle, Hillered and Kronborg Castle at 
Elsinore. The rapporteurs include Sir Henry Dale, 
F.R.S., Sir Edward Mellanby, F.R.S., and Dr. C. C. 
Ungley. 

‘Active membership is open to all neurologists, neuro- 
surgeons, psychiatrists, and other medical and 
women interested in neurology. Application must be 
made through one of the national committees—in this 
country through Dr. Critchley at 137, Harley Street, 
W.1. Non-professional men and women are eligible for 
associate membership. The subscription is a guinea for 
members and half a guinea for associates. The congress 
is being held at the height of the tourist season in 
Copenhagen so that early application for hotel accom- 
modation is advisable. Bookings can only be rnade 
through a branch of the American Express Company. 
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Tuberculosis Scholarship 


_ The Royal College of Physicians of London propose to 
appoint an assistant part-time scholar to codperate in the 
work of the oe tuberculosis survey. Further 
particulars will be found in our advertisement columns, 


National Union of Students 


The third annual conference of representatives of 
medical student societies will be held in Leeds from 
July 11 to 14. The general subject for discussion will be 
the prospect for the newly qualified doctor. The speakers 
will be Prof. W. MacAdam, Dr. W. S. Macdonald, Prof. 
E. J. Wayne, Dr. R. Sutherland, and Lieut. -Colonel R. B. 
Price. Further information may be had from the 
secretary, 3, Endsleigh Street, London, W.C.1. 


Cancer Prize 


The first award from the Anna Fuller fund of New 
Haven, Connecticut, has been made to Prof. Ernest 
Kennaway, F.R.S., Prof. J. W. Cook, F.R.S., Mr. C. L. 
Hewett, Ph.D., Mr. I. Hieger, Ph.D., and Mr. Wiliam 
Mayneord, D.Sc., who are all workers in the research 
department of the Royal Cancer Hospital (Free), London. 
The prize, which is worth about £1500, is awarded for a 
“real and outstanding contribution to knowledge on the 
subject of the cause, care, prevention or cure of cancer.” 


Medical Diary 


Jume 19 to June 25 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
THURSDAY. 
Dermatology. 4 P.M., Dr. S. Berhman and Dr. L. 
Forman: (1) Dermatomyositis. Dr. A. D. K. Peters: 
(2) Stries Atrophice, ł Cushing’s Syndrome. Dr. F. 
Parkes Weber: (3) Persistent Red Patches in Axillee. 
MEDICO-LEGAL SOCIETY. 
THURSDAY.—8.30 P.M., Dr. Denis Carroll: The Psychiatrio 
Treatment of Delinquents. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


TAVISTOCK CLINIC, Malet Place, W.0.1 
MONDAY.—6 P.M., Dr. Emanuel Miller : : "Manifestation of the 
Early Psychoses in Children (1). 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw: summary. 4.30 PM., 
Dr. H. Crichton- Miller : : summary 
TEURSDAY.—Dr. Alan Maberly : E "Disorders of Childhood— 
Sex Offences. 


ST. MARY’S HOSPITAL, W.2. 
TUESDAY.—5 P.M. (institute of pathology and research) 
Prof. Wilfred Trotter, F.R.S. : Has the Intellect a Function $ 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 


Road, W.1 

MONDAY.—4.30 P. M., Dr. R. C. Wingfield: Pulmonary 

berculosis. 

WEDNESDAY. goon, clinical and pathological conference 
medical). Prof. J. H. Dible: Pathology of the 
astro- etina] 1 Tract (II) 3 PM., clinical and patho- 
logical conference (surgical). 4.30 P.M., Prof. H. W. C. 
Vines: Pathology of the Adrenal Glands. 

DAY.—2.15 P.M., Dr. Duncan White: radiological 
ioe hada 3.30 P. M., Dr. Helena Wright : Birth 
ontrol 
AY.—2 P.M., clinical and pathological conference 
(obstetrics and gynæcology). 2.30 P.M., Mr. J. B. Hume: 
Hernia and its Treatment. 

Daily, 10 A.M. to 4 P.M., medica] clinics, surgical clinics and 
operations, obstetrical and gynæcological clinics and 

operations. 


HOSP AL FOR SICK CHILDREN, Great Ormond Street, 


TTHURSDAY.—2 P.M., Mr. James Crooks: The Causes, Recogni- 
tion, and ‘Treatment of Deafness in Childhood. 3 P.M., 
Dr. E. A: Cockayne: The Von Gierke, Niemann-Pick, 
Gaucher, and Schiller-Christian Syndromes. 
Outpatient clinics daily at 10 A.M. and ward visits at 2 P.M. 
ST. GEORGE’S HOSPITAL, S.W.1 
THURSDAY.—5 P.M., Dr. W. S. Maclay : psychiatric demon- 
stration. 
MAIDA VALE HOSPITAL FOR NERVOUS DISEASES, W.9. 
THURSDAY.—3 P.M., Prof. F. L. Golla : clinical demonstration. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SUNDAY.— BROMPTON HOSPITAL, S.W. 3, Tues. 
and Fri. or Mon. and Thurs., 5.15 P.M., M R.C.P. ‘courses 
in chest diseases.—LONDON CHEST HOSPITAL, Victoria 
Park, E.2, Wed. and Fri., 6 P.M., M.R.C.P. course in heart 
and lung ’ diseases. —WEsT END HOSPITAL FOR NERVOUS 
DISEASES, Welbeck Street, W.1, afternoon M.R.C.P. 
course in neurology. —CHELSEA HOSPITAL FOR WOMEN, 
Artbur Street, S.W.3, all-day course in gynæcology.— 


PRESTON HALL, near Maioar one. Kent, Sat., all-day demon- 


stration on pulmon: tube osis.— CESS ELIZABETH 
OF YORK HOSPITAL, Shadwell, E.1, Sat. and Sun., all-day 
course in children’s diseases. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—3 P.M., visit to British Legion Vilage, Preston 
Hali, Maidstone, Kent. 
HONYMAN-GILLESPIE LECTURE, Edinburgh. 
THURSDAY.—4.30 P.M. (Royal Infirma ry), Mr. O. F. W. 
Illingworth: Recent Derelooments in the Surgical Treat- 
ment of Obstructive Jaundice. 
GLASGOW UNIVERSITY. 
TUESDAY.—4.15 P.M., Prof. G. Grey Turner: The Macewen 
Outlook in Surgery. (Macewen lecture.) 


A\ppointments 


ALLISON, A. MAXWELL, L.R.C.P.E., assistant medical officer, 
Exeter Cit Mental Hospital. 

BaRBOUR, W. D. Glasg., D.P. M., medical superintendent 
at the Borough | Mental Hcspital, Derby. 

TBORG, CHARLES, M.D. Malta, resident medical officer at 
Richmond Infirmary, Surrey. 

CoLLIs, J. L., M.B. Birm., F.R. À. S., resident surgical officer at 
the General noha. Birmingham. 

*DaviEs, J. R., M.R.C.S., D.T.M. & Eca assistant port medical 
officer of ioalth for the City of London. 

EPSTEIN, EDWARD, M.B. Witwatersrand, clinical onary in 
the ophthalmic department of Sheffield Royal 

Evans, A. B., M.B. Camb., F.R.O.S., chief obstetric assistant 
and registrar to the Westminster Hospital. 

Forcacs, PAUL, M.B. Lond., assistant resident medical officer 
at the City ‘Tgolation Hospital, Plymouth. 

GRANT, J. Aberd., medical superintendent at the 
Renfrew District “Asylum, Dykebar. 

HEALY, Trmoruy, L.R.O.P.1., D.P.H., assistant resident m medical 
officer at the North Wales Sanatorium, Ll 

ING, R. G. M., M.B. Camb., resident medical officer at 
the Hospital for Women, Soho. 

LAWRENCE, J. S., M.D. Edin., clinica] assistant in the dermato- 
logical department of the Sheffield Royal ary. 

MACDONALD, N. M., M.B. Glasg., D.P.H., senior school medical 
officer and ae tae purty medical EaR of health for Rotherham. 

lasg., F.R.C.S.E., senior resident aargical 
officer at Warnetord eneral Hospital, Leamington Spa. 

*MORTON, WILLIAM, M.D. Glas deputy medical superin- 

tendent at Withington Hospital, Manchester. 

ROBERTSON, P. A. .C.P.E., junior assistant medical 
officer at Park Bracers Mental outed, Basingstoke. 

RUSSELL, JOHN, M.B. Glasg., D.P.M., medical superintendent, 
Exeter City Mental Ponal al. 

*SAUNSBURY, EDWARD, M.B resident assistant medical 
officer at Withington omita ‘Manchester. 

SINCLAIR, MOLLY K., hon. instructor for speech defects to 
St. Bartholomew” s Hospital, London. 

WALTON, L. H. F., M.R.CS., hon. consulting physiotherapist 
to the department of physical medicine of the Hertford 
County Hospital. 

*WISHART, G. M., M.R.C.S., D.P.H., assistant port medical 
officer of health for the City of London. 

WOOLMER, R. F., B.M. Oxta, D.A., hon. chief anæsthetic 


Dufferin Association.—The following appointments have been 
made to the Women’s Medical Service for India :— 

Brown, Doris B., M.D. ao ¥.R.C.S., M.R.C.O.G. ; 
CATCHATOOR, M., M.B. 
Lona, HARY, M.B. Lond., FEOS. : ; 
MUNDLE, Dr., M.B. Punjab, D.C.H. ; 
Namu, Dr., M.B. Punjab D.T.M. & H., M.M.S.A. ; 
VETHAVANAN, D. C. R., M.B. Madras, M.R.C.P., DROO. G. 


Hospital for Sick Children, Great Ormond Street, London :— 
ALLIBONE, E. C., M.D. Leeds, M.R.C.P., resident medica 
assistant and clinical pathologist ; 
MILLER, H. oC M.B. Durh., house -physician ; 
PIERCE, J. , M.B. Lond., M.R.C.P., house -physician ; and 
THOMSON, D M., M.D. Manitoba, M.R.C.S., house-surgeon. 


Colonial Medical Service. —The following appointments are 
announced :— 
CALDWELL, J. McC., M.B. Dubl., medical officer, Uganda ; 
GARROD, J. M. B., M.B. Belf., medical officer, Northern 
Rhodesia ; 
GEORGE, C. R., M.B. Glasg., medical officer, Northern 


LAURI, J. I. i, M.B., modica officer, Cyprus ; 
MOLESWORTH, B. D., M.B. Camb. medical officer, Malaya ; 
ROGAN, J. M., M.B. Edin., MR E., medical officer, 


Malaya 

JOBSON, T. W. C., M.B. Edin., senior medical officer, 
Tanganyika Territory ; : 

MACDONALD, J. F., M.B. Edin., F.R.C.S.E., surgical specialist, 
Northern Rhodesia : 

MCGREGOR, J. A., M.B. Glasg., D.P.H., D.T.M., senior 
medical officer, Northern Rhodesia ; and 

Rosson, P. B., M.B. Dubl., D.P.H., D.T.M., senior medical 
oficer, Northern Rhodesia. 


Examining Surgeons under the Factories Act, 


1937: Dr. 
E. VINING (Littleborough District, Lancas ). 


* Subject to confirmation. 
t This appointment was given incorrectly in our issue of June 3. 
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V acancies 


For further information refer to the advertisement columns 

Aberdeen Royal Infirmary.—Surgeon in charge of radium 
therapy, £800. 

Army Dental Corps.—Comumissions. 

Ashton-under-Lyne District Infirmary. —H.S., at ia of £150. 

Barbados General Hosp.—Radiologist, £800. Also H.S. and 
anesthetist, £450. 

sent -P a Borough Council.—Deputy M.O.H. and tuberculosis 


£8; 
Bedfordshire County Council.—Asst. M.O.H., maternity and 


child wero; £500. 

Birmingham City.— Asst. res. M.O. in tuberculosis section, £450. 
. Also jun. AT M. for Rubery and Hollymoor 
Divisions, £350. 


Blackburn Royal Infirmary.—Res. H.S., £175. 

Bradford, Infectious Diseases Hosps.—Med. supt., £850. 

Br ford. Royal Infirmary.—Res. M.O. and asst. pathologist, 
£250. Res. surg. O., £250. Also H.P. to radium and skin 
depts., at rate of £200. 

Brighton County Borough.—Sen: M.O. and asst. to M.O.H., 
£800. Also A.M.O. for civil defence, £500. 

Bristol General Hosp. —Cas. H.S., at rate of £100. Two H.P.’s, 
three H.S.’s, res. obstet. officer, and H.S. to spec. depts., 
each at rate of £80. 

British Hosp. for Kume tonai, Mental and Nervous Disorders, 
72, Camden Road, N.W.1 ’—Hon. physician. 

British’ Postgraduate "Medical School, Ducane Road, W.12.— 
H.S. to surgical unit, at rate of £105. 

Canterbury, Kent and Canterbury Hosp.—H.S. to special depts., 
at rate of £125. 

Cardin Tor Infirmary. —Radium registrar, £400. Also Hon. 
physician. 

Cecile Booysen Clinic, 39, Spencer Street, E.C.1.—M.O.’s, each 
14 guineas per session. 

Chelsea Hosp. for Women, S.W.3.—Aneesthetist, 30 gns. 

Colchester, Essex County Hosp —H.S., £175. 

Derbyshire County Council.—Asst. county M.O.H., £750. 

Derbyshire Education Committee.—Asst. school M. O., £500. 

Dewsbury County Borough.—Res. asst. M.O. in matemity and 
child welfare dept., £350. 

Durham County Council.— Res. med. pape. ae School Aycliffe 
Colony, £800. Also asst. school M.O., £500. 

Elizabeth Garrett Anderson Hosp., Euston Toad, N.W.1.—Hon. 
first asst. to obstetric dept. Also H.P., first, second and 
third H.S., and obstetric asst., each at rate of £50. 

Gloucester, Barnwood House Hosp. for Mental and Nervous 
Disorders.—Second asst. M.O., £450. 

Golden Square Throat, Nose and Ear Hosp., W.1.—Clin. asst. 

Hastings, Royal East Sussex Hosp.—Jun. H. S., at rate of £150. 

Hosp. of St. John and St. Elizabeth, 60, Grove End Road, N.W.8.— 
Res. H.P., at rate of £100. 

Hosp. for Tropical Diseases, 25, Gordon Street, W.C.1.—Three 
H.P.’s, each at rate of $120: Also ophthalmic surgeon. 

Hull, Beverley Road Institution.— Asst. M. 350. 

Hull Municipal Maternity Home and Infants’ Hosp.—Jun. res. 
M.O., at rate of £100. 

Hull Royal Infirmary.—Hon. gynecologist. 

Ilford, King George Hosp.—Med. reg., £150. Also asst. cas. O. 

and H.S. to spec. depts., at rate ‘of £100. 

Lancashire County Council — Asst. county M.O., £800. 

Leigh Infirmary, Lancs.—Jun. H. S., at rate of £150. 

Lincoln City.—Res. M.O. for City Hosp. and Sanatorium, £300. 

nee Joint Board for the Mentally Defective.—Asst. M.O., 


FANE ON Alder Hey Hosp.—Res. asst. M.O.’s, each at rate 


Liverpool City. —Res. asst. M.O.’s for Walton Hosp., Smithdown 
Road Hosp., and Mill Road Infirmary, each £ 

Liverpool Hosp. for pea a ond Diseases oe the Chest, 
Mount Pleasant.—Res. M.O., 

Liverpool Sanatorium, Delamere Fo, Frodsham.—Asst. to 
med. supt., £225. 

London County Council.—Asst. M.O.’s (class I), each £350. 
Asst. M.O.’s (class II), each £250. Also part-time M.O. for 
Ongar residential school, at rate of £130. 

London Hosp., E.l —Medical first asst. and registrar, £300. 
Also Medical outpatient first asst., £150. 

Man eter Hovel Children’s Hosp., Pendlebury. —Res. H.S., at 
rate o 

menue ae tt Infirmary.—Radiologist for X-ray diagnostic 
wor 

Middlesex ey Council.— Appointments, £650 to 3 guineas 
@ week 

Montrose Royal Asylum.—tThird asst. M.O., £300. 

Nelson Hosp., Merton, S.W.20.—Res. H.S., "at rate of £150. 
Newcastle-upon-Tyne, Royal Victoria Infirmary. —Jun. surg. reg., 
£150. Also res. appointments, at rate of £200 to £50. 

Newcastle-on-Tyne Throat, Nose and Ear Hosp.—H.S., £150. 

Norwich, Norfolk and N orwich Hosp.—H.P. and H.S., each £120. 

Oxford, Radcliffe Infirmary.—Hon. asst. obstetrician and 
Paneer pe take Also hon. asst. surgeon to ear, nose and 

roat dep 


Ozford, Wingfield-Morris Orthopedic Hosp.—Lord Nuffield 

scholarship in orthopadic surgery, £200. Also res. H.S., 
at rate of £100 to £120. 

Plymouth, Prince of Wales’s Hosp., Greenbank Road.—Res. 
surg. O., at rate of £225. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
Cas. O., at rate of £125 

Radium Institute and Mount Vernon Hosp., 1, Riding House 
Street, W.1.—H.S. for Mount Vernon Hosp., ‘at rate ot £150. 

Reading, Royal Berkshire Hosp. 

Rochdale Infirmary and Dispensary. —Sen. H. S., £200. 

Rotherham, Municipal General Hosp.—Jun. asst. res. M. O., 2180. 

Rotherham Hosp.—Cas. H.S., £150. 


Royal Army Medical Corps.—Temporary commissions. 

Royal Chest Hosp., City Road, E.C.1..—H.P., at rate of £100. 

Royal College of Ph ysicians, Pall MalljEast, S.W.1.—Asst. Prophit 
scholar, £250. 

Royal London Ophthalmic Hosp., City Road, E.C.1—Pathologist 
and curator, £650. Also Outpatient otficer, £150. 

Royal Naval Me dical Service.—Medical officers. 

St. John’s Hosp., Lewisham, S./.13.—Res. cas. O. 
second H.S., each at rate of £100. 

St. Mark’s Hosp. for Cancer, &c., City Road, E.C.1.—H.S., at 
rate of £120. 

St. Marzy’s Hosp. for Women and Children, Plaistow, E.13.— 
Res. H.P., at rate of £150. 

St. Thomas’s Hosp., S.E.1.—Hon. neuro-surgeon 

Salford City. — Asst. M.O. for V.D. treatment centre, £500. 

Sheffield Children’s Hosp.—H.P., £100. 

Sheffield Royal Infirmary and Hosp., Dept. of Radiology.—First 
asst., £500. Also clin. asst., £300 

Stamford, " Rutland and General Infirmary. —H.S., at rate of £850. 

Sunderland Royal Infirmary.—Cas. ©. and H.S. to ear, nose and 
throat dept., at rate of £120. 

Thorp Arch, Yorks, Marguerite Hepton Orthopaedic Hosp.—Med. 
supt., £700. 

Univ ersity College Hosp. Medical School, 
Crocker travelling scholarship in dermatology, £280. 

Wakefield, Wadsley Mental Hosp.—Asst. M.O., £350. 

Walsall General Hosp.—Res. surg. O., £300. Also H.S., £150. 

West London Hosp., Hammersmith, WV .6.—Chief clin. asst. in 


X-ray (diagnostic) dept., £125 
Westminster Hosp., St. John’s Gardens, S.W.1.—Res. house 
each at rate 


pret pao and res. H.S. to irradiation dept., 

of £5 

Willesden General Hosp., Harlesden Road, N.W .10.— Cas O. 
at rate of £100. 

Windsor, King Edward VII Hosp.—H.S8., £120. 

Woolwich and District War Memorial *Hosp., Shooter’s Hit, 


S.H.18.—Cas. O.. at rate of £100. 
York County Hosp.—H.S. to eye, ear, nose and throat dept., £150. 


The Chief Inspector of Factories announces vacancies for 
xamining Factory, Surgeons at Kegworth (Derby), 
Ruskington (Lincoln), Kilmory (Bute) and Cowes (County 

of Southampton). 


Births, Marriages and Deaths 


BIRTHS 


ALDERSON.—On June 8, at Hull, the wife of Dr. 
Seaforth Alderson—a son. 

BINNING.—On June 9, at Hove, the wife of Dr. 
a daughter. 

Craic.—On June 12, at High Wycombe, the wife of Mr. J. 
Murison Craig, F.R.C.S.—a son. 


and res. 


Frank George 
Rex Binning— 


HopeKinson.—On June 10, at Milford-on-Sea, Hants, the 
wife of Dr. H. Ll. Hodgkinson—a son. 
MacGREGOR.—On June 9, at Welbeck Street, W.1, the wife 


of Dr. Alexander Brittan MacGregor—a daughter. 
MoyYNaHAN.—On June 8, at Royal Northern Hospital, London, 
the wife of Dr. Edmund Moynahan—a son. 
RuaG-GunN.—On June 12, the wife of Surgeon Lieutenant 
M. A. Rugg-Gunn, of Rainham, Kent—a son. 
SHAOKEL.—On June 6, at Mayfield, Sussex, the wife of Dr. 
Edward M. Shackel—a son. 
VINCENT SMITH.—On June 11, at Hendon, the wife of Surgeon 
Lieut.-Commander John Vincent Smith, R.N.—a son. 


MARRIAGES 


BERRY—HOLME.—On May 24, at Fort Johnston, 
William Thomas Charles Berry, M.R.C.S., 
Wells, to Veronica Anne Holme. 

BURKITT—-BAMBRIDGE.—On June 9, at St. Mary’s, Wimbledon, 
Frederick Thomas Burkitt, M D., to Kathleen Bambridge. 

GrE—JAQUES.—On June 11, at Union Church, Hutton, Essex, 
Arthur Cecil Gee, M.B. , to Marjory Beryl Jaques. 

MaRTIN—NORBURY.—On June 10, at All Souls? Church, 
Langham Place, Nicholas Henry Martin, M.R.C.P., to 
Joan Sybil N orbury. 

TALBOT—VAN KLAVEREN.—On June 3, at St. Andrews, Much 
Hadham, John Edmund Talbot, M.R.C.S., to Joan Jatoba 
Bickmore van Klaveren. 


DEATHS 


Cassip1.—On June 13, at ene rafelt, co. Londonderry, F 
Richard Cassidi, M.B.E., M.D. Dubl. J.P., late of ae 

HERN.—On June 9, at Re aconsfield, Bue ks, William Hern, 
O.B.E., M:.R.C.S., L.D:S., late consulting dental surgeon 


to Middle sex Hospital, in his S3rd year. 
HuBBERSTY.—On June 13, at Sunderland, Robert Stephen 
Sydney Backhouse 


Hubbersty, M.D. Edin., aged 77. 
late of The Croft, Walmer. 


N yasaland, 
of Tunbridge 


HULKE.—On June 10, at Hungerford, 
Hulke, F.R.C.S., 
LEWTAS.—On June a? at Banstead, Surrey, Frederick Ge 
Lewtas, M.R.C.S., aged 48. ck George 
McCALL-SMITH.- On June 9, N. McCall-Smith, M.D. Darh. 
M aa Ash, Canterbury, Kent. y 
OKENZIE.—On June 1, at Durban, S. Africa, Archi 
Mii Bene = D. Edin., M.R.C.S., aged 81. Archibald 
GUIRE.—On June 13, in London, Charles Evans Mac 
say ED: Aberd., of Auckland, N-Z S Maguire, 
EYMOUR.—On June 7, at Harley Street, W.1, Francis R 
Seymour, M.D. Dubl., D.P.H. BaO bert 
N.B.—A fee of 7s. 6d. is charged for the announcement Births 
Marriages, and Deaths, ont Olathe, 


W.C.1.—_ Radcliffe . 
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NOTES, COMMENTS, AND ABSTRACTS 


A UNIQUE MEDICAL TRACT 
AT Sotheby’s sale of the late Earl of Dysart’s 


Ham House library this year the British Museum has > 


acquired, through the Friends of the National 
Libraries, a unique early medical tract: ‘‘ The 
Ouerthrow of the Gout written in Latin verse by 
Doctor Christopher Balista,” translated into English 
verse by B. G. under the imprint of Abraham Veale, 
London, 1577. The identity of the poet hidden behind 
the initials B. G. is not certain. The 1890 edition of 
the “ Dictionary of National Biography ” says that 
this work was doubtfully assigned to Barnabe Googe, 
author of ‘‘Eglogs, Epytaphes, and Sonettes,”’ 
published in 1563. ‘The initials may conceal] Bernard 
Garter, who flourished in the same period. Richard 
Master, to whom the Ouerthrow of the Gout is 
dedicated, was Queen Elizabeth’s physician and 
prebendary of York, combining the cure of bodies 
with that of souls; he was president of the College 
of Physicians in 1561. He also acquired malaria in 
Kent in 1649—a quartan ague that lasted three 
months. Almost nothing is known of Dr. Christopher 
Balista, alias Arbaleste, author of the Latin original, 
“ In Podagram Concertatio.”’ He is supposed to 
have been a Parisian doctor and the author of five 
medical works. 

The Ouerthrow of the Gout is described by H. Sellers 
in the British Museum Quarterly (February, 1939, 
p. 7). The causes of gout are first enumerated, 
including ‘‘ colde, excessive Idlenes, and to much 
exercise ” ; “thick and clammy flemme’’; “ both 
the sortes of Choler’’; and ‘‘ tomuch blood.” Man 
` herbal, mineral, and animal remedies are mentioned, 
including ‘“‘ the root of marsh mallowes mingled with 
Ducks greace’’ and “a Fox fleaed (flayed) cut in 
small Gobbits destilled with Oile of Camomile, Oile 
of Rew, oile of wormes.’’ Elaborate directions are 
given about diet, and cheerfulness is advised : 

“ Far from thee look thou euer haue 
all grim and sollemne S 


yers ; 
All lowring lumpish lookes that lothe, 
bequeath them to the Fryers.’’ 


A short Dialogue betwixt the Gout and Cri. Balista 
ends the book, which is known only from the present 
well-preserved copy. 


LABOUR LASTING 182 HOURS 


DELAY in the first stage of labour is attributed to 
various causes—notably emotional disturbance, over- 
distension of the bladder or the rectum, over-distension 
of the uterus, malpresentation, and cervical rigidity, 
The last of these is the rarest and, if not treated, 
may lead to rupture of the uterus. The treatment 
recommended by Chassar Moir in the British Encyclo- 
peedia of Medical Practice (vol. vii, p. 446) is incision ; 
others have advised manual dilatation under spinal 
anesthesia. Neither of these methods was used by 
Ramirez Olivella in a case of tedious labour lasting 
182 hours in a primigravid European, aged 28, 
in Cuba (Vida nueva, Feb. 15, 1939, p. 102). 

She was admitted to a maternity hospital on Oct. 11, 
with commencing dilatation (two finger-breadths) and 
feeble contractions. There was a normal bag of waters, 
the foetal head had not engaged, and the sacral 

romontory could not be felt. On the next day the 
head was said to have engaged and the cervix to 
be somewhat rigid; whereupon an antispasmodic 
was injected. On the 13th the dilatation had 
increased to three finger-breadths and the edge of the 
os had become thinner. On the 15th dilatation had 
mot advanced any further, the head was engaged 
low down, and the membranes ruptured spontaneously. 
Contractions were still feeble and widely spaced. 
Another injection of antispasmodic was given. 
Later on the same day dilatation increased slightly, 
and yet another injection of antispasmodic was given. 
During the 16th and 17th the dilatation gradually 


increased as the rigidity lessened. The patient 
slept well and did not appear to be suffering from 
fatigue, although she complained of the length of her 
labour. By that night it was estimated that dilatation 
was almost complete, on the 18th it was considered 
to be complete, and later in the day a healthy male 
child was born with the aid of low forceps. 


A WOMAN’S MAN 

AMONG the latest recruits to the rapidly growing 
army of medical autobiographers is Dr. Frederic 
Loomis, who practises gynecology and obstetrics in 
California. (Consulting-room. London: J. M. Dent. 
1939. Pp. 270. 8s. 6d.) Ambition to become a 
doctor came early, for it impelled him at the age of 
eight to dose the domestic cat with nauseous draughts 
of his own decocting. Although, for economic 
reasons, his ambition was not realised till compara- 
tively late in life, his enthusiasm persisted and, 
qualified at last, he immediately began to specialise. 
“ My world,” he says, ‘‘ has revolved round sex as a 
pivot, with love as a motive power,” and if his manner 
of presentation grates perhaps a trifle melodramatically 
on English ears, he has no dearth of good stories to 
tell—some grave, some gay, but all intensely human. 
His accounts of youthful solecisms and misunder- 
standings are particularly happy, and such phrases 
as ‘‘ Honeymoons, like autos, last longer if you don’t 
race the engine ” reveal a gift for epigram. It would 
be idle to deny that Dr. Loomis is a sentimentalist— 
he himself probably glories in the fact—but his 
candour, vigour and humour more than offset the 
tendency to mawkishness in his book. 


ANATOMY OF HERNIÆ 


IN connexion with the injection treatment of 
hernia, Dr. A. Katchian of Beirout asks what relation- 
ship the sac in oblique inguinal hernia bears to the 
cord at the internal ring, in the inguinal canal, at the 
external ring and in the scrotum, and whether the 
relationship is constant in all cases. Books on 
surgical pathology and even the newer publications 
on the injection treatment of hernia shed, he says, 
little or no light on this question. 

Textbooks certainly show a regrettable tendency 
to beg this question, and an intimate knowledge of 
the anatomy of hernia is essential if injection treat- 
ment is to be safe and successful. In oblique hernise 
the sac lies outside and slightly above the cord at the 
internal abdominal ring; in the inguinal canal the 
cord is adherent to the posterior surface of the sac ; 
at the external abdominal ring the sac lies outside 


` and slightly below the cord; and in the scrotum 


the sac is outside and in front of the cord. In the 
common type of oblique herniz the relationship is 
probably constant. Variation may be found in 
children and, of course, in acquired and recurrent 
herniæ in adults. 


SHORT STORIES FOR DOCTORS 


THE 23 articles and short stories in Dr. Cecil 
Learoyd’s ‘“‘ Physicians’ Fare” (London: Edward 
Arnold, 1939, pp. 301, 7s. 6d.) all have a medical 
flavour, and, being written by a practising doctor, 
they are refreshingly free from those tiresome 
inaccuracies of medical detail which are all too 
common in books written by laymen. The stories 
cover a wide range of subjects, including murder, 
Suicide, the past, the future and the hereafter. 
Among the best is “ A Day in the Life of a Psycho- 
logist,” though the musings of old Dr. Graver of 
Market Citron in ‘‘ A Five-Minutes’ Interlude ” and 
elsewhere run it pretty close. Written in fluent 
style, the book is well seasoned with astringent 
humour, and the title is aptly chosen, for it is 
essentially a book for doctors. The author does not 
mince his words, and all but the least squeamish 
of eae ame readers will find them strong 
meat. 
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ART AND ANATOMY 


THE intimate relationship between art and anatomy 
is surely self-evident and Prof. R. N. Wegner of 
Frankfurt-am-Main need hardly have urged its 
importance in the introduction to his ‘‘ Das Anatomen- 
bildnis ” (Basel: Benno Schwabe and Co. 
Pp. 199. Sw. Fr. 18). He needs no excuse for so 
scholarly a production, for the text evinces on every 
page a high standard of research, and the admirably 
reproduced illustrations, culled from a great variety 
of sources, reflect the artistic taste of their selector. 
It is natural to look in these portraits for some. clue 
to the personalities of their subjects. Some of 
course are mainly of interest as examples of the art 
of portraiture, but we seem to trace in these pages 
a kindliness, a courtesy and a “ humanity ” which 
we should not find in a series of statesmen, warriors 
or kings. Science, it seems, is justified of her children. 
Of the pictures which will be new to most readers, 
the palm must be given as a work of art to the 
magnificent portrait of Jan Bleuland by Pieter 
Wonder, the treasured possession of the University 
of Utrecht. But the reproduction which charms 
by its “ humanity ” is the engraving of Du Laurens ; 
it convinces us at a glance that Du Laurens was in 
every sense a great gentleman. 


SULPHANILAMIDE IN SMALLPOX 


IN our issue of March 25 (p. 740) mention was made 
of a case of smallpox successfully treated with 
Prontosil rubrum by King and de Rozario. Now 
comes news of four cases treated with sulphanilamide 
by W. O. McCammon of Kentucky (J. Amer. med. 
Ass. May 13, 1939, p. 1936). Three other cases in 
the same outbreak received symptomatic treatment 
only, all seven being of similar onset and prodromal 
period. Treatment in each case was begun before 
an eruption appeared, and in those treated with 
sulphanilamide there were only evanescent macules 
and no pustules, except for three pustules in one of 
them. Typical pustulation was seen in the cases 
treated symptomatically. The patients who received 
sulphanilamide were back at work about a week 
earlier than the other patients. In other respects 
there gvas apparently no difference in the course of 
the fever in the two sets of patients. 


MIGRATION, ENVIRONMENT AND EVOLUTION 


IN an exhaustive study, an account of which has 
recently been issued under the auspices of the 
University of Hawaii,! Prof. Shapiro has sought 
to measure the effects that a change of environment 
may have on the physical characteristics of a migrat- 
ing population and their descendants. His field 
of inquiry has been Hawaii; but, with the support 
of its university and of the Rockefeller Foundation, 
he has pursued his investigations not only amongst 
the Japanese immigrants to Hawaii, and amongst 
their offspring born and bred there, but also, for 
comparison, amongst members of the families and 
villages in Japan from which the immigrants came 
in early manhood. The fleld work, carried out by 
Dr. Hulse, included some 43 anthropometric measure- 
ments (with 21 indices calculated from them) and 
41 observations of such characters as hair and eye 
colour, and slope and height of forehead. From this 
material, relating in all to 2594 individuals and 
presented in nearly 400 pages of tables, Shapiro 
finds initially that the migrating population differs 
in most respects from its stay-at-home relations. 
They have, to quote one or two instances, shorter 
trunks and longer legs, longer noses and wider 
shoulders. Whatever may be the cause, the migrating 
population is physically not a random sample of the 
families from which it sprang—a result which is not 
altogether unexpected. Rather more surprising is 
the further observation that their children, born 


1. Migration and Environment. By H. L. Shapiro, with 
the field assistance of Frederick S. Hulse. London: 
Humphrey Milford, Oxford University Press. 1939. 
Pp. 592. 32s. 6d. 
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and reared in Hawaii, seem to undergo further 
modifications in measurable (but not in qualitative) 
characters. They differ in many respects both from 
their parent stock and from their relatives in Japan. 
In other words, environmental influences have, it 
seems, produced physical changes within a single 
generation. This leads Shapiro to the conclusion 
that selective migration and environmental modifica- 
tions may well be contributory factors in the complex 
process of differentiation and evolution. 


A BIOLOGICAL DICTIONARY 


THE title of ‘‘ A Dictionary of Scientific Terms,” 
originally prepared by I. F. and W. D. Henderson 
and now revised by J. H. Kenneth (London: Oliver 
and Boyd. Pp. 383. 16s8.), is misleading, for it 
covers Only the biological sciences—botany, zoology, 
anatomy, cytology, embryology and physiology. 
Within these limits, however, it does its job well, 
though in some of the definitions clarity has been 
sacrificed to brevity and polysyllables have been 
preferred to their shorter equivalents. Pronunciation 
and spelling are those generally accepted in this 
country. The medical man will not find answers 
here to all the conundrums he meets in his reading, 
but it is perhaps just in these sciences that border 
on medicine that he most needs guidance. 


PLAY AS TREATMENT ' 


Dr. Rogerson, who. has studied children at play 
at a child-guidance clinic, is sceptical of the value 
for children of such lengthy forms of treatment as 
psycho-analysis and of interpretative techniques 
deduced from adult analysis. His work confirm 
the therapeutic effect of play under certain controlled 
conditions, which he describes, upon difficult children 
He lays insufficient stress, perhaps, on the variation 
in reactions ; some children are undoubtedly able to 
work through their difficulties adequately in a pla 
group, while others need long and intensive treatment. 
Dr. Rogerson does less than justice to other forms 
of treatment of proven value and moreover leave 
rather doubtful his criteria for estimating recovery. 
For example one child at the time of discharge is 
described as a “‘ normal though very aggressive little 
boy ” without any suggestion that excessive aggression 
may lead to further trouble. A close examination 
of the clinical material given in this little book reveals 
some inconsistencies, and other workers in this difficult 
field may find the author a little too optimistic. 


1. Play Therapy in Childhood. By O. H. Rogerson, M.D. Loni., 
M.R.O.P., D.P.M., medical director, the Cassel Hospital, 
Penshurst, Kent; late chief clinical assistant, departmet 
of peyohoc medicine, Guy’s Hospital, London. 
London: Humphrey Milford, Oxford University Press 
1939. Pp. 63. 3s. 6d. 


s When a hen has laid eggs for the first time in 
her life she immediately sits on them .. . . Hitherto science 
has called this a typical example of animal instinct.... 
What is the real truth of the matter ? Careful investigation 
has proved that the animal certainly has personal motives 
for sitting, but they are not biological ones. Shortly before 
the beginning of hatching-time the animal’s breast shows 
the so-called hatching spot. Here the feathers fall out 
and there is a bald spot which feels hot, as if from 
inflammation (probably caused by hormones), Thi 
evidently causes the animal pain, for it seeks cooling 
substances, which must necessarily have a curved shape 
to be effective. After the eggs have been laid, these offer 
what is required. . .. The hen turns the eggs so that sh 
may sit on the cool parts, and without meaning to do % 
she thus causes all parts of the egg to be equally warmed. 
. .. L must once more state emphatically that the instinct 
hypothesis is in direct contradiction to every result of 
the modern theory of heredity. It has been proved again 
and again that only a certain disposition to receive 
impressions on one hand, and to general emotional attitud 
and bent of mind on the other is inherited ; for example, 
a profoundly emotional nature or a generally intelligent 
disposition.” —Prof. J. A. LOESER, Nature, Lond. May 2%, 
1939, p. 880. 
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ADDRESSES AND ORIGINAL ARTICLES —_ 


HAS THE INTELLECT A FUNCTION ?* 
By WILFRED TROTTER, M.S. Lond., F.R.S. 


CONSULTING SURGEON TO UNIVERSITY COLLEGE HOSPITAL, 
LONDON 


THERE is no aspiration more commonly expressed 
by conscientious teachers than that they should be 
able to give their pupils the power to think for them- 
selves. This ambition seems so innocent and laudable 
that we are apt to let it pass without examining its 
merits as a practical proposition. If we do look at it 
closely in that light we cannot fail to notice certain 
unexpected features about it. One is that those who 
propose to confer this great gift of free thought often 
manifest but little of that activity themselves. 
A second is that when a pupil does by chance show 
some evidence of individual thinking the teacher 
himself is apt to seem a little disconcerted; but 
perhaps the oddest thing that is noticeable in these 
good intentions is a reticence about how they are to 
be carried out. Pupils are to be taught to think for 
themselves but how it is to be done is withheld 
from us. 

I have produced this little problem merely as an 
introductory note. Before passing on however we 
may extract from it a more general reference. We 
have before us the assumption that the exercise of 
thinking—and especially of independent thinking— 
is beyond all question good and desirable. But we 
also find that this approval is not in practice so 
wholly unqualified as seems at first to appear. I 
have called to mind the fact that in the rare case 
of a pupil developing independence of thought even 
the teacher is apt to show as a little taken aback. 
We have the hint, then, that our general applause 
for thinking is not without an eye on what is thought ; 
that when we urge the young to think for themselves 
we are inclined to be disappointed if they do not 
think like us. At the climax of ‘ Mansfield Park ”’ 
we become aware of some anxiety lest the amiable 
inertia of Lady Bertram should prevent her reacting 
to the elopement of her married daughter with the 
proper indignation. We are reassured however by 
this remark of the author: ‘“‘ Lady Bertram did not 
think deeply but, guided by Sir Thomas, she thought 
justly on all important points.” It is to be feared 
that when we desire our pupils to think for themselves 
our anxiety is not so much that they should think 
deeply as that they should think justly on all 
important points. 


THE PROBLEM ITSELF 


These trivial preliminary reflections serve to bring 
us without undue abruptness into the presence of 
our actual problem, which is the behaviour of the 
faculty of reason in man. Without pausing here to 
fidget with definitions it is necessary to say that I use 
this expression—faculty of reason—which is now so 
old-fashioned as to be practically out of work, to 
denote in a broad rough way the capacities in which 
man differs from the other animals. Now the faculty 
of reason in one aspect may be said to be the indis- 
pensable agent in everything man has accomplished. 
It enables him to learn, to add knowledge to knowledge 
and preserve it, to build up arts, sciences, and civilisa- 


* A lecture given at the institute of pathology, St. Mary’s 
Hospital, on June 20. 
6043 


tions without limit. Yet, in another aspect, this same . 
implement can as it were turn in his hand and become 
the enemy of all constructive activities. With its 
Ptolemaic systems, caloric fluids and phlogiston 
theories, reason has been deleterious enough even in 
the quiet fields of science. It taught astronomers 
that planetary orbits are circular because the circle is 
the perfect curve; it proved that the number of 
planets could be no more than seven and enabled 
Hegel to deride the none the less successful search 
for an eighth by Adams and Le Verrier; and even 
today it probably exercises over free experiment a 
quiet censorship far stronger than most of us would 
like to admit. 

The history of medicine teaches us that when reason 
took a hand there it was not only truth that suffered. 
The rational system of a Stahl, a Brown, a Rush 
or a Broussais unfortunately did not exist in a mere 
metaphysical vacuum but at the bedside—and armed 
with opium, antimony, alcohol, mercury, the lancet 
and the purge. Thus the consequences of the con- 
fident use of reason in medicine have been gloomy 
enough. When the same implement has been applied 
to the general affairs of life the results have been 
even more dreadful. Few proscriptions, persecutions 
and massacres but have had their reasoned and 
logical justification. The various systems of doctrine 
that have held dominion over man have been demon- 
strated to be true beyond all question by rationalists 
of such power—to name only the greatest—as 
Aquinas and Calvin and Hegel and Marx. Guided 
by these master hands the intellect has shown itself 
more deadly than cholera or bubonic plague and far 
more cruel. It is a strange fact that this pestilential 
virulence of reason has never fired the ambition of 
some great sanitarian of the mind. The incom- 
patibility with one another of all the great systems of 
doctrine might surely have been expected to provoke 
some curiosity about their nature. 


ACCEPTED SOLUTIONS 


These few random instances should be enough to 
enforce what is after all a very old discovery. The 
things that come into the mind have a disarming air 
of obviousness and certainty. But it must have been 
known at a very early period that they are not to be 
taken for what they seem without some corrective 
test of their validity, and some other authentication 
than their own charm. 

In the age-long struggle with this problem no 
solution has been found that has been able to make 
human reason a universally applicable and generally 
trustworthy implement. Nevertheless something has 
come out of the struggle. This has been the evolution 
of three methods of setting about the pursuit of 
knowledge. They are not sharply marked off from 
one another and tend a good deal to overlap the limits 
one may be tempted to define for them, They do 
however clearly differ in the aspect of their task on 
which each lays its chief emphasis. Of these three 
methods the first is that of the practical art, which is 
mainly directed to the preservation of knowledge ; 
the second is that of the natural sciences, which is 
directed to the increase of verifiable knowledge ; 
and the third is that of philosophy, which seeks the 
unification of knowledge. The objects then of these 
three attitudes towards experience—the rewards of 
man’s struggle for intellectual discipline—are respec- 
tively to preserve, to verify, and to unite. What 
their success has been we may now inquire. | 
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THE METHOD OF THE PRACTICAL ART 


The method of the practical art‘is that of the 
carpenter, the farmer, the builder, the doctor; it 
has of course as such nothing to do with the plastic 
arts and the ssthetic, but it may well excite our 
reverence as perhaps embodying the fundamental 
intellectual discovery on which all civilisations have 
been built up. Its primary interests have always 
been the preservation and transmission of knowledge 
rather than its discovery. These characters have 
made it the nurse of civilisation at a time when a 
new discovery could survive only by being fixed in 
the tradition of an art. A practical art comes then 
in its very nature to be strongly conservative, reluctant 
to accept the new, still more reluctant to give up the 
old; it will teach by precept and example of the 
master, by apprenticeship ; it will embody its lore 
in traditional dogma and in rule of thumb. Its ideal 
of success will thus be fulfilled as much by a given 
course of conduct having been correctly carried 
out as by its object having been attained. If he 
knows that he has proceeded secundum artem the 
practitioner will not be greatly distressed by a mere 
lack of success; and will readily blame the weather 
for the failure of his crop, the materials for the 
collapse of his building and his patients’ constitutions 
for their diseases. . 

The extended reasoning process has little function 
in the practical arts. If allowed to enter them it 
finds itself in an environment possessing no indigenous 
methods of controlling it and is apt to develop a 
harmful exuberance. Nothing could illustrate this 
principle better than the speculative systems that 
devastated the medicine of the eighteenth and early 
nineteenth centuries in the way I have already referred 
to. To maintain its health a practical art must be 
sparing of theory and keep closely in contact with 
facts. It has no method of discovery other than 
that of almost purely random trial and error; it 
has no characteristic method of proof and can 
assimilate truth only when the prestige of its dis- 
coverer is great. For example Steinhaeuser might 
discover in 1840, and Hughes Bennett proclaim, 
that cod-liver oil cures rickets, but this enormously 
important fact remained unproved and no more than 
a not very respectable pious opinion for the next 
80 years. 


THE METHOD OF THE NATURAL SCIENCES 


The second of what I have called the three methods 
of setting about the pursuit of knowledge is that of 
the natural sciences. Weneed not attempt a complete 
definition of natural science and if we were to try 
we should find that its margins tend to grow indistinct 
as we concentrate on them. A perfectly adequate 
practical definition is the statement that its central 
function is to acquire verifiable knowledge, A 
verifiable fact is one that has shown itself to have a 
relation to certain definable conditions such that 
wherever and whenever the conditions have been 
reproduced the fact in question has always accom. 
panied them. Such verification is the charac- 
teristic and only sanction of science. Whether we 
like a given fact or not, and whether it seems 
true or revolts our reason, are quite irrelevant to its 
scientific validity. 

All knowledge comes from noticing resemblances 
and recurrences in the events that happen around us. 
Although some of us may be much quicker than 
others in the power of seeing and comparing, it is 
obvious that the greatest talent cannot carry us 


very far as long as observation and experiment are 
applied only to random experience. It is the 
discovery of natural science that experience can be 
simplified so that on the one hand resemblances and 
recurrences in events can be more easily seen, and 
on the other that the conditions in which they occur 
can be completely specified. This, using the term in 
the broadest sense, is the experimental method, 
In one aspect it may be regarded as a mere refinement 
of the rough and ready trial and error of the crafts- 
man and the common man. In another aspect 
however the change is so great as to be virtually a 
qualitative one and to make the method distinct 
from all others. It is not necessary to dilate here 
on the power it has displayed in advancing knowledge 
or the huge acceleration it has imparted to that 
process. It is more relevant to note the limits to 
which its application is subject. The scientific 
method is unfitted to tackle directly the turbulent 
stream of everyday experience and common affairs; 
it must run off minute fractions of it into carefully 
specified and engineered channels before it can bring 
its powers to bear. Thus for example the work of 
social government is not as such directly accessible 
to it on account of the jumbled miscellaneity of the 
matters involved. 

In saying this I must guard myself against being 
thought to pronounce on a wholly different question 
which might be supposed to be similar. It is of course 
obvious that governments now existing fail to make 
use of much knowledge already established by 
science and capable of immediate application. Even 
however if this deplorable lag could be abolished, 
the direct application of scientific method to govern- 
ment itself as a whole would, with our present powers, 
be impossible. 

After what has been to some extent a digression 
we pick up the line of our argument again when we 
ask ourselves what part in the scientific method is 
taken by what I have called the extended reasoning 
process. The history of science is generally supposed 
to furnish a wonderful display of the triumphs of 
human reason. I must confess that the reading of 
it does not induce in me any such grandiose conception 
of the mind. The separate steps of progress have 
rarely been much prepared for by long flights of 
rational forecast. Great investigators seem mostly 
to have been led from fact to fact ; to have depended 
on a kind of intuitive flair for the behaviour of their 
material; and to have used reasoning rather for the 
planning of their work and the design of experi- 
ments than for elaborate structures of argument. 


Although rational and imaginative speculation is 
of the greatest general value to science in keeping 
it from going dry and orthodox, as an actual imple- 
ment of research it has not very much to its credit. 
Experience has shown time and again that as soon 
as science leaves immediate contact with the facts 
it begins to lose direction and reality, and must 
constantly return to them for orientation. Great 
discoveries will therefore continue to be unexpected 
and the advance of science occur on an irregular 
front in which the salients mark the places where 
amongst the facts the going is good. Even research 
deliberately directed against short-range targets. is 
apt to be held up contrary to all reasonable expecta- 
tion or to score its successes through unintentional 
deflections. In the ‘light of these considerations 
we may contemplate with benefit the bitter war of 
attrition that has marked the enormous and world- 
wide attack on cancer; or remember Rayleich setting 
out to determine the atomic weight of nitrogen and 
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coming up against argon, or Holst and Fröhlich 
setting out to study beriberi and finding the cause 
of scurvy. We thus seem to get the plain hint of 
a rather odd conclusion. It is that natural science— 
by far the most successful of man’s inventions for 
setting about the pursuit of knowledge—has not been 
able to make any extended use of the directive 
faculty of reason. If we were to allow the sceptical 
spirit full liberty for a moment, we might find our- 
selves wondering whether the vast mass of scientific 
knowledge has not in some: queer way invented 
itself—a suggestion that makes it seemly to change 
the subject. 


THE METHOD OF PHILOSOPHY f 


The third method of setting about the pursuit of 
knowledge is that of philosophy. ' We may content 
ourselves here by defining philosophy no more closely 
than to say it has for its central object the search 
for unification or less summarily the effort to bring 
all knowledge whatever into a single consistent scheme. 
We have perhaps been a little disconcerted at finding 
ourselves able at least to defend the view that the 
rational activities of the mind have played no over- 
whelming part in the practical arts or the natural 
sciences. We shall not have that fault—if it is a fault 
—to find with philosophy. 

As far as history is able to tell us the deliberate 
use of rational thought as an implement of research 
was invented by the Greeks of classical times some 
2500 years or more ago. It is difficult to think of 
now as a definite discovery and to call it such sounds 
like calling locomotion or digestion a discovery. 
Nevertheless it was a true discovery and produced 
a real deflection in the strange roads of human destiny. 
We can call a discovery great when it catches man 
unprepared, and we find in the history of many such 
the evidence of man’s unpreparedness in the way 
he has tended to mix the use and misuse of 
these gifts. Rational thought in the pursuit of 
knowledge bears these marks of mixed use and 
misuse as plainly as do printing, gunpowder and the 
internal-combustion engine. 

This new implement was to impel intellectual 
activity into a course it was to follow for two and a 
half millenia. We may therefore well ask ourselves 
what precisely was the device that could exercise 
so strong an influence. It was abstract thought. 
At that name of power we find ourselves at last 
compelled to devise an exact definition. 

The discovery that was made by the Greek, and 
that we may fairly say intoxicated him, was that 
you can consider the qualities of things apart from 
the things themselves. You survey, let us suppose, 
a miscellaneous collection of objects, untidy and 
with no coherent meaning. Suddenly you notice 
that they possess in common some such quality as 
hardness or colour or weight, and that you can think 
of this as existing apart from the disorderly mess 
you are looking at. A new thing has appeared— 
an abstraction—having an existence of its own and 
superior to the accidents of the apparent world. 
You find that these abstractions are easy to think 
about. They are clear, shapely and can be depended 
on to stay where you put them. You can consider 
their relations to one another at your ease without 
being bothered by odd and “insignificant ” indi- 
vidualities. No wonder its discoverers were enchanted 
by this method of introducing order and seemliness 
into the chaos of experience and that they exploited 
it to excess. 

_A good deal of mystery has been made of the fact 
that the Greeks, with all their curiosity and liveliness 
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of mind, turned away so obstinately from the 
immediate study of nature. Even Aristotle was 
rather contemptuous of direct observation and 
experiment, and Plato says somewhere concerning 
the study of natural phenomena, “ these things have 


.no absolute first principle and can never be the 


objects of reason and true science.” The mystery 
seems to me rather artificial, The Greeks despised 
the mere pedestrian grubbing among facts because 
they had discovered something superior to it. In 
the abstract world they had found a better kind of 
reality—orderly, clean, unaccidental, and capable of 
being successfully manipulated without soiling a 
gentleman’s fingers or compromising his dignity. 

It must be admitted fully that the abstract method 
is ineradicably entwined in all our thinking and is 
indispensable. This is however by no means: to 
acquiesce in its universal dominance or to excuse 
the general failure to examine sceptically its nature 
and limitations. 

The charm and the use of the method are that it 
permits us to take into our minds phenomena in 
their essence only, to examine them there and as 
it were acquire experience of them without being 
distracted by their mere individual oddities. The 
abstraction ‘‘space”’ thus comes to represent a 
certain common quality of innumerable experiences 
in the world of corners, surfaces, heights, depths and 
breadths. Vertebrate, amphibian, man are the well- 
behaved substitutes of countless creatures creeping, 
jumping, and running about the world in their odd 
unaccountable way. This process of abstracting 
what I have rather light-heartedly called the essence 
of phenomena, will be found to reward a rather 
closer attention and such attention may well be 
directed first to the simplest case of the process. 

Remarkably little attention seems to have been 
given to the important fact that the only quality we 
know of which can be completely abstracted is number. 
Five digits in the mind are, as regards number, as 
good as five fingers of the hand, Every numerical 
experience of them and every such manifestation of 
them that is possible in the outer world can be, 
initiated or repeated in the mind and with equal 
validity. The science of positive numbers is then 
the science which is at once perfectly abstract and 
perfectly experimental. The moment we leave number 
there begins to appear a decline in the exactitude 
of the correspondence between the abstraction and 
the reality. For a long time it seemed that the 
qualities of space could also be completely abstracted 
because the conclusions derived from the abstract 
consideration of space seemed to be confirmed every- 
where in the outer world even on the astronomical 


scale. Ultimately however it dawned on the geometers 


that there is a discrepancy between the abstraction 
and the reality. The need of an Einstein to point 
this out and the uproar that followed are perhaps 
a little surprising to mere common sense. What 
seems truly remarkable is not that intuitions derived 
from the stretch of the arms and the range of the 
eye should ultimately break down, but that their 
validity is so wide and their error so small. 


When we apply the abstract method to events of 
the living world as we constantly do and must; 
we find ourselves faced by a great increase in the 
individuality of phenomena and should be prepared 
for a sudden drop in the representative value of all 
abstractions. The abstraction “ man ” must always 
be a thin, imperfect, and ‘easily misleading summary 
of the innumerable individual ‘‘ men.” It is in the 
world of ideas however that the abstract makes its 


. .is a mere jumble of ideas. 


1422 THE LANCET] 


highest flights and develops to the full its fascinations 
and its dangers. Truth, justice, honour, beauty, 
being, right, wrong; I give a mere random list of 
abstractions from that world. These are no mere 
manageable equivalents designed for convenience of 
thought.: They are creations which, made in all 
innocence, have taken on a life of their own and 
become the rulers of the mind. Could there be a 
more plausible and useful-looking conception than 
that of “ truth ’’—a unitary principle that is to be the 
ultimate sanction at once of the statesman and the 
theologian, the man of science and the poet? Yet 
it is easy to make out that such a supposed unity 
can never be, and that behind its solemn frontage 
Nevertheless this bogus 
unit has notoriously had a strange power over man’s 
mind and proved itself to be perhaps the most 
disastrous idol he has ever set up. 

Abstraction of some degree is universal and 
inveterate in all kinds of thinking; in philosophic 
_ thinking however it is in addition characteristic 
and indispensable. The aim of philosophy is to 
unify all knowledge; it must therefore seek the 
generality it supposes to lie behind the multitudinous 
particulars of experience. In thus separating reality 
from its accidents it must depend on the abstract 
method as its instrument and on reason as its sanction. 
Things will be true when they are pronounced true 
by the informed and enlightened intellect. The 
ultimate standard of philosophic truth is therefore 
an internal one; in the last resort such a truth is 
one that “‘ feels true ” to the philosopher. Philosophy 
has been cultivated by many, perhaps even most of 
the ablest minds the human race has produced. It 
has evolved innumerable systems of doctrine, each 
rationally proved by its founder to be true, and all 
inconsistent with one another. No enterprise has 
ever been longer or better pursued than the effort 
to find a body of philosophic doctrine which should 
compel the universal assent of rational minds. An 
experiment that has gone on failing for two and a 
half millennia may well make us wonder whether the 
apparatus is adequate or the method sound. 


SCIENCE AND PHILOSOPHY IN CONTRAST 


The rough definitions I have tried to make of the 


scientific and philosophic methods should now permit 
us to bring the two into useful comparison with one 
another. Before doing so however it is necessary to 
have clearly in mind that in practice the two pro- 


cedures are by no means always kept distinct. Many ` 


a supposedly scientific opinion gets itself supported 
on purely rational grounds, and many a philosophic 
conclusion affects -to depend on verification. We 
are concerned here with the characteristic quality 
of the two methods, and the fact that in actual use 
they are often confused only adds to the need for 
clear definition. Philosophy then desires its con- 
clusions to feel true, science that they should come 
true; - philosophy needs certitude, science needs 
verification. Science has no certitudes because its 
conclusions, are based not at all on internal con- 
viction but wholly on the regularities of observed 
experience, | 

It seems at first sight a very hard saying that 
science has no certitudes. In face of it we may expect 
to be reminded that the precision and trustworthiness 
of science are its very essence. These are undoubtedly 
among its most attractive characters, but they do 
not depend on the complete inner conviction of truth 
that alone gives the sense of certitude. Science 
makes great use of reason in its special way; it 
often appeals to the rationality of its conclusions in 
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confirmation of them; and most of its conclusions 
do in fact come ultimately toseem profoundly reason- 
able, Nevertheless it does not possess, and should 
not claim to be based on, a fundamental rationality ; 
the conception that the order or rationality of the 
universe tallies with the order or rationality of the 
best human minds, while it is for philosophy a vital 
necessity, is for science no more than a useful working 
hypothesis and therefore the servant rather than the 
master of research. Expositors of science however 
have unfortunately sometimes tended to drift into 
the philosophic mood. On such occasions they are 
apt to tell us of the august and inflexible uniformities 
of nature, the iron laws of cause and effect, the 
inevitable certainties of science and similar rational- 
istic dreams. If we examine science more realistically 
we shall find that its two most impressive aspects 
are first its detailed trustworthiness in practice, and 
secondly its provisional quality. It is in this second 
and rather unobtrusive character that the essence 
of natural science is revealed. The man of science 
within his own, often narrow, department can cheer- 
fully regard all his knowledge as provisional only, 
and indefinitely liable to subversion by further 
inquiry. He gives us our only hope that some 
day the human spirit may learn to distrust all 
certitude, and live bravely in its own right and its 
own strength. 

While it is to be insisted on that rationality is not the 
ultimate test of scientific truth, there is no reason 
to question the value of the rational process as an 
implement of research. It is however an implement 
of which no finding can be regarded as valid until 
it has found verification in experience. Whatever 
flights of reasoning science may take it must ever 
be returning to the facts for reassurance. Even in 
the most extended feats of pioneering in the light of 
theory—as for example we see in some degree in the 
evolution of the thermionic valve—there must be this 
repeated verification of actual experiment. The 
wings given to science by reason must be used like 
those of the ostrich rather than like those of the eagle, 
and help it along without raising it from the solid 
earth. 

Philosophy on the other hand is characteristically 
free from these scruples about the validity of the 
most extended processes of reasoning. It insists 
of course that reason must be correctly used, but 
with this restriction, inflexibly maintains its ultimate 
validity. I need not repeat the pessimistic con- 
clusion we have been compelled to draw from the 
failure of philosophy to yield any single dominating 
But it is necessary to notice 
the even more formidable attack on the ultimate 
validity of reason made by modern psychology. To 
the rationalist the intellect presents itself as a perfect 
instrument; if its material is prepared for it by 
competent logic, precise definition and a proper 
awareness of the difficult relations between langua ge 
and meaning, then its operations must be carried 
on with frictionless integrity and its conclusions 
possess irresistible force. I have expressed this view 
in its extreme and perhaps least credible aspect. 
Other forms of it, less frank but far more insidious, 
are so nearly general in us all, that it should be 
described quite brutally as a complete delusion. 
To the eye of the psychologist the intellect has shown 
itself to be after all no more than a human organ, 
with preferences and caprices like the stomach and 
the kidney. Every structure of argument it builds, 
however massive and symmetrical it may look, 
rests on foundations from which it has no means of 
excluding disturbance by bias and preconception. 
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Under the attack of this kind of knowledge there 
can be no doubt that sooner or later the supposed 
independent validity of reason must go down. 


THE INTELLECT IN DAILY LIFE 


We set out on this inquiry with the innocent and 
laudable idea that people should be able to think 
for themselves. It has already led us rather far so 
that before allowing ourselves to be still more deeply 
involved we may well ask what is to be the function 
of this admittedly desirable independent thinking. 
It is to enable us to contemplate usefully our current 
experience, and to develop opinions on social, political, 
and national situations without being entirely directed 
by custom and by prejudice. Now it is charac- 
teristic of the experience of daily life that it comes 
before us as a miscellaneous jumble of elements of 
which the mixture is irreducible. It must therefore 
be obvious that the scientific method cannot be 
directly applied to it since that method demands 
complete specification of its situations so that they 
may be subject to direct observation or controlled 
experiment. It is necessary here to guard ourselves 
from thinking that the practice of the scientific 
method enlarges the powers of the mind. Nothing 
is more flatly contradicted by experience than the 
belief that a man, distinguished in one or even several 
departments of science, is more likely to think sensibly 
about ordinary affairs than anyone else. The philo- 
sophic method on the other hand is no more useful 
for direct application in daily life than is the scientific. 
Its rationalism and its confident faith in abstraction 
would in themselves disqualify it as a guide in the 
real world. In judging its capacity for this part 
however we are in a stronger position than we are 
with regard to science. The scientific method has 
never been tried in public affairs; the philosophic 
method has been tried with a persistence and self- 
devotion worthy of the higherinsects. Utilitarianism, 
Hegelianism, dialectical materialism, totalitarianism 
are all characteristic products of the philosophic 
method; however rational and self-consistent they 
may be, they do not seem very helpful in causing 
people to think for themselves. | 

Our search for a method that shall assist the useful 
contemplation of daily experience has thus had a 
totally negative result. The common tendency 
to regard destructive criticism as always easy and 
generally reprehensible is one that I do not share; 
indeed I doubt if it could be acquiesced in by any 
sensible person making a frank survey of the 
intellectual world of today. We cannot but be 
struck by the remarkable prevalence of systems of 
doctrine, by their loudness, their confusion, and their 
deleterious effect on conduct. In all these systems 
the most indulgent examination will find little evidence 
of really enterprising thought, but it will find a great 
deal of reconditioned lumber, at its best of a low order 
of reality and now used to justify the lazier, the 
uglier and the baser inclinations of the human spirit. 
At no time in the history of the intellect has the 
sanitary work of destructive criticism been more 
needful. 


CORRECTION OF THOUGHT 


Although one might be reluctant to accept the 
orthodox view that destruction is justified only as a 
preliminary to rebuilding, we can all agree that the 
one is an excellent preparation for the other. If 
we have learnt to distrust the validity of the opera- 
tions of the intellect, we at least have gained the 


advantage of looking at its proceedings with a new ` 


objectivity. If we have been expelled from our 
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rationalistic paradise, at least the world is all before 
us where to choose. 

To throw the helve after the hatchet is proverbially 
the temptation to which disappointment exposes us. 
It is not surprising therefore that we are some- 
times advised, by what seems to be a growing body 
of opinion, actually to abandon the use of reason. 
This advice is, I suspect, more often founded on a 
dislike for the conclusions of reason than on any 
radical doubt of their validity. We possess in 
reason an instrument that is powerful but admittedly 
very awkward to handle, and apt to pinch our fingers 
or jump back on our shins. It seems more sensible 
and less pusillanimous to learn how to use it rather 
than to throw it away. On attempts to make the 
intellect a practical and handy implement a truly 
enormous amount of very difficult work has been 
done. It is almost impossible to overstate the power 
and the ingenuity that have been given to the study 
of logic and to the relations of language and meaning. 
What little I know of these prodigies I regard with 
awe, but with an uneasiness that, in spite of the best 
will in the world, remains incurable. Each seems to 
promise that with a little more polishing, a screw 
tightened here and a nut adjusted there, the intellect 
will at last have been made the perfect instrument. 
If however, as I have tried to indicate, the whole 
instrument is subject to fundamental and incurable 


‘deflections, its operations cannot be rectified by the 


mere detailed adjustment of its inner machinery. 
Indeed the perfection of its inner mechanism may even 
exaggerate its total error, for no-one is more commonly 
impenetrable to ideas than the master of dialectic. 

For a good deal longer than 2000 years the ablest 
men of every age have been fidgeting with the 
mechanism of the intellect in the hope of helping 
mankind to think and therefore behave reasonably. 
The state of the world today cannot but suggest that 
if practical thought is to become strong enough to 
help in saving our social systems from their increasing 
confusions, some more radical corrective is necessary. 

The correction of instrumental errors is a familiar 
idea in practical science. The maker, having turned 
out as perfect an instrument as he knows how, 
studies the quality of its performance. Any error 
now found is to be dealt with not by tinkering with 
the machine but by having the constancy and amount 
of it carefully estimated and stated in a form that 
can be applied to the results. It is this method 
that forces itself upon us in determining the function 
of the intellect and rendering it fully available. 
Psychology has told us a great deal about the working 
of the mind and in an incidental way about its 
liabilities to error; but it has not systematically 
undertaken just this special practical task of, as it 
were, calibrating the intellect for the contemplation 
of ordinary experience. Unless such a work can be 
done it seems probable that the ominous fatuity and 
confusion that mark our social and political affairs 
must continue to increase. 

We have defined our problem and indicated the 
direction in which its solution seems to lie. The end 
of so long an argument is no place to examine in 
detail the ways in which this solution is to be applied. 
It would however be too gross a failure in enterprise 
if I were not to set out in plain terms a few crude 
examples of such application which we can all put to 
use. 

In the first place we must get rid of the disastrous 
belief that there is any activity of the mind correspond- 
ing with the conception of pure reason. The mind 
has no such function. All processes of reasoning, 
however abstract, are participated in and influenced 
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by feeling. We cannot separate off the reasoning 
process as such and set it to work in an emotional 
vacuum. What we can do is to suspect the 
grosser cases of the effect of feeling and to make an 
appropriate correction. There are many emotional 
states of which the action may be so deeply masked 
that it is impossible to detect them at work by direct 
observation. Such for example are the influence 
of nationalism, religion, personal vanity and fear— 
of death, of cruelty, of humiliation. Do not let us 
nourish the delusion that we can catch these in 
action and cast them out. We can tame them a little 
—only perhaps to make them more insidious—but 
even in the most dispassioned train of reasoning they 
are apt to exercise a steady treacherous pressure. 


There is probably no commoner error than that of 


supposing it to be possible by a direct effort and for 
the purpose of fair discussion to free the mind from 


_ preconception and prejudice about a given question. 


“« Mind. you I am looking at it without prejudice” ; 
how often have all of us said that in such circumstances. 
It is always. untrue. We should do well on these 
occasions to inquire closely by what precise mechanism 
this supernatural purgation has been effected. 

We are accustomed to regard evidence as a very 
positive and objective thing, which we blandly 
pronounce conclusive or inadequate or what not 
in the appropriate circumstances. More reasonably 
science allows itself a certain amount of practical 
compromise and is willing for everyday purposes 
to accept quite a small amount of evidence for a 
phenomenon when it is consistent with its context. 
When, however, the context of a new phenomenon 


’ is thought to be incongruous, troubles are apt to arise, 


and perfectly respectable evidence be rejected. The 
history of the discovery of argon and of X rays admir- 
ably illustrates this. On both those occasions the 
insidious category of ‘‘ experimental error ” was able 
to conceal the truth for long periods—in the case 
of argon for no less than 100 years. Even science 
then shows that in practice its famous “ experi- 
mental evidence ” is no infallible safeguard against 
preconception. 7 
In regions where the relatively unemotional air 
of the laboratory does not prevail, the influence of 
feeling easily becomes strong enough to deprive even 
highly respectable bodies of evidence of any serious 
value. It is for example a curious fact that in the 
very full discussions of spiritualistic phenomena 
attention has been chiefly concentrated on the 
dissection of the evidence itself. To the. psycho- 
logist it is meanwhile obvious that testimony, of 
however irreproachable an appearance, which has 
been collected in the atmosphere of a strong desire 
to believe, must as a whole be subject to such deduc- 
tions that its evidential value practically vanishes. 
The last I shall produce of these rather random 
examples of how we may set about the correction of 
the rational process concerns the reception of new 
ideas. We like to suppose ourselves easily receptive 
of the new and that we are so by virtue of a natural 
mechanism. Unfortunately this is the exact opposite 
of the truth. The mind likes a strange idea as little 
as the body likes a strange protein, and resists it 


with a similar energy. It would not. perhaps be too - 


fanciful to say that a new idea is the most quickly 
acting antigen known to science, If we watch our- 
selves honestly we shall often find that we have 
begun to argue against a new idea even before it has 
been completely stated. J have no doubt that that 
last sentence has already met with repudiation— 
and shown how quickly the defence. mechanism gets 
to work. 
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DERMATOMYOSITIS AND PROGRESSIVE 
SCLERODERMA 
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HOSPITAL, LONDON; AND 


W. J. GRIFFITHS, Ph.D. Lond. 


CHEMICAL PATHOLOGIST TO THE HOSPITAL 


DERMATOMYOSITIS was referred to not long ago 
(Sheldon et al. 1939) as a rare and mysterious disease, 
That it is an obscure condition is true, but it is 
doubtful whether it ought to be classed as rare in 
view of the number of cases that have been seen in 
London alone during the past two or three years, 
Moreover, as we shall see later, to the cases of dermato- 
myositis may be added the better-known progressive 
symmetrical scleroderma with sclerodactylia, which is 
only another aspect of the same disease process. It is 
the purpose of this article to emphasise the identity 
of dermatomyositis with progressive scleroderma, and 
to indicate the possible relation of these conditions 
to others concerning which our knowledge is more 
advanced, 


MUSCULAR CHANGES 


The muscles in symmetrical scleroderma with 
sclerodactylia and in dermatomyositis show precisely 
the same type of change though it varies in degree in 
individual cases. The skeletal muscles are chiefly 
involved, but in severe cases those of the palate and 
pharynx are also affected, so that the symptoms may 
resemble to some extent those of bulbar palsy. 
Muscular weakness in scleroderma has been recognised 
for many years, but the descriptions of the disease in 
textbooks give the impression that the sclerosing 
process invades the underlying muscles and destroys 
them by involvement of their interstitial connective 
tissue, Nixon, as long ago as 1903, pointed out that 
this was not the case; he reported four cases of 
scleroderma with muscular atrophy, and quoted 
15 others published previously, two of which appear 
in the literature on dermatomyositis. Nixon was 
aware that muscular weakness is almost universal 
and not confined to the muscles immediately beneath 
the sclerodermatous skin, a fact which had been 
clearly demonstrated in earlier published accounts. 
Histological examination of such muscle shows that 
interstitial sclerosis plays no part in the destructive 
change that it undergoes. Interstitial fibrosis may, 
however, appear later when the muscle has become 
grossly atrophied. The occurrence of extreme myo- 
pathy in scleroderma is well illustrated by the 
following case. 

CASE 1.—A man, aged 40, a shoemaker, first noticed 
Raynaud’s symptoms in the fingers, which subse- 
quently became stiff owing to sclerodactylia so that 
they could not be fully extended. These symptoms 
were accompanied by progressive weakness so that 
he became unable to work for more than short periods. 
He presented himself at the outpatient department of 
St. Thomas’s Hospital some months after the onset of 
the symptoms, At that time the fingers were slightly 
flexed owing to sclerodactylia, and the face presented 
the usual sclerodermatous mask ; he showed general- 
ised wasting ; the arms could not be fully extended 
owing to contracture of the biceps ; he could not rise 
from the ground without help; the voice was nasal 
and somewhat feeble. On admission to hospital he 
was found to have some difficulty in swallowing; 
radiography revealed an apparent obstruction at. 
about the junction of the upper and middle thirds of 
the cesophagus. He improved with complete rest 
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and was allowed to return to his work. He was 


readmitted some 5 months later. His general weak- 
ness had become more pronounced, all the muscles 
being atrophied. The speech was so nasal that it 
could not be understood and was almost inaudible ; 
he had great difficulty in swallowing. The move- 
ments of the chest were limited, not by scleroderma, 
which had always been quite superficial, but by 
muscular weakness, He developed hypostatic pul- 
monary congestion and died 5 weeks after admission. 
Post mortem there was great wasting of all the 
muscle tissue; the heart muscle was flabby. Both 
lungs showed evidence of bronchopneumonia and 
bronchitis. The brain, pituitary and adrenals appeared 
to be normal; the left testicle was missing. The 
thyroid was about normal in weight, but showed well- 
marked histological alterations ; these will be discussed 
later. As there was no sign of obstruction in the 
cesophagus the X-ray appearance must have been due 
to slow transit of the bolus owing to weakness of the 
cesophageal musculature. Death was due to broncho- 
pneumonia. 


Myasthenia may not always be present in pro- 
gressive scleroderma but we have confirmed its 
existence in every case which we have seen since 
we thought of looking for it. When the myasthenia 
is of mild degree it may perhaps be overlooked, but 
it can usually be detected by some simple test, such 
as making the patient rise from the ground, or from 
a low chair. We have experience of many such 
cases, of which the following is an example, and 
others are reported in the literature. 


CASE 2.—A woman of 55. The disease began with 
Raynaud’s symptoms, accompanied by stiffness of 
the fingers and tightness of the lips, 9 months before 
she came under observation. No complaint of weak- 
ness was made, but inquiry elicited that she had lost 
much muscular strength, and that she had suffered 
from more or less constant pain in one thigh ; a pièce 
of muscle excised from this thigh exhibited the 
histological changes characteristic of the disease. 


The nature of the myasthenia in scleroderma seems 
to have been overlooked to some extent, though it 
was described by Nixon (1903 and 1907) and by 
others before and since his publications. Some of 
the cases have been diagnosed as scleroderma in con- 
junction with Addison’s disease. In those that have 
been termed dermatomyositis muscular weakness has 
often been extreme, but often it has been insidious 
in onset and has pursued a chronic course. 


CUTANEOUS AND VASCULAR CHANGES 


The existence of the same muscular changes in 
both dermatomyositis and scleroderma would not 
alone justify the conclusion that these diseases are 
varying aspects of the same process, but support for 
this view is afforded by the fact that the cutaneous 
and vascular changes are also of the same order in 
both ; such differences as exist are no greater than 
those seen, for example, in the acute and fixed forms 
of lupus erythematosus. 

Raynaud’s symptoms may appear early in both 
conditions, particularly in sclerodactylia in which 
they are almost constantly present, but less com- 
monly in dermatomyositis. In sclerodactyla they 
may precede other changes by some years. There 
seems to be some relationship between these. symp- 
toms and the density of the accompanying sclero- 
dermatous changes in the fingers. Again, cedema, or 
erythema and cedema, affecting the face or the face, 
hands, and forearms simultaneously, and sometimes 
other parts, is an early symptom in both conditions. 
The skin, even in dense scleroderma, will often pit 
on digital pressure. The disappearance or diminution 
of the cedematous phase is always followed in chronic 
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cases by sclerosis; this may be very superficial, so 
that the skin cannot be pinched up with quite the 
normal facility, or it may be dense. When superficial, 
the scleroderma is often accompanied by telangiectases 
and pigmentation, generally arranged in a variegated 
pattern and often resembling lupus erythematosus. 
Such cases are generally called dermatomyositis or 
poikilodermatomyositis. When the scleroderma is 
dense, though pigmentation is sometimes present, 
these variegated superficial changes are usually 
absent. Perhaps the vessels are destroyed by the 
sclerosing process as well as the follicles, sebaceous 
glands and such sweat-glands as may be involved in it. 
The distribution of the cutaneous changes is the 
same in both conditions, though it varies in extent 
in different cases. During the last few years we have 
seen all gradations between the acute oedematous and 
erythematous cutaneous change of an early dermato- 
myositis and the dense sclerosis of sclerodactylia.* 


RELATION BETWEEN MUSCLE CHANGES IN DERMATO- 
MYOSITIS AND THYROTOXICOSIS 


Dudgeon and Urquhart, in 1926, described certain 
changes in the skeletal muscles and in the extrinsic 
muscle of the eyeball in thyrotoxicosis, In these 
muscles dense focal collections of lymphocytes were 


Fic. 1—Eye muscle from a case of Graves’s disease showing 
slight muscular degeneration and focal lymphocytic 


infiltration. (Kindly lent by Dr. J. Bamforth.) 


found, and in their neighbourhood atrophy of the 
muscles-fibres in varying degree (see fig. 1). In 
discussing these findings Dudgeon and Urquhart drew 
attention to the following points: (1) Lymphorrhages 
similar to those observed by them in Graves’s disease 
were described by Buzzard in myasthenia gravis ; 
(2) Graves’s disease has been known to occur some- 
times in combination with myasthenia gravis; 
(3) Buzzard and Greenfield, in discussing the morbid 
anatomy of myasthenia gravis, wrote: ‘the only 
characteristic feature is the presence of cellular 
deposits in many and various organs of the body, 
and particularly in the skeletal muscles.” Dudgeon 
and Urquhart stated that the pathological findings in 
the muscles in myasthenia gravis referred to in the — 
literature were exactly similar to their findings in 
exophthalmic goitre, while the occasional association 
of the two diseases, and the fact that enlargement of 
the thymus gland is common in both myasthenia 
gravis and Graves’s disease, were facts which served 
to link these two diseases together. Similar changes 
had not been observed in control muscles nor had 
they been seen by them in diseases other than those 
referred to. 


* For accounts of cases of dermatomyositis seen in London 
or recorded in recent English literature see Bamber (1936), 
Bonbam-Carter (1938), Dowling (1936 and 1939), Dowling and 
Freudenthal (1938), Evans (1937), Hendry and Anderson (1939), 
Ingram and Stewart (1934), Parkes Weber and Gray (1924), 
Semon (1937), Sheldon et al. (1939), and Stuckey (1935). 
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Rake (1931) described the muscular changes 
that he found in a case of scleroderma and 
sclerodactylia with Raynaud’s disease on which he 
performed a complete post-mortem examination. 
Shrunken hyaline and dark-staining fibres were 
observed to lie intermingled with fibres which were 
swollen, pale, and apparently disintegrated, so that 
individual fibres were easily seen. The cross-striation 
could still be seen in the shrunken fibres, but not in 
the swollen ones. The nuclei of the sarcolemma 
sheaths around the former were approximated, and 
appeared almost as continuous lines. Some of these 
fibres were tortuous and whorled. There were few 
apparently normal fibres. These changes are identical 
with those seen in case 2 described in this paper 
(fig. 2). | 

A piece of muscle removed from case 1 described 
above shows complete disintegration of many of the 
muscle-fibres, and empty sarcolemma sheaths are 
apparent in places (fig. 3). The nuclei of the sarco- 
lemma are multiplied and arranged in lines. Here 
and there are dense focal collections of lymphocytes, 
often situated around a blood-vessel (fig. 4). The 
late Prof. L. S. Dudgeon examined these sections last 
September and he was immediately struck by the 
close resemblance between the changes in these 
sections and those in thyrotoxicosis, which he had 
described in 1926. There is, indeed, a remarkable 
similarity between them (compare fig. 5). 

Precisely the same changes have been seen in 
varying degree in many cases of dermatomyositis 
that have been published. They are degenerative 
rather than inflammatory ; the focal collections of 
lymphocytes appear only when disintegration is 
advanced. The cutaneous changes also are degenera- 
tive; inflammatory changes, though they might be 
expected to be present in the more acute phase of the 
disease, are on the whole conspicuous by their absence. 
Parkes Weber and Gray stated that the appearances 
in a case that they published in 1924 suggested a toxic 
degenerative process, and there seems no reason to 
depart from their view. 

That the muscles in dermatomyositis might show 
signs of damage similar to those found in thyro- 
toxicosis was suggested by the fact that both diseases 
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Fic. 2 (case 2)—Bundles hyalinised, cross-striation absent, 
nuclei increased and arranged in rows along the sarco- 
lemma. 


show well-marked disturbances in creatine and carbo- 
hydrate metabolism (Griffiths 1939); these dis- 
turbances are also a feature of myasthenia gravis. 
The discovery that the muscle changes in all three 
conditions show almost identical changes was indeed 
startling. From the clinical aspects of these diseases 
it could hardly be expected that such would be the 
case, but now we can perceive that, so far as the 
muscles are concerned, the difference is probably one 
of degree only. Clinically, the myasthenia of Graves’s 
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Fie. 3 (case 1)—Gross disintegration of muscle. Bundles 


hyalinised, in parts broken to pieces. The bundles are 
faintly stained in some places, in others (right margin) 
they have almost disappeared. Cross-striation entirely 
absent. 


disease is usually less striking than the muscular 
atrophy and weakness of the more severe forms of 
myopathic scleroderma or dermatomyositis, and one 
section of Dudgeon’s series, from the extrinsic muscles 
of the eyeball, on examination by Freudenthal and 
ourselves was clearly less severely affected than 
would be the case in severe dermatomyositis. More- 
over, the myopathy of myasthenia gravis differs from 
that of scleroderma in that the former will often 
respond to prostigmine, whereas the latter, even in 
relatively mild cases, is completed unaffected. The 
reason for this difference is readily apparent when a 
‘muscle from a case of severe myopathic scleroderma 
is examined microscopically; it is evident that 
nothing could restore its function, even for a moment. 

In discussing with Dr. C. P. Symonds the question 
of a possible link between the myasthenia of dermato- 
myositis and that of Graves’s disease our attention 
was drawn to the thyrotoxic myopathies in which the 
muscular symptoms, in his opinion, correspond quite 
closely to those of dermatomyositis. Starling, Darke 
and Hunt (1938) have described two such cases 
recently. The patients were males, 43 and 63 years 
of age. The earliest symptoms were severe weakness 
and muscular atrophy while later a goitre and ta chy- 
cardia developed. Both patients recovered after 
thyroidectomy. In a third case reported by Heuer 
(1916), that of a man of 23, general weakness and 
muscular atrophy, vomiting, shortness of breath, 
difficulty in swallowing, nasal speech, and double 
vision were associated with a goitre and exoph- 
thalmos. The condition was diagnosed as mvyas- 
thenia gravis and exophthalmic goitre, but Brain 
(1938) considered it to be a case of thyrotoxic 
myopathy with exophthalmic ophthalmoplegia. It 
seems possible, therefore, that other cases described 
as myasthenia gravis associated with exophthalmie 
goitre may have belonged to the thvyrotoxie 
myopathies. 

As far as can be judged from Starling’s cases 
muscular weakness developed quite a lon = while 
before other symptoms of thyrotoxicosis, certainly 
before any enlargement of the thyroid became 
evident, and in one long before the appearance of 
tachycardia, The early history of the latter case 
appears to suggest either that the muscles may be 
affected in the absence of enlargement of the thyroid, 
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Fia. 4 (case 1)—-Muscle bundles hyalinised and caked 
together in places, with areas staining faintly. Dense 
focal lymphocytic infiltration. 


rapid pulse and tremor, or that thyroxine intoxication 
alone does not account for the whole of the sympto- 
matology of Graves’s disease. If the latter were true 
it would be possible to imagine a link between the 
myasthenia of exophthalmic goitre, or thyrotoxic 
myopathy, and that of scleroderma and dermato- 
myositis, On the face of it there is very little 
evidence of thyroxine intoxication in the two last- 
named conditions. There was a history of Graves’s 
disease, treated by X rays, in a case reported by 
Gordon (1937) of scleroderma with sclerodactylia, 
and exophthalmos had persisted, but we have not 
encountered‘ any others. We should emphasise that 
progressive symmetrical scleroderma only is being 
considered here, not circumscribed scleroderma, 
which has often been found in association with 
Graves’s disease (Sequeira 1916, Lortat-Jacob et al. 
1929). Morphoea and its relationship with progressive 
scleroderma is no, part of the present discussion. In 
progressive scleroderma and in dermatomyositis the 
pulse-rate is rapid only in severe cases in which the 
heart muscle is probably involved; there is no 
tremor and no exophthalmos, and the temperament 
of the patients we have seen is totally different from 
that found in Graves’s disease. 

The basal-metabolic rate is often slightly raised in 
scleroderma and dermatomyositis, to judge from 
reported cases and personal experience. Thus in 
eight cases in the French literature the B.M.R. 
varied from + 8 to + 35 per cent. (Hudelo and Rabut 
1929, Hufschmitt 1929, Lortat-Jacob et al. 1929, 
Weissenbach et al. 1938). In seven personal cases 
the rate was somewhat above normal in four and 
slightly subnormal in three. In case 1 in this paper 
the B.M.R. was +23, +21 and +13 per cent. in 
May and June, 1938, and normal in October of that 
year, when the patient had become very ill. 


CHANGES IN THE THYROID 


The recorded material on the question of thyroid 
changes in progressive scleroderma is rather scanty. 
In seven cases described in the literature the thyroid 
was found to be considerably smaller than normal 
in four (Hektoen 1897, Matsui 1924), and at the 
same time to be the seat of more or less extensive 
fibrotic changes, with atrophy of the follicles. In 
two, though normal in size, similar fibrotic changes 
are described, with groups of atrophic follicles (Matsui 
1924, Rake 1931). In another case reported by 
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Gordon (1929) that of a woman who died within a 
year of the onset of the illness, appearances similar 
to those of colloid goitre, with some increase in stroma, 
were present. In twelve additional cases quoted 
from post-war literature in the Jadassohn Handbuch 
fir Dermatologie, changes in the thyroid are described 
in all, most often fibrosis with atrophy of the follicles. 
In one of our own cases, a very codematous and rather 
rapidly fatal dermatomyositis, the histological changes 
in the thyroid were characteristic of colloid goitre. 
Sections from the thyroid of case 1l in this paper 
were examined by Prof. G. W. Nicholson, who stated 
that they exhibit the changes characteristic of 4 
fibrous colloid goitre. Although there seem to be 
quite definite alterations in the structure of the 
thyroid in progressive scleroderma their true signi- 
ficance cannot at the moment be appreciated. 


METABOLIC DISTURBANCES 


Dermatomyositis and scleroderma are characterised 
by certain well-marked metabolic disturbances. In 
all cases the urine contains considerable amounts of 
creatine, often amounting to as much as 600 mg. or 
more in the 24 hours. The creatinine output, which 
in the normal subject is approximately constant, 
shows marked fluctuations from day to day; it is 
sometimes excessive, sometimes rather low. In the 
more severe stages of the disease there is a general 
tendency for the creatinine excretion to be subnormal 
owing, no doubt, to a reduction in the total mass of 
functioning muscle tissue. We have also detected 
disturbances in the metabolism of carbohydrate. 
Thus there may, for instance, be a loss of carbohydrate 
tolerance associated with an impairment of the peri- 
pheral action of insulin, resulting in a small or absent 
arteriovenous sugar difference after glucose and 
insulin. The magnitude of these changes varies from 
case. to case. Similar alterations in carbohydrate 
metabolism occur in both toxic and non-toxic goitre, 
in myasthenia gravis, and in acromegaly, even in the 
absence of the hyperthyroidism which sometimes 
accompanies the last-named condition (Griffiths 1939). 
Thus it would appear that not only are dermato- 
myositis, myasthenia gravis and thyroid disorders 


Changes about inter- 
in figs. 2 and 3, 


Fia. 5 (case 1)—Pectoral muscle. 
mediate between those seen 
and very similar to fig, 1. 


linked by similar histological changes in the muscles, 
but also by the existence in all of metabolic dis- 
turbances resulting in creatinuria and interference 
with the peripheral action of insulin. 

Decalcification of the bones has been observed 
repeatedly in symmetrical scleroderma, and in 
dermatomyositis in a few instances (Stuckey 1935, 
Evans 1937). Probably it has not often been looked 
for in dermatomyositis. Generalised osteoporosis was 
demonstrable in the first case quoted in this paper 
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some weeks before death, though it was absent 
9 months previously. The deposition of calcium salts 
in the skin is quite common in scleroderma, especially 
in the fingers in sclerodactylia (Thibierge Weissenbach 
syndrome), and according to Petges (1933) it has 
been seen occasionally in dermatomyositis. 


Hunter (1930-31) found that controlled radiograms 
in exophthalmic goitre revealed poverty of calcium in 
less than half the cases examined, and he quotes Aub, 
Heath and Ropes, who found that hyperthyroidism 
is associated with greatly increased excretion of 
calcium in the urine, These authors found also that 
the administration of thyroid to two normal subjects 
produced the same result. Hunter also quotes several 
recorded instances of severe osteoporosis in hyper- 
thyroidism. In symmetrical scleroderma the calcium 
and phosphorus balances were studied in two cases 
by Cornbleet and Struck (1937). They found a 
positive balance in both, and thought that the 
retention of calcium and phosphorus could be 
accounted for by dimimished excretion of these 
elements in the urine. The calcium and phosphorus 
in the blood of our patients has been normal; accord- 
ing to Hunter normal figures are also found in 
exophthalmic goitre. . 


CONCLUSION 


Dermatomyositis and progressive symmetrical 
scleroderma are one and the same disease, a process 
which involves chiefly the blood-vessels, the skin and 
the skeletal muscles throughout the body. It has 
been shown that the muscles in both conditions 
undergo the same histological alteration. The 
muscular symptoms also are the same in both diseases, 
consisting of mild to extremely severe myasthenia. 
The cutaneous and vascular changes are of the same 
order. Raynaud’s symptoms arise in both, though 
more frequently in scleroderma with sclerodactylia 
than in the type of case that is usually termed dermato- 
myositis. The initial cutaneous symptoms in both 
conditions is usually cedema, and the same regions 
are affected with remarkable constancy ; when the 
wdematous phase settles down the skin becomes 
densely or superficially sclerosed. In both muscle 
and skin the changes are degenerative, not 
inflammatory. 

Both progressive scleroderma and dermatomyositis 
have certain characteristics in common with thyroid 
‘disease and myasthenia gravis. The common factors 
may be summarised as follows: (1) the skeletal 
muscles show exactly similar pathological changes in 
both thyrotoxicosis and myasthenia gravis, and the 
muscular changes in dermatomyositis are of the 
same order ; (2) clinically, the muscular symptoms in 
dermatomyositis and thyrotoxicosis are similar, 
though different in degree ; (3) creatinuria is common 
to toxic and, in many cases, non-toxic goitre, 
myasthenia gravis and dermatomyositis ; (4) certain 
disturbances in carbohydrate metabolism in thyroid 
disease have their counterpart in dermatomyositis, 
and calcium metabolism is affected in both; and 
(5) histologically normal thyroids are not found in 
any case of progressive scleroderma. 

These facts seem to be sufficiently striking to 
suggest that there is possibly a link between dermato- 
myositis or progressive scleroderma, thyrotoxicosis 
and myasthenia gravis. 


We should like to express our indebtedness to 
Mr. K. S. MacDonald, photographer to University 
College Hospital, for making the photomicrographs, 
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LATE HOUSE-SURGEON OF THE UNIT 


In 1927 Aschheim and Zondek described the 
biological effect of the urine of pregnant women on 
the ovary of the mouse, Later Aschheim (1930) 
stated that in cases of hydatidiform mole a positive 
reaction could be obtained with a twelfth of the 
amount of urine usually necessary to produce this 
effect. Since the introduction by Friedman (1929) 
of the test bearing his name, it has been widely used 
as a more rapid and convenient method for the 
diagnosis of pregnancy than the Aschheim-Zondek 
(A.-Z.) reaction. Various workers have used the 
Friedman test for the diagnosis of hydatidiform mole 
or of chorionepithelioma, but there has been a wide 
divergence of opinion as to the technique and 
interpretation of both tests in this application, 

Zondek (1931) described a technique by which each 
of ten mice received a slightly different dose of urine, 
In this way concentrations of gonadotropic hormone 
of 27,770-250,000 mouse units per litre (M.U./L) 
could be estimated ; he stated that any value above 
50,000 M.U./L was abnormal `in pregnancy. In 
1937 he stated more precisely that early pregnancies 
showed 6000-30,000 M.U./L., that 200,000 MU/L 
ae be present. before hydatidiform mole could be 

as pa and that the presence of the hormone must 

monstrated in the cerebrospinal fluid. 

cee (1936, 1937) from his experience of 7000 
pregnancy tests deduced that an A.-Z. test positive 
in a dilution of 1 in 10 was so rare that the presence 
of abnormal tissue should be suspected ; he considered 
a test positive in a dilution of 1 in 100 to be diagnostic 
of hydatidiform mole. 
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Using rabbits, Mazer (1933) corrected his earlier 
statement (Mazer and Goldstein 1932) that a positive 
Friedman test with less than 1 c.cm. of urine was 
diagnostic of hydatidiform mole, and he substituted the 
figure 0:06 c.cm., which amount was confirmed by 
Dabney et al. (1933, 1934), who showed that a fiftieth 
of the amount of urine usually employed (0-4 c.cm. 


instead of 20 c.cm.) gave a positive Friedman test in a 


case in which no hydatidiform mole was found; and 
that in a case of hydatidiform mole a positive reaction 
was obtained with 0-06 c.cm. 
Schoeneck (1936) obtained a curve of the excretion 
of gonadotropic hormone at different periods of 
pregnancy, using the minimal reactive dose in the 
immature rabbit as his method of assay. He reported 
only one normal pregnancy which gave a positive 
reaction with as little as 0-05 c.cm. of urine. Sixteen 
patients with pernicious vomiting of pregnancy 
gave positive reactions with 0-025-0:0125 c.cm. 
Two cases in which hydatidiform-mole tissue was 
found gave positive reactions with 0-0066 and 
0:0063 c.cm. | 


Owing to the different methods of assay employed 
comparison of these findings is impossible, but there 
seems to be general agreement that the excretion 
of gonadotropic hormone in normal pregnancy can 
reach higher levels than was at first thought. The 
case which follows illustrates some of the difficulties 
and dangers of a diagnosis of hydatidiform mole based 
on biological assay. 


INVESTIGATION OF A CASE 


The Friedman test was done on immature rabbits 
(dealer’s stock) isolated for at least’ three weeks. 
Two intravenous injections of 10 c.cm. of urine were 
given at 24 hours’ interval, the animal being killed 
48 hours after the first injection. Fresh early- 
morning specimens of urine without preservative were 
used; any dilutions of urine were made with normal 
saline, the total amount and timing of the injections 
being kept as before. All tests were done in duplicate 


and the results expressed as the minimal reactive | 


dose. In an attempt to express the results in mouse 
units the modification of the A.-Z. test recom- 
mended by Zondek (1931) was used in seven cases but 
the individual variation in sensitivity was too great 
in the mice at our disposal for this test to be of any 
value in this inquiry. 

The patient was a nullipara, aged 27, with no 
abnormalities in past, family, or menstrual history. 
She first attended at the antenatal clinic on Oct. 26, 
1937. The date of her.last menstrual period was 
July 80. Her pregnancy was then 11 weeks old 
and considered normal except for a history of 
brown vaginal discharge for one day on Oct. 23. 
eae reaction negative. Blood-pressure 
120/60. 

On Nov. 17 she returned with a history of bleeding 
per vaginam since the last examination, and head- 
ache and visual disturbance for forty-eight hours. 
Blood-pressure 140/80. Nothing abnormal was 
detected in her urine. She was admitted at once. 
Her fundus uteri suggested a 20 weeks’ pregnancy 

and was hard and tender. The estimated duration 
` of pregnancy was 15 weeks. 

On Nov. 21 Friedman tests gave the following 
results: undiluted (20 c.cm.) positive, 1 in 100 
(0-2 c.cm.) positive, 1 in 200 (0-1 c.cm.) positive, and 
1 in 300 (0-06 c.cm.) negative. 

On the 26th radiography showed a fœtus aged 16 
weeks. Friedman tests were repeated and confirmed. 
A.-Z. tests were: 1 in 10 positive and 1 in 100 

ositive. Several small amounts of blood were lost, 
bat no vesicles were seen. A diagnosis of hydatidi- 
form mole in a twin pregnancy was considered, but 
expectant treatment was continued. 

On Dec. 6 the uterus was of the size normal for a 
22 weeks’ pregnancy. Amenorrhcea had continued 
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17 weeks. The uterus was less tender.  Blood- 
pressure 105/50. 

On the 15th radiography showed that the fotus 
was considerably larger and the foetal parts normal. 
Friedman tests were : 1 in 200 (0-1 c.cm.) negative and 
undiluted (20 c.cm.) positive. 

On the 22nd a ten-inch fœtus of 18 weeks’ develop- 
ment and a blood-clot (110 g.) were expelled. The 
foetus had been dead two or three days. The placenta 
was examined macroscopically and sections were 
cut from several areas; no evidence of any vesicular 
degeneration could be found (cf. Masani 1937). 
The urine of this patient never showed any albumin, 
and all renal-function tests were normal. The 
Wassermann reaction was negative when repeated. 
Friedman tests since discharge have been negative 
on two occasions (Jan. 1 and April 23, 1938). 


FURTHER INQUIRIES 


An attempt was made to investigate the upper 
limit of normality for the excretion of gonadotropic 
hormone in pregnancy. In view of the findings of 
Browne and Venning (1936) that the urinary excretion 
of these substances during pregnancy was at its 
maximum at 10-12 weeks, five consecutive cases 
attending the antenatal clinic at this stage of 
pregnancy were subjected to assay (see table). Later, 


FRIEDMAN TESTS IN NORMAL AND IN ABNOBMAL 


PREGNANCIES 
Dura- | Friedman test 
tion of | (urine c.cm.) 
Te preg- Remarks 
nancy 
(weeks) | Pos Neg. 
1:0 0:4 — 
10-12 0°13 0°10 —_ 
Normal tosi 0:20 are —_ 
pregnanc — . — 
ease 12-14 0°20 0°13 — 
12-14 0°40 0-20 = 
Accidental { 15 0-10 0-06 — 
hæmorrhage® 18 | 20°0Tf 0°10 — 
— 0-033; 0028 Mole being 
Hydatidiform expelled 
mole — 0-01 0:005| Mole growing 
actively 
Hyperemesis { 11 0:04 — Urine 420 \oom. 
gravidarum 12 0-06 0:05 » 830 fJ daily 
* Case reported in this article. 


t These were the only assays made on this date. 


urine was obtained from two cases of hydatidiform 
mole. Although in one case expulsion of the mole 
had begun, the Friedman test was positive with 
0-033 c.cm. and negative with 0-028 c.cm. of urine. 
Assay in mice showed more than 200,000 M.U./L. 
of gonadotropic hormone. In the other case, in which 
the mole was actively growing, the Friedman test was 
positive with 0-01 c.cm. and negative with 0-005 c.cm. 
of urine. One case of hyperemesis gravidarum of 
moderate severity was investigated, the patient 
being 11 weeks pregnant. The Friedman test was 
positive with 0-04 c.cm. of urine. One week later 
it was positive with 0-06 c.cm. and negative with 
0-05 c.cm. urine. The quantitative test in mice was 
inconélusive. 
DISCUSSION 


The peak of the excretion of gonadotropic hormone 
during pregnancy has been reported at times as far 
apart as the thirtieth day of pregnancy (Evans, 
Kohls, and Wonder 1937) and the seventh month 
(Kennedy 1933). Browne and Venning (1936) and 
Schoeneck (1936) agree in finding the peak between 
the eighth and tenth weeks; this is supported by 
the previous findings of one of us on the gonado- 
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tropic hormone in the blood (Boycott and Rowlands 
1938). This peak lasts only a very short time in any 
one woman; according to Schoeneck, during this 
peak period as little urine as 0-1 c.cm. or rarely 
0-05 c.cm, will produce a positive test in a rabbit. 
It is at this period of. pregnancy that the diagnosis of 
hydatidiform mole is often mooted. 

Higher values than those at the peak period of 
normal pregnancy are obtained in hyperemesis 
gravidarum, in which the minimal reactive dose may 
vary from 0-06 to 0:012 c.cm. -That high values are 
found in all forms of vomiting in pregnancy (Schoeneck 
1936) suggests that there is a causal relationship 
between the two phenomena; but reduction of the 
urinary output is often considerable in these cases, 
and the hormone output should be calculated on a 
daily basis rather than per litre. The concentration 
caused by the diminished output of urine does not, 
however, account entirely for: the higher figures 
obtained. 

Such comparable evidence as there is goes to show 
that some women with hydatidiform mole excrete 
more gonadotropic hormone than is found in any 
other disorder of pregnancy. On the other hand, 
cases of hydatidiform mole have been reported which 
gave a negative test in a rabbit (Reeb, Neerson, and 
Klein 1934) and showed such large minimal reactive 
doses as 5-0 c.cm. and 0-5 c.cm. (Schoeneck 1936) ; 
these were all cases in which it was stated that active 
proliferation was at an end. The overlap which 
evidently occurs is wide; it will be at its widest 
in cases in which there is vomiting and which are 
between the eighth and tenth weeks of pregnancy or are 
complicated by a hydatidiform mole which is not 
growing rapidly. As far as can be ascertained from 
the small number of observations published, the 


majority of cases of active hydatidiform mole give 


values not very far outside this zone of overlap. 
The case described in detail in this article showed 
a maximal excretion one-tenth of that found in the 
case of active hydatidiform mole and one-third of 
that in the case in which the mole was in process of 
expulsion. That the patient was not treated as a 
case of hydatidiform mole was mainly on the grounds 
of the absence of the characteristic ‘‘ doughy ”’ 
‘uterus, the general improvement in her condition, 
and the cessation of the hemorrhages; the radio- 
logical evidence was of considerable value. 

Biological testing is used extensively for the 
diagnosis of the recurrence of hydatidiform mole 
or of chorionepithelioma. The case reported by 
Kobak (1938), in which a normal ten weeks’ pregnancy 
was mistaken for a recurrence on the evidence of a 
high level of gonadotropic hormone in the urine and 
hysterectomy was performed, shows that even in this 
connexion biological testing has its dangers. 

The use of the method of the minimal reactive dose 
in single rabbits is quick and gives surprisingly good 
results; our tests were done on these cases in 
duplicate, and there was no instance of absolute 
disagreement between the pair. It would obviously 
be preferable to employ the method depending on the 
increase in ovary weight in the immature rat, using 
batches of 10-20 animals (Boycott and Rowlands 
1938); it is, however, rather lengthy and intricate 
when an answer is needed to assist in diagnosis. 


CONCLUSIONS 
(1) Excretion of gonadotropic hormone in‘ normal 
pregnancy may reach a higher level than is usually 
recognised. 
(2) The maximal excretion in normal pregnancy 
occurs at about the stage of pregnancy when the 
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presence of hydatidiform mole is likely to be 
suspected. 

(3) Although it is probable that in some cases of 
hydatidiform mole a larger excretion of gonado- 
tropic hormone occurs than in any other condition 
(except chorionepithelioma), there is a wide range 


‘of excretion values in which no distinction between 


this and other conditions is possible. 

(4) Diagnosis of hydatidiform mole on the biological 
assay of gonadotropic hormone alone is unreliable. 

Our thanks are due to Prof. F. J. Browne for his 
advice and encouragement ; to Prof. James Young 
for the specimens of urine from the cases of hydatidi- 
form mole; and to the Medical Research Council 
for a grant to one of us (M. B.) for technical assistance. 
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MECHANICAL RESPIRATION 
TREATMENT OF TWENTY-ONE CASES 


By URSULA BLACKWELL, M.B. Lond., D.P.H. 


SENIOR ASSISTANT MEDICAL OFFICER, LONDON COUNTY 
COUNCIL INFECTIOUS HOSPITAL SERVICE 


OF 129 patients with poliomyelitis admitted to the 
Western Hospital (the L.C.C. centre for this disease) 
during the past four and a half years, 17 showed 
symptoms of respiratory embarrassment. Of these 14 
were treated with an artificial respirator ; 6 patients 
with diaphragmatic paralysis due to diphtheria and 1 


with toxic polyneuritis were also treated by this 
method. 
POLIOMYELITIS 
Of these cases 5 were of the bulbar type ; all died. 


Of the remaining 9, 6 are alive and progressing 
favourably ; 3 of these, cases 8, 9 and 10 (see table), 
had intercostal paralysis only. Two had paralysis 
of the diaphragm and of some of the intercostals. 
One had paralysis of the diaphragm and weakness 
of the intercostals, _ 

Cases with bulbar paralysis—When much muous 
was present in the pharynx it was cleared, as far as 
possible, by swabbing the back of the throat manua lly, 
by the use of the electrical suction apparatus and 
by a dose of atropine, gr. 1/200-1/100, which was 
given in an attempt to diminish further secretion, 
and repeated if necessary. Wilson (1932) found that 
atropine made the mucus stringy; this is true if 
frequent doses are given, but an initial dose seemed 
to help patients put in the machine for the first time, 
Tracheotomy was 
not done in any of our cases, though Wilson did it 
in a few who apparently gained some relief. With 
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some of the patients who were unconscious, with 
deep cyanosis and mucus pouring from the mouth, 
there was no time for more than a very hurried 
examination of diaphragm, intercostals and limbs, 
as treatment in the respirator seemed to be urgently 
needed, Cases 2 and 3 (see table) were of such a type. 


POLIOMYELITIS CASES 


Diaphragm Intercostals 
Case Bulbar; Dura- 
and ara- | tion of | Result 
sex | Para- | Act- Para- Act- .| lysis | stay 
lysed | ing lysed ing 
“1M ee Peed + a Pe 6 days} Died 
2F\/ + Scarcely| + | 46hrs.; Died 
3M} + + $ + |2 „ | Died 
4F\ + + + |20 , Died 
5M + Weakly) + 3 days} Died 
6M; + af + 58 » Died 
7F + + 53 » Died 
8 F + + ie .. |31 , | Alive 
9M + + 23 » Alive 
10M + + 21 ,» Alive 
11M; + 7 lower as ac 120° » Died 
12F| + Weakly; .. |19 „ | Alive 
13 F/ +L 6 lower a >% 9 » Alive 
14 F Alive* 


All R para- 4 upper ee 36 99 
lysed and L 
7 lower L 


* After 6 days this patient had to be replaced in respirator 
for 2 and later 3 hours a day and is still, 3 months after admission, 
receiving this treatment. 


It was, therefore, sometimes difficult to determine 
whether the respiratory embarrassment was due to 
9th and 10th cranial nerve involvement or to both. 
In some patients who had much cyanosis when out 
of the machine, we made use of oxygen under pressure 
by the McKesson resuscitator while nursing attention 
was being given. The resuscitator was set to work 
at the same rate as the respirator with good effect ; 
it can only be used when the airway is clear, lest 
mucus should be forced into the lungs. 

Lesions found post mortem in the respiratory 
system were cdematous lungs, areas of softening 
round bronchi and inspired stomach contents in 
bronchi in case 1; cedema and collapse of the lungs, 
hzmorrhage and bronchopneumonia in case 4; and 
consolidation of the right base and a small patch 
of consolidation in the left base in case 5. 

Other fatal cases.—Cases 6, 7 and 1] are of particular 
interest because they died after they had been 
removed from the respirator though two of them 
(6 and 11) had appeared to be comfortable. 


Case 6, male, aged 16, had paralysis of the 
diaphragm and of all the intercostals. When placed 
in the machine he was immediately relieved. The 
diaphragm began acting 26 days later. He was in 
the respirator for 58 days and seemed to be comfort- 
able after removal. He had a convulsion 11 days 
later with acute dilatation of the stomach and died 
in a few hours. Post mortem showed small patch of 
early bronchopneumonia in right lower lobe and 
there were small hemorrhages in well-aerated lungs. 


Case 11, male, aged 31, had paralysis of the 
diaphragm and the lower seven intercostals on both 
sides. He was very dyspneic when placed in the 
machine and immensely relieved by it. Respirator 
treatment was continued for 18 days and he was 
apparently comfortable after removal. Thirty-nine 
days later, while under treatment at an orthopedic 
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hospital, he developed acute cedema of the lungs 
and sudden respiratory failure, dying in 15 minutes. 
Permission for an autopsy could not be obtained. 


Case 7, female, aged 3, had paralysis of all the 
intercostals and the diaphragm was very sluggish. 
The abdominal reflex was negative. She was very 
distressed until put into the respirator but greatly 
relieved by it and went to sleep. She was treated in 
the machine for 53 days. There was no intercostal 
recovery. Onthe 10th day after removal she developed 
abdominal distension which responded to treatment. 
She was returned to the machine, but the diaphrag- 
matic action became weaker and she died with signs 
of collapse of the lung. This patient was never quite 
comfortable out of the machine, her respirations 
being somewhat jerky, though she was lively and 
played with her toys until the onset of distension. 
Post mortem complete collapse of upper lobes was 
found and congestive bronchitis with peribronchial 
chronic inflammatory reaction in rest of lung. 


The pulse-rate was much the same whether the 
patients were in or out of the machine, ranging from 
92 to 104 in the two older ones and from 92 to 112 
in the child. In none of them was there intercostal 
recovery ; the diaphragm began to act again though 
the abdominal reflex did not return, and there was 
serious embarrassment from abdominal distension. 


‘Possibly such cases ought to have respirator treatment 


for some hours each day; our numbers have been 
too small to enable us to form an opinion on this 
point. There seems to be no satisfactory criterion 
to enable us to decide when patients should be 
permanently removed from the respirator; the 
absence of cyanosis and dyspnea does not afford 
sufficient guidance. 

Landon (1932) found that of a group of cases of 
poliomyelitis with respiratory distress treated in the 
respirator who were, when discharged from hospital, 
able to breathe spontaneously, almost five times as 
many were dead at the end of 18 months as in the 
control group treated without the respirator. All 
had died of respiratory disease, and pneumonia, 
emphysema and apneumatosis were among the 
findings. His control group was not necessarily 
composed of the less serious cases, because the number 
of respirators at his disposal was limited, though he 
admits a natural inclination to rush a severe case to 
a respirator. He suggests as causes for respiratory 
sequels too great a negative pressure, too quick a 
rate or a difficulty in controlling the temperature of 
the air in the machine, Others have attributed the 
sequele to chronic anoxemia. Emphysema was not 
found post mortem in our fatal cases, and in only 
one was there a patch of pneumonia. There was 
collapse of the upper lobes in case 7, 


Oases still alive-—In three cases (8, 9 and 10) 
there was intercostal paralysis only. 


Case 8, female, aged 10, appeared to be equally 
comfortable whether in or out of the respirator. 
Her abdominal reflex was absent. After six months 
the intercostals are still paralysed and the abdominal 
reflex is still absent. 


Case 9, male, aged 7, on admission had all inter- 
costals paralysed. Diaphragm acting, colour poor. 
Respirator gave almost instant relief. No intercostal 
recovery 5 months later but abdominal reflex present. 
Seems comfortable. Without respirator treatment 
this patient would probably have died. 


Case 10, male, aged 6. On admission intercostals 
were not acting, the breathing was entirely diaphrag- 
matic and the abdominal reflex absent. Slight moist 
sounds in throat but scarcely any visible mucus. Did 


‘not codperate well at first—i.e., did not breathe 


synchronously with the machine but at a very quick 
rate (34-38). He nearly died when the machine was 
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stopped, so the rate was increased to 24 a minute 
and the negative pressure was raised from 15 to 20 cm. 
of water. Atropine gr. 1/200 was given and a mixture 
containing gr. 6 each of pot. brom. and chlor. hyd. 
The patient began to codperate and was greatly 
relieved. In this case also respirator treatment seems 
to have saved life. The abdominal reflex is absent 
‘and the lower intercostals are still paralysed 3 months 
after the onset of the disease. 

Cases 12, 13 and 14, females aged 5. 4 and 24, 
with partial paralysis of the intercostals -and paralysis 
of the diaphragm are all alive. Case 14 is still in 
hospital and requires treatment for three hours a 
day 3 months after the onset of the disease. 


_In addition to the 14 cases of poliomyelitis 
mentioned above, there were 3 patients with respira- 
tory embarrassment who were not treated in the 
respirator. 

A B, male, aged 4. On admission diaphragm acting, 
lower six intercostals on both sides paralysed. Very 
little distressed though restless. Appears comfortable 
but Fher is still intercostal weakness 4 months after 
onset, | 

CD, male, aged 2. On admission diaphragm acting, 
left intercostals weak. Alive 6 months later, but the 
~ intercostals have not yet recovered. 
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EF, male,aged 13. Bulbar paralysis. Died before 


being put in respirator. 


DIPHTHERIA AND TOXIC POLYNEURITIS 


Of the 6 cases of diaphragmatic paralysis due to 
severe faucial diphtheria treated in the respirator, 
all had coincident pharyngeal paralysis and were very 
seriously ill, All but 2 showed improvement, though 
there were 4 deaths and only 2 recoveries; the 
machine thus appeared to be of some help. 


Fatal cases of diphtheria. 

Case 2, female, aged 8, admitted on 7th day; 
340,000 units A.T. Paralysis: palatal 39th, pharyn- 
geal 40th, diaphragmatic 48th day; placed in 
respirator but died after about 24 hours. 


Oase 3, female, aged 2 yrs. 11 mths., admitted on 
8th day ; 200,000 units A.T. Paralysis: pharyngeal 
35th, diaphragmatic 39th day; placed in respirator 
for 8 days. Colour and respiration improved. 
Removed but developed collapse of right lung and 
died 5 days later. 

Case 4, female, aged 4 yrs. 8 mths., admitted on 
2nd day; 168,000 units A.T. Paralysis: palatal 
19th, ciliary 39th, ext. rectus 36th, pharyngeal 40th, 
diaphragmatic 43rd day ; placed in respirator. Colour 
improved but died after 24 hrs. 

Case 6, female, aged 45, admitted on 5th day; 
504,000 units A.T. Paralysis: ciliary 84th, palatal 
39th, pharyngeal 48th, diaphragmatic 56th day; 
placed in respirator for approximately 16 hrs. with 
no evident relief. Died. 

Recovered cases of diphtheria. 

Case 1, female, aged 8, admitted on 4th day; 
180,000 units A.T. Paralysis: pharyngeal 5lst day, 
diaphragmatic 2 days later ; placed in the respirator 
for 4 days. Recovered. 

Case 5, female, aged 2 yrs. 6 mths., admitted on 
5th day; 260,000 units A.T. Paralysis: pharyngeal 
38th, diaphragmatic 43rd day; placed in respirator 
for 12 days. Recovered. 

One case of toxic polyneuritis, in a woman aged 
26, was also treated in the respirator. She had 
weakness of the intercostals and no diaphragmatic 
movement, She remained in the machine for 24 days 
with relief and finally recovered full respiratory 
movement. 

SUMMARY 


Of 21 cases of respiratory difficulty treated by 
mechanical respiration, all but 2 were treated in the 
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Siebe-Gorman respirator; cases 2 and 10 were 
treated in the Both type. Of the 14 poliomyelitis 
cases, 6 (43 per cent.) are alive. In 4 of these recovery 
seemed improbable without the respirator treatment. 
Of the diphtheria cases, there were 2 recoveries and 
4 deaths. One case of toxic polyneuritis was treated 
and recovered. 


My thanks are due to Mr. A. Rocyn Jones, who 
has seen most of the cases; to Dr. George Beaumont 
for his encouragement; to Dr. W. G. Barnard, who 
did the post-mortem examinations; to Dr. H. West 
and Dr. G. Gray, who made it possible for me to 
follow up the cases; and to Dr. W. H. Kelleher,; the 
medical superintendent of this hospital, for helpful 
suggestions. | 
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BITOT’S SPOTS IN CEYLON 


By Lucius NicHotyts, M.D. Camb. 
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BitoT (1863) described lesions of the conjunctiva 
which were associated with night-blindness. He 
recorded 29 cases in the foundling hospital in Bordeaux 
in 1859-61. He described the lesions as not being 
inflammatory but as numerous small white specks 
or slender short lines aggregating into a pearly or 
silvery spot. They are placed laterally to the cornea 
and occur only as small dots medially to it. They are 
usually triangular but may be round or oval: in the 
former case the apex pomts externally and the base 
is near the corneal margin and is somewhat concave. 
In some cases the surface of the spots is rugose, and 
in others arranged in a series of wavy parallel lines. 
The following sentence (p. 288) shows the nature 
of these lesions: ‘‘Elles sont donc inhérentes au 
tissu sur lequel elles sont étalées ; elles sont composées 
de couches qui ne sont pas d’une autre nature que 
Pépithélium, L’examen microscopique a dissipé toute 
espèce de doute sur ce point. Les taches héméralo- 
piques sont une altération non encore déerite, 
une production squameuse spéciale de 1 épithélium 
conjunctival,” 

Mori (1922) and Wolbach and Howe (1925) estab- 
lished many years later that the essential change 
was a deficiency of vitamin A which led to the 
formation of keratinising squamous epithelium in 
various mucous membranes; and it appears from 
the above that Bitot as early as 1863 recognised these 
changes in these lesions of the conjunctiva. 

We have seen several hundred cases of chances in 
the bulbar ‘conjunctiva of the eyes of malnourished 
children and others in Ceylon, which we have been 
accustomed to refer to as Bitot’s spots. 

The pathological changes, as seen by us, are ofa 
definite type but’ do not conform to some of the 
descriptions given by other observers. For inst ance, 
Nixon and Nixon (1938) say that Bitot?s spots are 
“ characterized by small triangular white patches on 
the outer and inner sides of the cornea covered by 
white foam-like spots. ... This xerosis or keratiniga- 
tion of the conjunctiva may extend to the cornea,” 


' Again, May and Wolff (1938) refer to the white patches 


of Bitot’s spots as being “covered with what looked 
like foam.” We have never seen Bitot’s spots extend- 
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ing to the cornea, for we do not regard the changes 
in the cornea which occur in keratomalacia as exten- 
sions of Bitot’s spots; and the spots in the great 
majority of our cases have in no way resembled foam, 

The changes over the sclerotics which lead to the 
formation of Bitot’s spots may be described as follows. 
They begin as slight thickening and pigmentation of 


Left eye 
striated patches (Bitot’s spots) of the temporal bulbar 


shows thickening, pigmentation, and white 


conjunctiva. This was also’ present in the right eye, 
but the nasal bulbar conjunctiva of both eyes was free 
from these changes. 


the conjunctiva of the sclerotics ; one or more of the 
blood-vessels running towards the cornea stand out as 
though dilated, and capillaries may be seen dipping 
vertically into the thickened epithelium ; apparently 
they are slightly engorged. The thickening and 
pigmentation increase, and heaped up accumulations 
of epithelial cells arise. These accumulations are 
white, stand out in relief from the pigmented back- 
ground, and are usually striated. They may be 
compared to a dab of chalk paste striated with a pin. 
The common situation of these striated patches is 
over the sclerotics of the temporal side; they have 
never been seen to reach the limbus, although they 
usually extend to one or two millimetres from the 
corneosclerotic junction (see left eye in figure). 
They are occasionally found over the sclerotics on the 
nasal side of the eye, but they have been seen in this 
situation in less than 2 per cent. of our cases. (Note 
the freedom from thickening and pigmentation over 
the nasal sclerotic of the right eye in the figure.) 
They often affect one eye only but may be bilateral. 
Usually Bitot’s spots are triangular or oval, but 
occasionally they appear as numerous scattered 
striations several millimetres long and about 0°5 mm. 
wide. It is the white patches and not the diffuse 
thickening which we have called. Bitot’s spots. We 
have never seen ulceration of these spots. It appears 
probable that much increased pigmentation is likely 
to occur only among races with pigmented skins, 

Bitot said that all his patients had night-blindness, 
but this has not been present in most of ours. 

The Bitot’s spots described above tend to be very 
chronic, and it is necessary to give large doses of 
fish-liver oils or concentrated preparations of vitamin A 
to clear them. 

It may be that there are two forms of xerosis or 
keratinisation of the bulbar conjunctiva: an acute 
form in which the changes take place rapidly, forming 
loose accumulations of degenerate epithelium which 
appear foamy, and a chronic form in which the 
accumulations of epithelium take place more slowly 
and are more compact. If this is so, possibly the 
first form is more likely to occur as a rare condition 
in countries where diets deficient in vitamin A are 
not in common use, and the second form, as in our 
cases, will be seen among populations who have become 
miore or less biologically adapted to diets deficient 
in this vitamin, and consequently their reactions to 
the deficiency are more chronic. 
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Concomitant signs of malnutrition—In making 
nutritional surveys of the poorer classes in India, 
Ceylon, and other countries it has become customary 
to look for certain definite signs, including phryno- 
derma, a papular dry skin eruption due to deficiency 
of vitamin A; angular stomatitis; and superficial 
erosion of the tongue. The last two are almost 
certainly due to the same deficiency and will be alluded 
to as “sore mouth.” We have attempted to discover 
a correlation between the presence of Bitot’s spots 
and these signs of malnutrition. A correlation may 
be considered specific when two signs due to the same 
deficiency coexist in the same child; but a poor 
diet is seldom deficient in only one respect, and when 
signs due to different deficiencies coexist in the same 
child the correlation may be considered general. 

In September, 1938, 976 children of the free schools 
in rural and town areas of the southern part of 
Ceylon were examined for various signs of mal- 
nutrition. Most of these schools were in the dry 
zone. Phrynoderma was present in 21 per cent. 
of the children, Bitot’s spots in 5°6 per cent., and 
“sore mouth ” in 4'8 per cent. In 62 per cent. of 
those with Bitot’s spots there was also phrynoderma ; 
whereas, if there were no specific or general correlation, 
only 21 per cent. of those with Bitot’s spots would 
be expected to show this condition. In 3 per cent. 
of the children with Bitot’s spots there was also 
“sore mouth’?; which is less than the expected 
incidence. 

A second survey was made in September, 1938, 
in the northern parts of Ceylon. Of 1497 children 
examined 4°9 per cent. had phrynoderma. Bitot’s 
spots were not common among these children, only 
0°7 per cent. being affected. ‘‘Sore mouth ” was 
present in 19°8 per cent. But 25 per cent. of those 
with Bitot’s spots also had phrynoderma, the incidence 
being five times greater than that expected without 
correlation ; and 12 per cent. of those with Bitot’s 
spots also had “sore mouth,” which is less than the 
expected uncorrelated incidence. The accompanying 
table summarises these two surveys :— 


SIGNS OF DEFICIENOY OF VITAMIN A IN SCHOOL-CHILDREN 


IN CEYLON 

n e [o] 

ag | saloa |a |88 a3: 
| fa 2.0 =, @ @ a 2a 
Area F PE |38 | 33 | aaf |25 
TEIH ILEJE 

QE m 

Percentage 

Southern Ceylon | 976 |.21:0| 4:8] 56 | 61:8 | 29 
Northern Ceylon | 1497 | 4-9 | 198| 0-7 | 25-0 |125 


Epithelial thickening and pigmentation—Many of 
the children of the poorer classes in Ceylon show some 
thickening and pigmentation of the conjunctiva 
over the sclerotics without the more advanced changes 
in the form of Bitot’s spots; but much work will be 
necessary to define the range of texture and pig- 
mentation of the sclerotic conjunctiva of races with 
dark skins before these signs may be used as a 
indication of deficiency of vitamin A. 

General health and specific signs of dietary deficiencies. 
Many children with signs of dietary deficiency 
otherwise appear to be in good health ; they are not 
emaciated nor appear stunted and are fairly alert and 
active. (Bitot said that most of:his subjects were in 
good general health.) But it has been shown for those 
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classes in which these signs of deficiency are prevalent: 
that the children are considerably smaller at each 


year of life than the children of the better classes - 


among whom these signs are uncommon, and the 
mortality-rate is far higher among the former than 
among the latter (Nicholls 1936). 
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A CASE OF ACUTE 
PRIMARY SUPPURATIVE GASTRITIS 
By Frank Hawkine, D.M. Oxfd | 


SENIOR RESEARCH FELLOW IN TROPICAL MEDICINE OF THE MEDICAL 
RESEARCH COUNOLL 


THE present communication describes a case of 
acute primary suppurative gastritis discovered at 
autopsy. 

The patient was an African police warder aged 
about 80 years. For some weeks he had been 
repeatedly unfit for duty owing to indeterminate 
illness. On Feb. 7, 1939, he was admitted to the 
Sewa Hadji Hospital complaining of fever, head- 
ache, aching of his body, and constipation. Temp. 
103°2° F., pulse 100, resp. 96. Chest appeared normal. 
Spleen enlarged. He complained of epigastric pain 
but there was no vomiting. Hemoglobin 50 per cent. ; 
urine contained a few pus cells. He was given 
quinine, but his temperature remained high and he 
died at 9.20 a.m. on Feb. 10. 


POST-MORTEM FINDINGS 


The examination was made 1} hours after death. 
The body was that of a well-nourished man. Lungs 
and pleure normal; no adhesions. The pericardium 
contained a moderate amount of bloodstained fluid 
and clot; intense venous congestion of coronary 
veins and distension of right auricle; rest of heart 
normal. The peritoneum contained a moderate 
amount of clear fluid. 

The stomach was empty. Its wall was thick, 
cedematous, and whitish, the mucous membrane being 
thrown up into great thickened folds. The swelling 
involved the whole stomach, but was most pronounced 
at the cardiac end of the lesser curvature. Over 
most of the fundus the wall was about 0°6-1'2 cm. 
thick, but near the cardiac sphincter, at the site of 
submucosal hemorrhage, it was about 2 cm. thick. 
There were petechial submucosal hemorrhages along 
the lesser curvature, and on each side near the cardiac 
end there was a circular area of submucosal hemor- 
rhage about 8 cm. across. The rest of the mucous 
membrane, although much thickened, was not unduly 
congested ; no ulceration could be seen naked-eye. 
The thickening and cedema did not extend beyond 
the cardiac and pyloric sphincters. The external 
surface showed nothing abnormal and the lymph- 
glands along the lesser curvature were not enlarged. 

Other organs.—Csophagus and pharynx normal ; 
no signs of caustic or corrosive fluids. Duodenum 
and intestines normal, apart from the presence of 
a few ancylostomes. Liver had rather a pasty 
appearance on section; otherwise normal, Spleen 
swollen, dark red, firm. Kidneys very pale. Brain 
normal. 

HISTOLOGY | 

The stomach was acutely inflamed, the changes 
being more marked in sections taken from the fundus 
than in those from the pyloric portion. In the 
fundus the mucous layer was mostly normal apart 
from a slight increase in the number of leucocytes in 
its deeper portion and in the muscularis mucose ; 
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but in one small area, overlying a similar lesion in the 
submucous coat, it was completely necrotic. | 

The submucous coat was the site of intense inflam- 
mation. The whole layer was greatly thickened and 
swollen with cedema. Infiltration with leucocytes 
(mostly polymorphs) was widespread. Some areas 
showed complete necrosis and loss of nuclear staining; 
in others there were deposits of fibrin or haemorrhages. 
The inflammation was most intense round the larger 
blood-vessels and lymphatics. The walls of the 
vessels were usually involved—where the inflamm ation 
was slight there were collections of leucocytes m the 
intimal coat, where it was more severe all the coats 
were infiltrated with polymorphs, and in some vessels 
the whole wall was necrotic. In some cases the 
lumen was filled by a thrombus, but usually it con- 
tained only a thin fibrinous clot or it was empty. 

The muscular coat showed changes which seemed 
to be secondary to those of the submucous layer. 
The muscle bundles were separated by cedema and 
by infiltrations of inflammatory cells. 

The subserous layer was thickened by cedema and 
by infiltration of inflammatory cells. Some of the 
larger lymphatics were distended with mononuclears, 
In one place there was a small hemorrhage. One 
section showed an inflammatory effusion on the 
peritoneal surface of the stomach. 

In sections from the pyloric portion of the stomach 
the changes were less intense. The mucous layer 
was normal. The submucous coat showed inflam- 
matory cedema, diffuse infiltrations with leucocytes, 
and less marked inflammation of the vessels. The 
muscular and subserous coats showed cedema and 
diffuse infiltrations by leucocytes. 

In sections stained by Gram’s method, organisms 
were most numerous near the area of necrosis in the 
mucous layer. The principal organisms were long 
thin gram-negative bacilli tending to grow in chains 
of various lengths ; in size and shape they resembled 
tubercle bacilli but they were not acid-fast; many 
showed a beaded appearance, and some contained a 
central spore; in the deeper parts of the necrotic 
mucous membrane mentioned above they occurred 
in thick bundles. These bacilli were scattered 
diffusely in great numbers throughout most of the 
necrotic parts of the submucous coat. On the 
surface of the necrotic mucous membrane there were 
a few colonies of gram-positive cocci, obviously 
secondary invaders. Elsewhere there were a very few 
short thin gram-positive bacilli, and a rare chain of 
short thick gram-positive bacilli. In the less intensely 
inflamed parts no bacteria could be seen. 

Liver.—There were fairly large collections of mono- 
nuclear cells in the portal sheaths, All the Kupffer 
cells were much distended with granules of brown 
pigment. The hepatic cells were approximately 
normal. No organisms were seen. 

Spleen.—The malpighian bodies were rather small 
and the component lymphocytes were not densely 
packed; the walls of the central arterioles wer 
slightly swollen. The sinuses were almost empty. In 
the pulp, red blood-corpuscles greatly predominated; 
there were also numerous granules of brown pigment. 

Kidney.—The glomeruli were shrunken and ther 


was slight thickening of Bowman’s capsules. Other 
wise normal, 
A small lymph-gland from the lesser curvatur 


showed nothing abnormal ; 
be seen in it. 


The histological appearances indicate a penetration 
of the mucous membrane at a few limited areas br 
the bacillus described, and a subsequent spreading 
of the inflammation throughout the submucous layer, 
involving secondarily the muscular and serous coats. 
As no material for bacteriological culture had been 
taken during the post-mortem examination, the 
organism could not be identified further ; its appear. 
ance was quite unlike that of anthrax. The hypo- 
thesis that this gastritis might have been caused br 
a poison is ruled out by (1) the history ; (2) the absence 


no organisms could 
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of lesions in the mouth, pharynx, and cesophagus ; 
and (3) the healthy state of the gastric mucous 
membrane (except for one tiny area) as compared 
with the intense and widespread inflammation of the 
submucous coat. 

According to Hurst, writing in Price’s Medicine 
(3rd ed., p. 539), acute suppurative gastritis is a very 
rare disease ‘“‘ due to invasion by streptococci or less 
frequently pneumococci, staphylococci or B. coli, 
of the submucous tissue through a carcinomatous 


ulcer, or still more rarely through a chronic ulcer 


or the wound left after an operation on the stomach. 
In exceptional cases the point of invasion cannot be 
recognised, The condition may also occur in pyemia, 
anthrax, and smallpox. Enpigastric pain and tender- 
ness are severe, Vomiting is always present. ... 
Peritonitis generally supervenes in the course of 
In the present case, vomiting was 
absent and the patient died as peritonitis and 
pericarditis were beginning to develop. 

Grateful acknowledgments are due to the director 
of medical’ services, Tanganyika Territory, and to 
Dr. H. J. O’D. Burke-Gaffney, for facilities, assistance 
and advice. 


A CASE OF HERPES OCCIPITO-COLLARIS 
By W. J. TINDALL, M.D. Lond. 


OLINIOAL ASSISTANT, ROYAL BERKSHIRE HOSPITAL, READING 


THE communication by C. P. G. Wakeley and 
J. H. Mulvany on geniculate herpes in THE LANCET 
of April 1 (p: 746) prompts me to record the following 
case which was under my care at that time. 


CASE-RECORD 


A” A man, aged 52, had been away from work suffering 
from troublesome furunculosis for several weeks 
before he developed herpes. I myself had attended a 
case of trigeminal herpes shortly before visiting him 
on March 17 and might have been the vector. No 
other source has been traced. R 

On March 23 the patient began to have pain and 
tenderness in the left side of the scalp with stiffness 
of the neck. Three days later the typical vesiculate 
rash of herpes zoster began to appear, first over the 
middle region of the left sternomastoid. At the same 
time he developed a cough. 
The following day he com- 
plained that he had a sore 
throat and that his voice was 
affected ; also that his left 
cheek seemed tender on pres- 
sure with the tongue. On the 
28th the left side of his 
tongue was sore and he com- 
plained that the left side of 
his mouth was dry. By this 
time the rash was fully 
developed, the area involved 
being as shown in fig. 1. 
There were in addition vesicles 
in the cleft between the ear 
and the mastoid and over the 
mastoid process. On the left 
edge of the anterior third of 
the tongue was a row of 
shallow ulcers, apparently 
broken down vesicles, and 
there was another group at 
the junction of the hard and 
soft palate on the left side 
just where the dental plate 
ended. The mouth had pre- 
viously been quite clean and 
healthy. 

It is to be noted that the 
usual herpes oticus zone was 


rash. Both surfaces 
of the auricle and a 
small area immedi- 
ately in front of it 
escaped. The rash 
reached exactly to 
the midline from the 
point of the chin to 
the manubrial notch, 
but did not reach 
the midline posteri- 
orly. There were 
vesicles in the cleft 
between the auricle 
and the mastoid 
process, 
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free. No vesicles were seen in the external meatus 
and the tympanic membrane was clear. He was not 
conscious of hypoacousis, and, although watch and 
tuning-fork were heard at only six inches, there was 
no significant difference between the two sides. No 
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Fia, 2—Relevant nervous connexions : 


ACO.N., accessory nerve G.8.P.N., great superficial 
A.M.N., auriculo-mastoid br. petrosa] nerve 
of vagus HYP.N., hypoglossal nerve 
a’s N., Arnold’s nerve J’S N., Jacobsen’s nerve 
A.T., Auriculo-temporal nerve L.N., lingual nerve 
OH.T., chorda tympani 0.G., otic ganglion 
CUT.C.N., cutaneous cervical PET.G., petrosal ganglion 
nerve P.AUR.N., posterior auricular 
F.N., facial nerve nerve 
G.AUR.N., great auricular nerve 8.0.N., smaller occipital nerve 
G.G., geniculate ganglion » Sphenopalatine gan- 
G.O.N., great occipital nerve O 


G.NOD., ganglion nodosum V.N., Vagus nerve 


vesicles were seen in the larynx, there was no dis- 
charge from the nose, and no vesicles were seen in 
the nostril. No facial palsy developed during the 
subsequent fortnight, but a slight droop of the left 
side of the face was apparent, dating from dental 
extraction three years before. 


Evidently a very complicated system of nervous 
connexions is represented by this case. All the 
cutaneous zones, except the auriculo-temporal, can 
be explained on the basis of the second and third 
cervical anterior divisions. The posterior division 
—the great occipital nerve—did not appear affected, 
since the midline area of the occiput was not involved. 
A connexion exists between the second and third 
cervical nerves and the posterior auricular branch 
of the facial nerve which joins Arnold’s branch of 
the vagus (fig. 2), and this may account for the 
vesiculate area behind the ear. On the other hand, 
in order to explain the [presence of vesicles in the 
auriculo-temporal area, on the palate and tongue, 
it is necessary to assume disease of the auriculo- 
temporal nerve, sphenopalatine ganglion and the 
chorda tympani, the last also accounting for the 
dryness of the mouth. ` 

All these effects could result from herpes of the 
otic ganglion and this is connected by Jacobsen’s 
nerve to the petrosal ganglion of the ninth nerve. 
This in turn is connected to the jugular ganglion of 
the vagus, whence also arises Arnold’s nerve to the 
area behind the ear. The ganglion nodosum of the 
vagus lies slightly peripheral to the jugular ganglion 
and is connected to the loop between the first and 
second cervical nerves. The cough and voice change 
may also be a result of disease affecting the vagus, 
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In this way the whole syndrome is explicable on the 
basis of herpes of the anterior division of the second 
cervical nerve or as separate herpetic lesions of that 
nerve and the otic ganglion. 

A similar case in a child of six years, showing left 
occipito-collaris herpes with ‘lesions on the left side 
of the tip of the tongue, was described by Gaté 
and others in 1936, 7 
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PNEUMOCOCCAL MENINGITIS 
COMPLICATING PNEUMOCOCCAL EMPYEMA 
TREATED UNSUCCESSFULLY WITH M., & B. 693 


By J. D. Artcaison, M.B. Glasg. 


RESIDENT ASSISTANT PHYSIOIAN, CITY OF GLASGOW FEVER 
HOSPITAL, BELVIDERE 


IN view of the reports of recovery from pneumo- 
coccal meningitis treated with M. & B. 693 the 
following case of meningitis developing during such 
treatment should perhaps be recorded. 


A child, 20 months old, was admitted to Belvidere 
Hospital on March 7, 1939. She was certified to be 
suffering from whooping-cough and pneumonia. The 
whoop was first noticed on Jan. 4. There was a 
history of three previous attacks of pneumonia. 

She was pale and irritable and she had a loose 
cough, though no whoop. Her stools were green and 
frequent. Temperature 101° F., pulse-rate 140, 
respiration-rate 52. Right lung: coarse crepitant 
rales at the base. Left lung: percussion note 
impaired over the posterior half of the axilla and at 
the inferior angle of the scapula. Over this area the 
respiratory murmur was vesicular but diminished. 
Tubular breathing was present just above it. The 
provisional diagnosis was localised collection of fluid. 

On March 8 treatment with M. & B. 693 0-25 g. 
four times a day was begun. Three days later, 
when the area of dullness had extended slightly, the 
chest was explored, and 5 c.cm. of green purulent 
fluid was withdrawn; it contained gram-positive 
diplococci, which gave the capsule-swelling reaction 
with type XVI antipneumococcal serum. On March 13 
radiography showed pleural thickening over the lower 
two-thirds of the left lung and a collection of fluid 
apparently lying between the lobes. On the 15th 
the left chest was again explored at several points 
over the dull area, but no fluid found. The tempera- 
ture fell to normal, and stools were now normal. 
Four days later the temperature rose again, but the 
child looked better than she did on admission. 

The general condition improved slowly, but the 


temperature varied from 98° F. to 101° F. On 


March 23 the percussion note was still impaired over 
the left posterior axillary region with diminished 
vesicular breath sounds, and medium crepitant rales ; 
at the upper limit of the dull area the breathing was 
tubular. The right lung was'clear. The left chest 
was again explored, but no fluid was found. A profuse 
nasal discharge appeared. M. & B. 693 was dis- 
continued (15 g. having now been given). On 
March 26 sulphanilamide 0°5 g. thrice daily was 
started, but next day radiography of the chest showed 


the fluid rather less in amount, and on the 28th 


the sulphanilamide was discontinued. The nasal 
discharge was now scanty and no fluid was obtained 
by aspiration of the lung. The pyrexia, however, 
continued, though the lesion in the chest was gradually 
lessening, and on April 1 M. & B. 693 was again 
given (0-25 g. four times daily). Next day the 
temperature fell to normal but it rose to 103° F. on 
the evening of April 8. The child did not continue to 
improve, though the chest was clearing and there was 
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no longer any tubular breathing. On April 8 she 
was worse. The stools were green, loose, and fre quent ; 
culture showed no non-lactose-fermenting organisms, 
Half-strength saline and a 5 per cent. solution of 
glucose were given orally ad lib. By the 11th, 
however, she had become very lethargic (temperature 
103° F.), and on the following day there was a 
transient strabismus though no rigidity of neck or 
legs. Deterioration was thenceforward rapid, and, 
although there was no evidence of meningeal infection 
except the strabismus, which had not recurred, 
lumbar puncture was done, and 30 c.cm. of turbid 
fluid under pressure was withdrawn. Abundant 
gram-positive diplococci and polymorphs were present. 
The organisms showed swelling of the capsules with 
type XVI antipneumococcal serum. The child had 
convulsions on April 14, and died on the 16th, 
Altogether 29 g. M. & B. 693 had been given. Post- 
mortem examination was refused. 


The meningitis was apparently a direct sequel to 
the pleural infection, for type XVI pneumococci were 
recovered from both sites. In view of the localisation 
of the empyema and the fact that pus was aspirated 
only once, and in small quantity, no attempt was 
made at open drainage, This was justified in sgo far 
that, until the onset of enteritis and meningitis, 
improvement did take place. 

Maclean, Rogers, and Fleming! have found that 
pneumococci tested in vitro “vary enormously in 
their sensitivity to the drug, and this variation is not 
associated with the type of pneumococcus, but with 
the individual] strain.” They have also found that 
pneumococci can, in an infected animal treated with 
M. & B. 693, readily establish a tolerance or fastness 
to the drug. Although it is impossible to be dogmatic 
as to which of those explanations applies to this 
case, the gradual improvement in the chest infection 
suggests that the pneumococci acquired a fastness to 
the drug. On the other hand, the history of three 
previous attacks of “ pneumonia,” in conjunction 
with the spread to the meninges from a relatively 
subacute empyema, implies abnormal susceptibility 
to pneumococcal infection, 

Although the concentration of M. & B. 693 in the 
blood or in the cerebrospinal fluid was not estimated, 
the dosage used (0:25 g. four times a day) has been 
found adequate in a large number of cases of 
pneumonia in young children in Belvidere Hospital 
The drug was administered for a much longer period 
than is usual, but no toxic effects were noted. 

I am indebted to Dr. T. Archibald, medical 
superintendent of the hospital, for permission to 
publish this case, and to Dr. A. W. McCrorie, assistant 
superintendent of the hospital, for his helpful advic. 


PNEUMOCOCCAL MENINGITIS 
DEVELOPING DURING TREATMENT WITH M. & B. 693 
By J. H. Downs, M.B., M.Sc. 


(From the European Hospital, Roan Antelo pe Méne, 
Northern Rhodesia ) 


AN adult male native was first seen on the second 


' day of his illness, when he was found to have a small 


area of dullness at the right lung base, with bronchial 
breathing and a few associated fine crepitations 
slight dyspnea, a temperature of 104° F.. and a ful 
soft pulse with a rate of 120, M. & B. 693 1 @ fow 
times daily was given after an initial dose of 2 ¢. 
on admission. Temperature and pulse reached norma 


————— j 


1. Maciean, I. H., Rogers, EK. B., and 
March 11, 1939, p. 562. » and Fleming, A., Lane, 


THE LANCET] 


ROYAL SOCIETY OF MEDIOINE: SECTION OF PSYCHIATRY 


y 


[JUNE 24, 1939 1437 


on the third day of illness (after 9 g. of the drug had 
been given) and remained so until the fifth day, 
when the temperature rose suddenly to 103° F., and 
shortly afterwards fine crepitations with commencing 
bronchial breathing were noted at the other lung 
base, and the conjunctive were now slightly icteric. 
Temperature and pulse reached normal again in 
thirty-six hours, and after two days of normal 
temperature the administration of M. & B. 693 was 
discontinued. After one more day of apyrexia the 
temperature suddenly rose again to 101° F. with no 
further development in the lung condition. The 
following day the patient became restless and 
mentally confused, and next day a little stiffness of 
the neck muscles appeared without any of the other 
usual signs of meningitis. He died the same day. 

Post-mortem examination revealed frank pus (con- 
taining pneumococci) over the vertex of both cerebral 
hemispheres, The meningeal involvement apparently 
began immediately after the cessation of adminis- 
tration of M. & B. 693. 

This case shows the persistence of the pneumo- 
coccus in a virulent form after three days’ apyrexia, 
in spite of a fairly long course of M. & B. 693 (24 g. 
in all), and suggests the inadvisability of discontinuing 
the drug soon after symptoms and temperature have 
returned to normal, 


PNEUMOCOCCAL MENINGITIS TREATED 
WITH SULPHANILYLPYRIDINE 


By Hueu Duntop, M.D., M.Sc. Lond., F.R.C.P. 
PHYSICIAN TO THE ROYAL WATERLOO HOSPITAL, AND 


ASSISTANT PHYSIOIAN TO CHARING CROSS HOSPITAL, 
LONDON ; AND 


JOHN LAURIE, M.R.C.S. 


HOUSE-PHYSIOCIAN TO THE ROYAL WATERLOO HOSPITAL 


A BOY of 9 was admitted to hospital on Feb. 19, 
1939. For six days he had complained of pain over 
the right eye. The temperature had been 102° F. and 
there had been severe headache but no vomiting. 


MEDICAL 
ROYAL SOCIETY OF MEDICINE 


SECTION OF PSYCHIATRY 


AT a meeting of this section held on June 13, with 
Dr. Hue CricHTon-MILLER, the president, in the 
chair, a symposium on 

The Chronic Uncertified 


was opened by Dr. G. DE M. Rupotr. In a large 
group of successive cases taken from various sources 
the commonest diagnoses had, he said, been anxiety, 
confusion, depression and schizophrenia. The high 
proportion of anxiety cases—between 30 and 45 per 
cent.—had been striking, and the sex-incidence had 
been remarkably evenly distributed, with a slight 
preponderance of females not accounted for by the 
mumerical superiority of the female population. 
He had found Benzedrine (amphetamine) useful 
in the treatment of patients who were depressed 
in the early part of the day. Occupational therapy 
had brought about great improvement in a number 
of cases of schizophrenia without the use of shock 
treatment. In a group of 600 mental defectives 
outside mental hospitals, only 1-6 per cent. had shown 


There was cedema of the right supra-orbital region 
and upper eyelid, and extreme tenderness above the 
right eye. The posterior neck muscles were rigid ; 
Kernig’s and Brudzinski’s leg signs were elicited ; 
the deep reflexes were present and equal but the left 
plantar reflex was extensor. Temperature 103°8° F., 
pulse-rate 98, respirations 25. Photophobia, irritability 
and other meningeal symptoms were present. 

Lumbar puncture gave a turbid cerebrospinal 
fluid (C.S.F.) under increased pressure, and on culture 
this gave a mixed growth of pneumococci and Bacillus 
wxerosis, Treatment with sulphanilylpyridine was 
started at once. On the evening of admission Mr. 
Charles Beevor drained the frontal sinus -by external 
operation. The sinus which communicated with that 
of the left side was full of pus; it was packed with 
B.I.P.P. and a tube was inserted. Next day the 
temperature fell to 98°4° F. Sulphanilylpyridine was 
given daily by mouth, and culture of C.S.F. removed 
on Feb. 23 yielded no organisms. On Feb. 27 the 
drug was discontinued, a total of 24°5 g. having been 
given. Thirty-six hours later, however, on March 1, 
the temperature rose to 101°4° F., and a specimen of 
C.S.F. then taken contained type IV pneumococci in 
considerable numbers, the white-cell count being 
about 300 (all polymorphs), Administration of the 
drug was resumed and continued till March 10. 
Though there were still a few pneumococci in the 
O.S.F. on March 6 the temperature became normal on 
the 3rd, and after a brief rise to 99°6° F. remained 
normal until the patient left hospital on April 5. 
The general condition was good from about the third 
day after admission, apart from the recrudescence of 
March 1. 

Ansemia developed about a week after admission 
and the red-cell count on March 10 was only 3,000,000, 
the cells being pale and irregular, while the hemoglobin 
was 47 per cent. A transfusion of 850 c.cm. of blood 
was accordingly given on March 13, and by the 30th 
the hæmoglobin had reached 67 per cent, The white 

cells fell from 13,500 per c.mm. on Feb. 20 to 6000 
on March 1 (polymorphs 58 per cent.); but they had 
risen again to 9000, with a normal differential count, 
on March 10. 

The total amount of the drug administered in the 
twenty days was 40°5 g. 

We wish to thank Mr, Charles Beevor for permission 
to publish the case and Dr. F. A. Knott for the 
numerous pathological investigations he performed. ` 
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signs of psychoses. In the treatment of post- 
encephalitic symptoms great improvement had been 
obtained with ordinary B.P. belladonna root prepared 
by the Bulgarian method. Large numbers of higher- 
grade mental defectives were apparently missed until 
they broke out into violence or delinquency in 
reaction to some impossible demand. Kent’s test 
was a most useful emergency test: its performance 
took only about a quarter of an hour and, although 
not quite so accurate as the Binet-Simon test, the 
English modification was reasonably accurate to 
within two years. Tests of accomplishment were 
valuable, and tests of temperament and character 
would be the most valuable of all if they could be 
devised. 

Dr. NoEL Hargis saw the problem of the chronic 
uncertified as one which regularly confronted 
psychiatrists in private practice and in hospitals 
alike. It was the problem of how to deal with the 
individual who behaved in an irresponsible and 
foolish manner, to the detriment of his own career 
and of the lives of his friends and relatives, and yet 
did not show the specific psychotic reactions which 
would justify his certification. Such patients could 
be classified in order of frequency as psychopathic 
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personalities, hysterics, alcoholic addicts, schizo- 
phrenics, drug addicts, paranoiacs, high-grade mental 
defectives, obsessionals, depressives and post- 
encephalitics. <A difficult question arose when a 
patient who was not obviously of unsound mind used 
the threat of suicide or injury to someone else as a 
weapon against those around him. The question 
whether a physician was justified in certifying a person 


on the ground of danger of suicide was an important - 


one. It would be easier to answer if the legal 
authorities and the public would realise that the 
physician was almost under a duty to take a risk 
at times in the interests of the patient. Suicide 
was by no means always an indication of incorrect 
diagnosis, carelessness, or lack of forethought. The 
general practitioner and the specialist were constantly 
asking the psychiatrist to admit without certification 
cases of primary depression, all of whom were 
potential suicides. Was the psychiatrist, he asked, 
to safeguard himself by refusing to admit such cases 
and thereby almost forcing their certification, when 
he knew that, by taking a certain risk and perhaps 
prejudicing his reputation and that of the hospital, 
he could help a large number of those depressives 
towards recovery ? Those who had to make this 
decision would feel happier if they knew that the 
public and those who administered the law realised 
their difficulty and responsibility, and the possibility 
of suicide being committed in spite of the greatest 
care. 

What should be done with the thoroughly irre- 
sponsible person ? Should the psychiatrist encourage 
the police to prosecute or should he do nothing ? 
A great difficulty was the tendency, when these 
patients were certified, for the mental hospital to 
discharge them after a few days as not insane, 
Paranoiacs should be kept out of a mental hospital 
if possible; with careful handling they could be 
prevented for long periods from giving trouble. 
He pleaded for new legislation, but pointed to two 
methods by which existing provisions could be 
utilised. Some hysterics and addicts could justifiably 
be certified and detained in a mental hospital as a 
psychological and disciplinary measure, but the 
coöperation of the superintendent and of the relatives 
was necessary to ensure that they should not be 
discharged merely because soon after admission they 
showed no signs of insanity. No member of the 
Board of Control would interfere if the certification 
were above-board and in the interests of the patient 
and his relatives. Greater use could be made of the 
form for the appointment of a receiver. It was 
chiefly employed in cases of senile decay or of organic 
disorder, but most psychiatrists were afraid to use 
it in cases of mild mental disturbance. The difficulty 
arose through the wording :— 

“Every person not so detained and not found a 
lunatic by inquisition with regard to whom it is 
proved to the satisfaction of the judge in lunacy that 
such person is, through mental i ity arising from 
disease or age, incapable of managing his own affairs.” 
A decision that these words covered the case of a 
patient who was wasting his estate would greatly 
help the psychiatrist. New legislation should set up 
a board of legal and mental specialists to deal with 
problems of certification brought before them by 
medical men. Many of these doubtful patients 
could be most usefully accommodated in colonies 
similar to those in which phthisical patients were 
enabled to lead happy and useful lives. 

Dr. W. CLIFFORD Scott pointed out that many 
uncertified patients suffered quite as much, and caused 
their relatives quite as much suffering, as they would 
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if they were certified. He found the period of a year 
a useful point at which to draw the line between 
chronic and acute cases: it was supported medically 
by experience and culturally by the ritual of mourn. 
ing. The chronic uncertified class were exceedingly 
numerous, and in many vlinics the mild forms of 
cyclothymia and schizophrenia tended to be missed. 
The older view that the line between psychosis 
and neurosis was certification was being broken down. 
The problem, which showed its magnitude in the 
courts, the outpatient departments of general hos- 
pitals and the agencies dealing with chronic unemploy- 
ment, was analogous to. those of illiteracy and 
infectious illness a century ago, The community 
had grown out of its attitude of resigned hopelessness 
to those evils, and would doubtless grow out of a 
similar attitude to mild mental disorder. Society 
had developed a belief in educability and had ceased 
to regard nature as all-powerful. It would come to 
regard sanity as by no means wholly dependent on 
nature but to a large extent on nurture. The 
personnel necessary for the treatment of the chronic 
uncertified would be numerous and would have to be ` 
trained in modern psychiatry and psycho-analytic 
methods, but ‘the cost of proper provision would 
be small compared with that of one battleship. 

There was need for district organisation of 
psychiatric services, and for means of coöperation 
between inpatient and outpatient facilities. Much 
time would be saved in a special hospital dealing with 
large numbers of severely ill. mental outpatients, 
and much recourse to inpatient treatment would 
be avoided, if the psychiatrist could visit the patient 
at home and consult the family physician. Dr. Scott 
pleaded for the development of psychiatric services 
for the chronic uncertified based upon a district 
organisation similar to that of the educational and 
public-health services, staffed by personnel who 
were given the prospect of a lifelong career and 
adequate psychobiological and psycho-analytical 
training, with facilities for coöperation between the 
home and family doctor, the outpatient clinic and 
the psychiatric institution on the one hand, and the 
outpatient clinic, the general medical service, the 
court, the school and the employment agency on 
the other. 

The PRESIDENT, opening the discussion, said. that 
the heart of the problem was the patient who might 
be certified and who might be discharged forthwith 
He maintained emphatically that the physician 
must take a risk with patients who misht commit 
suicide. By doing so he had saved many persons 
from possibly permanent certification. Che physician 
must take a broad outlook and weigh acainst the 
possibility of suicide the possibility that the patient's 
life would be quite as truly wasted if he were certified. 
It was useless to wait on the law. Doctors must 
interpret the wording of legal provisions for them. 
selves with some degree of independence. They 
must not expect the master or the judge to say what 
the law meant by disease and whether the doctor 
should or should not sign the certificate. It was 
for the doctor to say what the disease was, and a great 
deal of mental and functional disorder was to be 
regarded as disease even if the judge did not agree. 
The “recurrent uncertified ”—the cyclothymic who 
was not certifiable today but would be ‘certifiable 
tomorrow and would alternate at regular interyals— 
constituted an even more difficult problem. 

Dr. MURDO MACKENZIE said that the cause of the 
increase in number of the patient who oucht to be 
certified, who was a nuisance to himself and other 
was the advance which had changed the voluntary 
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boarder to the voluntary patient and had opened the 
rate-aided hospital to him. The chronic uncertified 
had one common feature between them: they 
objected to being mixed up with ordinary mental 
patients, and the multiplication of special hospitals 
and clinics primarily interested in mild mental 
disorder, which they could frequent without restriction, 
had encouraged them. There had been for years 
in the medical profession a reluctance to certify ; 
psychiatrists had become aware that they might, 
many years after signing a certificate, have to suffer 
prolonged strain before proceedings and acute strain 
under cross-examination, and most undesirable 
publicity. Many patients were thus deprived of the 
benefits of institutional care. Attempts to get lawyers 
to make doctors feel safe were useless. 

Dr. MILDRED CREAK mentioned the large class of 
chronic neurotics who suffered from physical symp- 
toms and who resented the suggestion that these had a 
psychological origin. She inquired into the possi- 
bility of treating such patients by a fairly drastic 
physical regeneration, and asked whether analytical 
material extracted by the use of narcotics from a 
patient who would not, have produced it in free 
association had any therapeutic value. 

Dr. LETITIA FAIRFIELD reminded the section that 
nothing in the law compelled a person to be sane: 
any citizen could be as insane as he liked so long as 
he did not harm himself or others. A difficulty of 
this tolerance sometimes arose after the patient’s 
death, when a mild chronic psychotic left a will 
which caused a great deal of injustice and harm. 
It was then too late for the doctors to reap their 
just reward, and the lawyers came into their own. 
This possibility should determine more often the 
question whether a patient should be certified, 
especially in his old age. Speedy discharge of a 
patient who appeared to improve on admission to 
a mental hospital might be due to pure ignorance 
in the superintendent or, still more, in the magistrate. 
Certain hysteropsychotics were amazingly clever 
at adapting their conduct to their situation and 
becoming ‘‘hypernormal’’ just when they were 
required to perform for the purpose of a certificate. 
The good sense of the judges and the increasing 
education of the public would prevent substantial 
injustice being done if the physician in charge of the 
patient faced up to his duty and described psychosis 
when and where he met it, even though it did not 
conform to any legal definition. 

Dr. JOHN BRANDER pointed to the great therapeutic 
value of certification and the incentive to recovery 
which it suddenly gave to neurotics who had enjoyed 
life as voluntary patients for months and years. 
More suicidal patients should be certified: the 
prospect of recovery was considerably greater in a live 
melancholic than in a dead neurasthenic. An 
unsuccessful attempt at suicide, mOneONSE: might 
leave a permanent trauma. 


SECTION OF OTOLOGY 
Ear Disease in the Child 
AT a meeting of this section held on June 17 at 
Sheffield, Dr. A. G. WELLS opened the discussion 
with a paper on the 
TREATMENT OF DEFECTS IN HEARING AND OF SUP- 
PURATIVE DISEASES OF THE MIDDLE EAR 
based on experience gained in the service of the 
London County Council. The measurement of hearing 
with the gramophone audiometer, he said, had 
become a routine, nearly 300,000 children having 
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been tested. Diastolisation had been employed on 


an extensive scale for treatment of hypertrophic 
rhinitis, mouth-breathing, eustachian catarrh, and 
catarrhal deafness. It was also helpful in sinusitis, 
otorrhea, and other conditions. Of 1050 school- 
children who did not pass a gramophone audiometer 
test and were found to be suitable for diastolisa- 
tion, 85 per cent. improved after treatment, 
64 per cent. enough to enable them to pass the 
hearing-test. Other children were found to need 
inflation, local treatment for otorrhea, or removal 
of tonsils and adenoids besides diastolisation. Each 


child had usually twelve to twenty-four treatments, 


two each week. Chlorine ionisation had been used 
for some cases with fibrosis from tubotympanic 
inflammation. The results were encouraging, but 
it was too early to give figures based on large numbers 
or to know whether improvements were maintained. 
In catarrh of the ear, nose, and throat more raw 
fruit and vegetables should be eaten and carbohydrates 
should be cut down. 

Suppurative disease of the ear was mostly chronic 
in London school-children and was likely to remain 
so until adequate arrangements were made for the 
efficient treatment of the child of pre-school age. 
Zinc ionisation had been used in his work for this 
condition since 1918 with greater success than with 
any other form of treatment. It should be used in 
uncomplicated tympanic sepsis, in which it would 
give successful results in 90 per cent. of cases. This 
achievement was probably due to the provision of 
antisepsis without irritation. Many cases of com- 
plicated tympanic sepsis could be made suitable for 
ionisation treatment—e.g., by removing granulations. 

Acute inflammation of the middle ear had been 
managed by keeping the child in bed in a semi- 
recumbent position, with a flannel garment covering 
the head and face and hanging loosely over the 
shoulders and chest. Slits could be cut for the 
eyes. This wrapping was kept on for forty-eight 
hours, only being raised for meals, The hearing was 
tested two-hourly to find out what was happening 
in the tympanum. Drops were sometimes instilled 
into the ear but were not considered so important 
as the continuous heat produced by the head-covering, 
which produced hyperemia. Irradiation with a 
Kromayer water-cooled lamp, both before and after 
perforation of the tympanic membrane, had been 
given in 9 cases, with rapid resolution of the condition. 
This lamp had also been used postoperatively in 
many cases of radical mastoids in which the healing 
process seemed to be slowing up. 

The Proetz displacement method had been used for 
children with sinus disease, but Dr. Wells was not 
convinced of its value and would welcome views from 
other members of the section. 

Dr. PHYLLIS KERRIDGE said that there was no 
need to emphasise the prevalence of chronic middle- 
ear disease in children to an audience of otologists. 
She proposed to tell them briefly the results of an 
investigation designed to ascertain why cases of this 
disease were encountered so much more commonly 
in hospital than in private practice. Scarlet fever 
and measles were responsible for some of the cases ; 
about 12 per cent. of the patients in fever hospitals 
with these diseases developed aural complications. 
Since the infection of the ear was usually due to 
streptococci, statistics of sulphanilamide therapy 
in these conditions were hopefully awaited. Most 
cases of middle-ear disease in children, however, 
were chronic, either suppurative or catarrhal. 

She had tested the hearing of over 5000 school- 
children from various social classes in different parts 
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of Great Britain. Defective hearing was found to be 


on the average about four times as common among 


children attending the public elementary schools as 
it was among children at schools at which fees were 
paid by their parents. Over 80 per cent. of all the 
cases were due to middle-ear disease, Among the 
more well-to-do group there was not a single case of 
chronically discharging ear, the defects in this class 
being very slight residual effects of past acute disease 
and only affecting 2-8 per cent. of the children. The 
defects in the poorer group averaged 12 per cent., 
the worst figures being 22 per cent. in a well-housed 
but under-endowed orphanage in the poorest part 
of a small town. There was little difference between 
boarding-schools and day-schools in either group; 
nor had climate so much effect as was expected. 
The average annual rainfall of the East Anglian 
town tested was only half that of the town near 
Manchester, yet both these and a housing estate near 
London gave about the same percentage of defects. 
In some of the districts investigated dietary surveys 
had been carried out by the Ministry of Health or 
by the Rowett Research Institute, Aberdeen. In 
the two places at which the worst figures were 
obtained the diet was deficient in total calorific value, 
in vitamins A and C, and in protein. It was reason- 
able to expect that the incidence of chronic middle- 
ear disease would diminish with improvements in 
social conditions, especially since it had been shown 
that the diet of English people usually improved with 
increase in the family income. Dr. Kerridge did not 


suggest that nutrition was the only factor in the- 


prevention of chronic middle-ear disease in children, 
nor had she any evidence as to whether any single 
food factor was important ; but the results obtained 
by her indicated that nutrition was more important 
than climate or housing. | | 

Dr. T. C. LONIE, speaking of the ascertainment of 
deafness and ear-disease in children, emphasised the 
disparity between the findings in the ordinary school 
medical examination and by the special testing with 
the gramophone audiometer, giving as examples the 
figures found in Wisbech by Dr. Kerridge and those 
found by his medical assistants. A very great diffi- 
culty in treating ascertained defects of hearing lay 
in the way in which doctors, nurses, patients, and 
parents became quickly bored with a chronic con- 
dition which resisted treatment and did not appear 
to interfere very greatly with the patient’s normal 
life. Of 144 children who did not pass the gramo- 
phone audiometer test twice (10-7 per cent. of the 
children tested) only 84 reported to the clinic for 
special examination by a school medical officer. 
Medical record cards were available for 125 of the 
children, from which it was found that otitis media 
or deafness had been already noted in 38. Of the 84 
specially examined, present or past ear-disease was 
detectable in, 66 and wax in 34. 

The difficulties in ascertaining deafness at the time 
of a school medical examination were many and 
included especially. the short time available. The 
results obtained varied widely in different parts of 
the country and were more likely to be due to 
variations in the methods and manners of the 
examining doctor than to differences in the incidence 
of defective hearing. Perhaps also some of the 
differences were due to errors in the recording of the 
statistics by clerks, for the headings under which ear 
conditions had to be classified for the Board of 
Education were difficult for laymen to understand. 

Dr. Lonie said that, in spite of all the advantages 
of the gramophone audiometer test, there were grave 
practical difficulties in using it in a rural area. Since 
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it could not be used in routine schoo] medical inspec- 
tion, further disorganisation of school work was 
caused when the hearing was tested separately. It 
Was expensive in time and staff when the child 
population was scattered. Further, any special 
examination encouraged the school doctor to neglect 
a part of the child when he should be making a 
general examination. For example, some school 
doctors took no notice of defective teeth since school 
dentists had been introduced. The invention of a 
pocket instrument emitting a standard source of 
sound in such a way that the amount heard could be 
measured in a minute or two would be a great 
advance, 

Mr, MusGravE WOODMAN read a paper on the 
POSITION OF THE PORTMANN OPERATION IN 
RELATION TO LABYRINTHINE VERTIGO 
He said that operation was rarely necessary in this 
condition, which might be due to labyrinthine hyper- 
tension. Vertigo might be the earliest and only 
symptom of vascular hypertension. Derangement of 
water metabolism did not seem to be so common a 
cause of vertigo in this country as in Denmark, but 
he recalled 3 cases in which‘tinnitus and vertigo were 
abolished by restriction of water intake and by the 
administration of Salyrgan or a similar preparation. 
As Sir James Dundas-Grant had shown, a complete 
block of the eustachian tube could cause absorption 
of air in the tympanum and a vascular congestion of 
its walls and of the adjoining labyrinth. Increased 
endolymph was then secreted. If a bougie were 
introduced at intervals into the tube after cocainisa- 


tion, complete cure followed in most cases. A few 
intractable cases required a major operation. The 
Portmann operation should be carried out under 


local anesthesia, and, if the cellular development of 
the bone was good, and good illumination was 
obtainable, it was quite easy. (Details of the opera- 
tion, illustrated by diagrams, were given at the 
meeting.) Sepsis in the middle-ear cleft was an 
absolute contra-indication for this operation. 

Mr. Woodman reported 11 cases, of which 8 had 
been operated on by him and 3 by Mr. Stirk Adams. 
There were no fatalities or accidents (such as damageto 
the facial nerve). Vertigo was completely cured in 8 of 
the cases, 1 patient was much improved, 1 showed 
no improvement, and 1 could not be traced subse- 
quently. The tinnitus was unaffected in S cages. 
The hearing was improved in 5 cases, unaffected in 4, 
and deteriorated in 1 case. The operation was at 
least as easy to perform and as free from da nger as 
an operation on the external semicircular canal, and 
the Portmann operation had the added advantage 
that the hearing might be improved. 


Mr. C. S. HALLPIKE and Mr. A. J. WRIGHT described 
HISTOLOGICAL CHANGES IN THE TEMPORAL BONES 
in a person who had died with slight unilateral 


Meniére’s disease. These were similar to those pub- 
lished previously by Mr. Hallpike and Prof. H. Cairns. 


ROYAL ACADEMY OF MEDICINE 
IRELAND 


IN 


AT a meeting of the section of anatomy and 
physiology on May 19, with Prof. J. K. JAMIESON 
the president, in the chair, Dr. E. F, MACCARTHY 
read a paper on l 


Diurnal Variations in Hæmoglobin 


by himself and Dr. D. D. Van SLYKE. He said that 
diurnal variations of hæmoglobin in the blood of 
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normal] people have been reported by many observers, 
and variations of 20-30 per cent. have been recorded 
in a given subject during the same day. The methods 
employed have not been so precise as those now 
available. Colorimetric methods do not allow for 
the effect of variations in substances other than 
hæmoglobin, such as lipids, which may affect the 
light absorption of the samples. Oxygen-capacity 
values can be significantly lowered by the amount of 
carbon monoxide in the blood of modern man. In 
eighteen young men hæmoglobin determination by 
Van Slyke and Hiller’s manometric CO capacity 
method were performed at intervals of two to three 
hours from 9 a.M. to 11 P.M. on one or more days. 
The range between highest and lowest values in an 
individual through a day averaged 1-3 volumes per 
cent., the greatest range seen in any of the twenty- 
three observed days being 2-3 volumes per cent., 
equivalent to 11 per cent. of the mean hæmoglobin 
content for the day. Usually the hemoglobin content 
was lower in the evening than in the morning; but 
a subject showing this change on one day reversed 
it on another. The accuracy of this method is shown 
by the fact that the mean difference between dupli- 
cate analyses was only 0:06 volume per cent. Dr. 
MacCarthy attributed the much greater ranges of 
diurnal hemoglobin variation reported in the past 
literature to the less accurate methods of analysis. 
He thought the time variations were possibly due to the 
discharge of some reservoir such as the spleen. The 
main point of the present investigation was to find 
out what margin of error it was necessary to allow 
for in assessing the significance of changes in 
hemoglobin readings from day to day. 


ROYAL SOCIETY OF TROPICAL MEDICINE 


AND HYGIENE 


AT a‘ meeting of this society on June 15, with 
Sir RICKARD CHRISTOPHERS, the president, in the 
chair, a discussion on 


The Sulphonamides in Tropical Medicine 


was opened by Dr. G. A. H. BurrtLe. He traced the 
stages in the development of sulphonamide therapy 
from the discovery by G. Domagk in 1935 that Pron- 
tosil Rubrum is therapeutically active against strep- 
tococcal infections in mice. Later in 1935 J. Tréfouél, 
F. Nitti and D. Bovet observed that the simpler 
compound sulphanilamide is equally effective, and 
since then the activity of various sulphanilamide 
derivatives has been investigated. These derivatives 
can be divided into two classes according to whether 
the substituents are introduced into the amino group 
or the amide group of sulphanilamide: examples 
of the former are prontosil rubrum, Prontosil Soluble, 
Rubiazol, Proseptasine and Soluseptasine, and of the 
latter Uleron, Albucid and M. & B. 693. Substances 
in the first group probably break down into sulphanil- 
amide, whereas those in the second group are probably 
themselves the active agents. 

The first group is on the whole less toxic but also 
less effective than sulphanilamide—in mice thera- 
peutic doses of proseptasine, which is poorly absorbed, 
produce a sulphanilamide concentration in the blood 
of only 4 mg. per 100 c.cm., this being less than a 
quarter of that obtainable with sulpbanilamide. 
Proseptasine is therefore not suitable for severe 
or resistant infections. Rubiazol, which is like 
prontosil rubrum with an added carboxyl group, 
and which seems to break down in the body more 
slowly than prontosil, is milder in action and 
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relatively non-toxic. Soluseptasine and prontosil 
soluble, given parenterally, are rapidly excreted, 
so that injections should be given at short intervals. 
Since 5 c.cm. of either compound is equivalent only 
to about half of a 0:5 g. sulphanilamide tablet, 
enormous quantities (about 120 ccm. daily) are 
necessary if no preparation is given orally—that is, 
assuming that sulphanilamide is the active principle. 
Of the second group of derivatives M. & B. 693 has, 
Dr. Buttle said, a range of activity definitely greater 
than that of sulphanilamide: it has given good results 
in pneumonia and meningococcal meningitis, and to 
a less extent in pneumococcal meningitis and in 
staphylococcal infections, Uleron is used mainly 
in gonorrhea; except for its effect on the nervous 
system it is less toxic than sulphanilamide, and the 
possibility of peripheral neuritis developing may be 
combated by giving short courses. Albucid has 
given good results in gonorrhwa and no toxic 
symptoms have been noted with this drug. The 
mode of action of sulphonamide drugs is as yet an 
open question: the essential part of the sulphanil- 
amide molecule for in-vitro activity appears to be 
sulphanilic acid, but it seems that the amide is 
necessary in Vivo. 

Filarial elephantiasis appears to have been cured | 
(H. Floch 1936, P. Berny and E. Gippet 1937, 
M. Advier 1937, M. Chabeuf 1938) by small doses 
of prontosil rubrum or proseptasine—namely, 1:5 g. 
daily for six days. The effect is due to the action | 
of the drugs on the secondary infection, and not on the 
filaria itself. 

In malaria L. T. Coggeshall (1938) hag shown that 
0-5 g. sulphanilamide, given to monkeys on the first, 
third and fifth days after infection with Plasmodium 
knowlesi, prevents the appearance of the parasites 
in the blood altogether, whereas they appear in 
control animals on the fourth day and death occurs 
in from nine to twelve days: if sulphanilamide is 
started on the fourth day after infection the parasites 
sometimes disappear within two days. Given before 
infection it appears to have a prophylactic effect. 
On the other hand with P. relictum or P. cathemerium 
in canaries, and with P. lophurie in chicks the drug 
causes no delay in the appearance of the parasites— 
the sodium salt of M. & B. 693 produces a delay of 
one day only. R. N. Chopra (1939) reports that 
M. & B. 693 is more effective than Atebrin in monkey 
malaria. In 5 cases of G.P.I. bitten by mosquitoes 
infected with P. falciparum, J. A. Sinton and others 
(1939) showed that proseptasine (9 g. daily before 
infection and continued until eight hours after 
infection) prevents the appearance of parasites (in 
the one failure the incubation period was twenty- 
two days compared with eleven days in the control 
cases) but experiments made by W. Kikuth on canaries 
similarly infected with sporozoites of P. relictum 
gave negative results. In the treatment of tertian 
and quartan malaria beneficial effects are reported 
by some authors (D. de Léon 1937, Y. van der Wielen 
1937, R. A. Hill and M. H. Goodwin 1937, and R. 
Pakenham-Walsh and A. Rennie 1938) whereas others 
(W. E. B. Hall 1938, G. H. Faget et al. 1938, and 
A. N. Kingsbury 1938) met with failure, perhaps 
because of differences in the susceptibility of different 
strains of plasmodia. Dr. Buttle pointed out that 
the drugs do not seem to be nearly as effective in the 
human disease as in monkeys, so that they are not 
likely to prove useful in the treatment of established 
cases in man. 

Turning to bacterial infections, Dr. Buttle referred 
to the large number of favourable reports on 
M. & B., 693 in pneumonia, and to the value of 
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M. & B. 693 and sulphanilamide in meningococcal 
meningitis—e.g., R. B. Usher Somers 1939, J. Bryant 
and H. D. Fairman 1939, and G. Muraz et al. 1938. 
Experimental plague infections of rats and mice 
have been cured with M. & B. 693 (H. Schütze 1939), 
and P. Durand (1939) found that M. & B. 693 (2 mg. 
per gramme body-weight a day) will protect mice 
against 10,000 m.l.d. of Bacillus pestis. Clinically, 
J. A. Carman (1937) cured 3 out of 6 cases with 
prontosil, and R. S. Vine (1938) reported 3 recoveries 
with prontosil soluble in doses of 5-10 c.cm. Sulphanil- 
amide will protect mice infected with 100 m.l.d. 
of B. typhosus culture so that it might be useful 
in the first week of typhoid fever. K. V. Subbarao 
(1938) reported benefit in one typhoid case on the 
fourth day, and E. H. R. Harries and his colleagues 
(1939) showed that in the established disease the 
blood-culture becomes negative although in some cases 
this takes ten days. Clearly more evidence must be 
awaited before passing judgment. In guineapigs 
large doses of sulphanilamide render the spleen sterile 
in Brucella abortus fever but infection persists in 
control cases (R. F. Montgomerie 1938 and B. D. 
Chinn 1938), The guineapig’s spleen is also sterilised in 
Br. melitensis infections and good experimental results 
_ are reported by E. E. Menefee and M. A. Poston (1939), 
although clinically C. Z. Neumann (1938) reported 
failure in this infection, but his dosage was inadequate. 
Success has been reported in Br. abortus cases but 
probably many failures are not made public. 

The only virus infections on which sulphanilamide 
has a direct effect, continued Dr. Buttle, are those of 
trachoma and lymphogranuloma inguinale. In experi- 
mental mouse infections with lymphogranuloma virus 
injected intracerebrally sulphanilamide gives some 
protection (F. Bar 1938) and F. O. MacCallum and 
G. M. Findlay (1938), reported still better results with 
the glucose compound of 4’: 4-diaminodiphenyl- 
sulphone, Clinically, G. R. Hamilton (1938) reports 
that sulphanilamide, 6 g. daily gradually reduced 
to 3 g. daily for eight days, cured 13 out of 15 cases ; 
2 relapsed and it may be that the drug is only effective 
during the stage of glandular involvement. In 
trachoma the corneal improvement with sulphanil- 
amide is more marked than that of the conjunctiva 
(B. Lian 1938, F. Loe 1938, and R. Kirk et al. 1938), 
and E. Burnet and hig associates (1939) report similar 
disparity but greater improvement by a 7 per cent. 
solution of a derivative of 4’: 4-diaminodiphenyl- 
sulphone. W. O. McCammon (1939) reported that in 
4 cases of smallpox treated with sulphanilamide, 
0°65 g. three- or four-hourly, the pustular stage did 
not develop, whereas 3 other cases in the same 
epidemic all had typical pustules and did not recover 
so rapidly as the treated cases. In another. case 
(C. King and K. A. de Rozario 1938) the secondary 
rise of temperature at the beginning of the pustular 
stage was prevented by treatment with prontosil, 
2-5 g. daily. It seems to prevent the secondary 
streptococcal infection of the skin with which the 
pustular eruption is associated and thereby renders 
the disease relatively mild. 

Lieut.-Colonel J. A. Srnton held that in malaria 
the new drugs are not as effective as the old ones, 
In malignant tertian infection the condition relapses 
after reducing the dose of proseptasine, and against 
P. vivax he had observed practically no effect. In 
one case with both P. ovale and quartan infection 
proseptasine, 6 g. daily for six days, was without 
effect but quinine was satisfactory. In this case 
proseptasine was continued for eighteen days on 
account of the patient’s septic condition and after 
an eight days’ interval another course was given but 
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still with no effect. However he believed that a 
true causal prophylactic action was demonstrated 
with proseptasine in the 4 malignant tertian cages 
to which Buttle had referred, and he thought that 
the problem of tropical rural malaria might be solved 
by a drug having this action if it was generally applic. 
able to the tropics and if one or two doses would 
suffice for two or three months. He suggested that 
better results might be obtained from a sulphon- 
amide which is excreted more slowly. 

Dr. Pome Manson-Baue referred to a case of 
recurrent staphylococcal ulceration of the hands of 
two and a half years’ standing, for which a dis. 
tinguished surgeon had contemplated removing both 
hands. The patient was treated with uleron, and 
apart from some limitation of movement the condition 
has cleared up completely. In pneumonia, he said, 
M. & B. 693 is a miracle—the dullness disappears 
and the breath sounds become norma! within three 
days. He had treated 5 cases of Br. abortus infection 
(all with a positive blood-culture) with M. & B. 693, 
3 g. daily, reinforced with intramuscular sulphonamide, 


and in all the temperature fell to normal and the size 


of the spleen diminished; later there was a relapse 
but he thinks that this final flare-up may be normal. 
In one case of Br. melitensis, proved by blood-culture, 
the patient was better after the same dosage of 
M. & B. 693, but he had painful nodules at the site of 
injection. Dr. Manson-Bahr does not favour this 


- treatment in lymphogranuloma inguinale and climatic 


bubo in the purulent stage—it is probably necessary 
to give sulphanilamide at an early stage—and 
in a case of ulcerative granuloma due to an 
anaerobic non-hemolytic streptococcus sulphonamide 
was without effect. He had seen 2 cases diagnosed 
clinically as ulcerative endocarditis, and both appar- 
ently dying, recover after treatment with prontoail, 
30 c.cm, daily intravenously, together with sulphon. 
amide by mouth. 

Dr. Dyce Smarr said that in one group of 750 
cases of tetanus in West Africa the mortality-rate 
was about 50 per cent., but with sulphonamide treat- 
ment he had had 5 consecutive recoveries. If the 
mouth was not open (in 3 of his cases lockjaw 
necessitated rectal feeding). he gave the drug in 
water and gum intramuscularly every four hours. 
Serum was not given since in his view it is useless, 

Dr. RAYMOND LEWTHWAITE described experi- 
ments in which a group of guineapigs were inoculated 
with the rickettsia of typhus (tsutsugamushi) and 
treated during the incubation period with various 
combinations of prontosil rubrum, prontosil soluble, 
soluseptasine, uleron, sulphonamide-P or M. & B. 693. 
Out of a total of 27 guineapigs 25 had the usual severe 
febrile reaction and in 2 it was mild. There was no 
success in the treatment of the established disease. 

Dr. N. HammtTon FARLEY said that B. coli 
infections in tropical sprue stand treatment with 
prontosil or proseptasine well and clear up. He 
thought M. &. B. 693 particularly useful in the 
fulminating pneumonia associated with chronic 
malarial cachexia. Clinicians in the East, he said, 
are particularly apt to give drugs by in jection when 
they might be given by mouth; this practice is 
often responsible for an inadequate dosage of the 
drug and for septic infections at the site of “injection. 

Mr. A. FELIX, D.Sc., remarked that from private 
communications the evidence was against employing 
sulphonamides in typhoid fever. 

Dr. BUTTLE, in reply, posed séveral questions relat- 
ing to malaria, What is the effect of the drugs on 
P. knowlesit infection of G.P.I. cases? Are the 
sporozoites of P. vivax influenced by proseptasine! 
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He would like to see work on the sporozoite stage in 
vitro. In tetanus R. L. Meyer (1939), who says 
tetanus toxin is destroyed in vitro by aerobic incuba- 
tion with sulphanilamide, has recently reported cure 
in 80 per cent. of mice infected with tetanus spores, 
but experimental results are not uniform, perhaps 
because of differences in strain. Dr. Buttle suggested 


Clinical Studies in Psychopathology 
By HEnry V. Dicks, M.D. Camb., M.R.C.P., assis- 
tant medical director, Tavistock Clinic. London: 
Edward Arnold and Co. 1939. Pp. 248. 12s. 6d. 
By putting together his systematic lectures Dr. 
Dicks has bridged the gap between the classical 
writings of Freud, Jung and Adler and the loose and 
occasional writings which have made psychopathology 
accessible. but not necessarily intelligible to the 
student. The task of ‘getting over” psycho- 
pathology to the student and practitioner is by no 
means easy. Hitherto the data of mental medicine 
have been confined to the more clinical picture of 
types of disturbance, and only clinical psychiatry 
has presented the pathology and setiology of psychosis 
systematically. Even in the writings of the great 
Pioneers the theory has tended to outrun the clinical 
aspects of individual cases, so much so that only the 
analyst has been able to get a really clear grasp of 
Jung and Freud. Dr. Dicks has here brought theory 
and practice together in a volume largely devoted 
to case-material, clearly expounded in the light of 
current theories. To purists of particular schools 
his sober eclecticism will be an irritant, but to the 
student eager to know and to understand the nature 
of psychogenesis, his method of approach will prove 
a stimulus, The chapters deal in an orderly manner 
with outstanding clinical forms, and the cases give 
a very fair insight into the mental mechanisms 
involved. Though the expert will join issue with 
him on many points of theory and interpretation, 
no student and practitioner, or prospective psycho- 
therapist, can afford to ignore this useful study. 


Craniocerebral Injuries 


By DonaLtD Munro, M.D., F.A.C.S., surgeon in 
chief for neurological surgery, Boston City Hos- 
pital; assistant professor of neurological surgery, 
medical school, Harvard University. London: 
Humphrey Milford, Oxford University Press. 
1938. Pp. 412. 21s. 
Muca more attention is now being paid to the 
treatment of head injuries, owing to their increasing 


frequency and the general realisation that end-results © 


are often unsatisfactory. Provided there has been 
no gross operable lesion, treatment has hitherto 
commonly been relegated entirely to the resident 
and the sister. The time-honoured formula of at 
least three weeks flat in bed has been followed, and 
the cases have been considered to be devoid of clinical 
interest. There are now too many head injuries for 
the neurosurgeon to accept exclusive responsibility for 
them, and it is up to the general surgeon to undertake 
a fuller study of the problems involved. It is the 
general surgeon that Dr. Munro here sets out to guide. 

In order to rationalise his treatment Dr. Munro 
discusses first the physiology of the intracranial 
circulation and of the hydrodynamics of intracranial 
pressure, and then the changes that may arise as a 
result of an injury. Although autopsy findings are 
beyond dispute, their significance and their bearing 
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that in brucella infection sulphonamide drugs given 
with Brucellin might be more effective. He wondered 
whether tropical sunlight affects the action of sulphanil- | 
amide adversely (cf. A. J. Nedzel and L. Pincussen 
1939) and whether the incidence of hematuria after 
M. & B. 693 is greater in the East because of the 
formation of urinary calculi. 
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on the relevant clinical states are at present ill under- 
stood. The intracranial pressure is not invariably 
raised in cases of brain injury, indeed at times it is 
abnormally low, and it is probably unwise to regard 
this single feature of the condition as the criterion of 
complex disturbances of the intracranial contents. 
In an endeavour to simplify treatment Dr. Munro 
makes some dogmatic but rather contradictory state- 
ments and reaches some doubtful conclusions con- 
cerning cdema of the brain and congestion of cerebral 
vessels. Our knowledge of these things is still meagre, 
and such dogmatism tends to strangle any incentive 
to further research. The clinical aspects of the 
subject are dealt with exhaustively ; every detail of 
diagnosis and of treatment is discussed, and this section 
should prove of the greatest value. The especial 
importance of nursing care and of feeding is carefully 
brought out. In the list of alternative methods of 
feeding an unconscious patient the cesophageal tube 
might justifiably have been given pride of place, for 
its use in such cases has probably saved more lives 
than any other single method of treatment. Dr. 


-Munro puts great faith in the various methods of 


dehydration in the non-operable group of cases, and 
recommends that treatment should be controlled by 
periodic estimations of the cerebrospinal fluid pressure. 
Provided this is done, the repeated employment of 
magnesium sulphate per rectum, of intravenous injec- 
tions of hypertonic solutions, and of drainage of 
cerebrospinal fluid by lumbar puncture is rational. 


-Whether the value of these procedures depends 


entirely on their effect on the intracranial pressure 
or whether they also exert a more direct effect on the 
pathological changes is not yet clear; this field of 
clinical research awaits thorough exploitation. 

In this country convalescence is graduated in stages, 
each advance being dependent on freedom from 
symptoms. Dr. Munro scorns the value of symptoms, 
and his first period of convalescence begins ‘‘ when 
the intracranial pressure has been re-established and 
fixed at normal,” and the patient is then kept for 
two weeks flat in bed, a period that may be far too 
short in severe injuries to the brain. The need for 
the patient’s coöperation during his return to a 
normal life is well recognised, and the author is 
particularly thorough in his management of this 
critical period. His attitude towards the post- 
contusion syndrome is equally critical, and his 
remarks on exploratory trephination deserve careful 
attention. In cases needing operation Dr. Munro 
follows orthodox lines, except in the treatment of 
lacerations and compound fractures. ‘‘ A compound 
fracture of the skull,” he says, ‘‘is a problem in 
sepsis and nothing else” but “provided the wound 
is not manipulated . . . significant radial spread of 
bacteria does not take place for 48 hours . . . with 
the exception of hemolytic streptococci and pneumo- 
cocci.” He recommends that a dry sterile dressing 
should be applied to the wound, and the patient 
should not be operated on for at least 24 hours after 
the receipt of the injury ‘‘ whether or not he is in 
shock during the period.” Débridement is performed 
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during the second 24 hours if the patient's condition 
allows. This policy of delay is however opposed to 
principles generally accepted here, for the earlier 
débridement is performed the lower is the incidence 
of sepsis, and Dr. Munro’s own figures appear to 
condemn it. 

The specialist will find in this book much to 
stimulate him; he will be informed on such rarities 
as cerebrospinal rhinorrhea and traumatic arterio- 
venous aneurysms, and the bibliography is useful. 
The general surgeon will begin to realise that head 
injuries are not so uninteresting after all, and Dr. 
Munro’s sound advice will enable him to treat his 
patients rationally and get them back to work in the 
shortest possible time. 


The Pneumonias 

By HOBART A. REMANN, M.D., professor of medi- 

cine, Jefferson Medical College, Philadelphia. 

London: W. B. Saunders Company. 1938. 

Pp. 381. 25s. 

OF the half-dozen books on pneumonia produced in 
America in the past few years, this is one of the 
best. The author has the faculty of analysing and 
presenting in a compact form the great mass of 
literature on pneumonia which has lately accumu- 
lated, so that in some 350 pages he gives a full 
review not only of the pneumococcal pneumonias 
but of the many other varieties as well. After 
devoting about half the book to all the aspects of 
pneumococcus lobar pneumonia—the chapter on 
pathology and pathogenesis is especially good—he 
goes on to discuss the atypical pneumonias under a 
bacteriological classification, those caused by cocci, 
by bacilli, by filtrable viruses (psittacosis is included 
in this group), and by moulds and fungi. He recog- 
nises a primary influenzal pneumonia but is surely 
unfair to our own workers in ascribing their original 
researches on the influenza virus to an American 
stimulus, In the last part of the book are described 
the pneumonias that arise as part of a systemic 
infection, for example in tuberculosis, tularemia and 
typhoid, and the secondary forms of pneumonia. 
The author makes many dogmatic statements that 
would not be universally accepted, and the chapter 
on the pneumonias of children will not appeal ‘to 
British pediatricians. A curious omission, too, is 
the absence of any reference to the Francis skin test. 
On the whole, however, Dr. Reimann covers his wide 
field comprehensively and accurately. 


Common Diseases of the Skin 
(8rd ed.) By R. Cranston Low, M.D. Edin., 
F.R.C.P.E., F.R.S.E., consulting physician to the 
skin department, Royal Infirmary, Edinburgh ; 
formerly lecturer on diseases of the skin, University 
of Edinburgh. Edinburgh: Oliver and Boyd. 
1939. Pp. 319. 10s. 6d. l 
Tars handbook, which is based on Dr. Cranston 
Low’s lectures to his students, is clearly written in 
plain straightforward English, The opinions expressed 
are the author’s own, based on many years of clinical 
observation, and as might be expected they are 
sometimes at variance with orthodox teaching. Thus, 
in impetigo it is hard to agree that Ung. hydrarg. 


ammon. should never be used, for although it is not ' 


ideal it is so often employed with success as to have 
become the standard remedy. A small daily dose of 
ultraviolet light, probably the best treatment of all, 
is not mentioned. For furunculosis boric and starch 
poultices are recommended, but the usual experience 
is that these tend to produce satellite boils. There 
is no mention of magnesium sulphate paste or solutions 
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of ichthyol, both more reliable methods of treatment. 
The section on ringworm is well done, but the common 
interdigital ringworm of the feet is only given a few 
lines, whereas ringworm of the beard, a rare disorder 
nowadays, is given a page and a half. Dr. Low’s 
well-known theories as to the causation of eczema 
are interesting but not conclusive, and his statement 
that all cases of dermatitis should have a daily warm 
bath and that soap used once a day does no harm 
if it is washed off afterwards is contrary to the usual 
advice given to such patients. The treatment advised 
for dermatitis autophytica—unmasking the patient 
and confronting her with evidence that the lesions 
are self-produced—may be successful as regards the 
skin lesions, but there must be a grave risk of starting 
an altogether different set of symptoms. It is better 
to. hand these cases over to a skilled psychologist as 
soon as a diagnosis of self-produced lesions is made. 
The sections on lupus vulgaris and on growths of the 
skin are good. 

The illustrations, and especially the histological 
diagrams, are excellent, and in spite of its short- 
comings this book will appeal'to many who want a 
clear outline of the subject. 


Studies of 
Metabolism 
With special reference to the Existence of Traumatic 
Diabetes. By Vieaao THOMSEN. Copenhagen: 
Levin and Munksgaard. 1938. Pp.416. D.Cr.16. 
A cLam for compensation on the grounds that 

diabetes mellitus developed as the result of an accident 

may present a problem of some difficulty. Since 
the experiments of Claude Bernard it has been realised 
that a transient glycosuria may follow stimulation 
of the central nervous system, and the hyperglycamic 
action of shock, physical or mental, is now clearly 
recognised, Nevertheless one cannot be certain that 
if a persistent diabetes develops after shock or injury 
the trauma was indeed the main cause of the per- 
manent derangement of metabolism. Dr. Thomsen 
gives first an extensive survey of past research 
on this problem, and then a detailed account of his 
own careful experiments. Determinations of blood- 
sugar level and of sugar-tolerance curves, together 
with tests for glycosuria, were carried out on accident 
cases admitted to hospital; the results showed 
that a temporary disturbance in carbohydrate 
metabolism occurred in over half of the injured 
but otherwise normal persons. The incidence of 
such disturbance was greater in older than in younger 
patients. The abnormality of the sugar-tolerance 
curves was less after treatment with ergotamine, 
suggesting that the abnormality might be associated 
with activity of the sympathetic nervous system. 

Although injury may cause exacerbation of an existing 

diabetes, the increased intensity of the condition is 

usually not permanent, and it seems unlikely that a 

persistent diabetes can be induced in a previonsly 

non-diabetic person by physical accident. Very 

mild cases of diabetes which have given rise to no 

obvious subjective symptoms may become easily 

recognisable after trauma because of a temporary 
exacerbation. Continued tests may show that 
although the temporary increase in intensity dis- 
appears, a slight glycosuria may remain. In such 

a case trauma is not the cause of the diabetic condition, 

but the cause of its recognition. 

Although the English translation is not smooth 
enough to make easy reading, this comprehensive 
account of what is known of the relation of trayma 
to carbohydrate metabolism is well worth havin T, 


Trauma and Carbohydrate 
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PENSIONS FOR SPINSTERS ? 


PEOPLE with grievances are never popular— 
least of all those whose demands involve heavy 
claims on the public purse. It says much therefore 
for the courage and persistence of the National 
Spinsters Pensions Association, and particularly 
of their leader Miss FLORENCE Wuirte, that the 
Government agreed last year to appoint a com- 
mittee to inquire “as to the position of unmarried 
women under the Contributory Pensions Act, and 
on the practical questions which would arise if the 
age at which Old Age Pensions under those Acts 
are payable to unmarried women were lowered.” 
This committee seems to have been unable to 
come to any very definite conclusion. Much of 
the spinsters’ case failed to survive the cold light 
thrown upon it by the Government actuary and 
appears to have been based on misconceptions due 
to the extreme complexity of the finance of the 
insurance acts. For example, in deploring their 
inability to leave a pension to dependents, as a 
man can leave pensions for his widow and orphans, 
the spinsters apparently forgot that they pay only 
half a man’s contributions. The plea that middle- 
aged spinsters of today should be called “ war 
spinsters ” because the men they might have 
married were killed in the late war has brought to 
light the curious and almost forgotten fact that 
in the years before the war—for reasons never 
quite clear—an increasing number of men were 
remaining unmarried. Not only did the war cause 
a sudden rise in the marriage-rate but its effect 
in this respect was lasting, for the rate has 
never fallen to its former low level. Hence the 
Government actuary was able to assure the 
spinsters that they would not, statistically 
speaking, have been married even if there had 
been no war. 


The committee nevertheless agreed that the 
main contentions of Miss WHITE and her supporters 
contain some substance. In the first place, it is 

established that unmarried women’s contributions 
are used, to a small extent, to pay for pensions to 
widows and orphans, and the N.S.P.A. maintains 
in effect that men ought, collectively, to pay for 
their own widows and not ask spinsters for contri- 
butions to a benefit they have only a remote 
possibility of enjoying. KIPLING’S sea-captain who 
jeeringly promised his rival “and I'll be good to 
your widows, Rube, as many as I shall find,” was 


1. Report of the Committee on Pensions for Unmarried Women. 
London: H.M. Stationery Oftice. Pp. 78. ls. 3d. 
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speaking as man to man and would hardly have 
expected his unmarried women friends to contri- 
bute. The committee believes that the spinsters 
should pay something for a potential benefit, but 
the majority agree they are now paying too much. 
The most serious grievance, however, is that 
widows (under a complicated series of enactments) 
receive 10s. a week pension at an average age of | 
554, whereas all spinsters have to wait until 65. 
This is felt to be an indefensible inequity. It is 
common knowledge that the position of an ageing 
spinster is often a tragic one. She has, according 
to the Government statistics, at least as great 
difficulty in making a livelihood as the widow, and 
a much greater difficulty than the younger woman. 
In some large occupations her chance of retaining a 
job diminishes seriously every year after 30, and 
superior skill and experience count for little. 
A woman so placed will naturally compare her own 
lot unfavourably with that of the pensioned widow 
who works no harder but enjoys that extra weekly 
10s. which in the popular phrase “ makes all the 
difference.” Unfortunately these anomalies are 
easier to state than to remedy. The widow cannot 
be deprived of her early pension—though whether 
she should ever have had it if childless is another 
matter. The cost of “evening-up”’ by giving 
pensions to spinsters at 55 would amount to 
£5,800,000 per annum extra in ten years’ time. 
Further, it would, as the report shows, be almost 
impossible to withhold the privilege from all other 
insured women and even from the uninsured wives 
of insured men. To cover these new benefits the 
women’s weekly contribution would have to be 
raised from 53d. to ls. 5d. a week and large con- 
tributions from the Exchequer would be required 
as well, 


At this stage it becomes necessary to ask whether 
a nation with an increasing proportion of aged 
persons in the population is in a position to grant 
pensions to any large section at an earlier age. In 
the years ahead more and more of the public will 
be in bath-chairs, and relatively fewer will be 
available to pull them along. If the bath-chairs 
take up all the time and energy of the able-bodied, 
what about the perambulators whose occupants are 
the means of carrying on the race ? Can we afford 
to let millions of women subside into bath-chairs 
at 55% The health aspect of this knotty problem, 
which is barely touched on in the report, should 
not be overlooked. It is pointed out that many 
women of 55 are perfectly fit for work, though 
many are worn out by the hardship of their lot. 
Between 60 and 65 10 per cent. of insured spinsters 
are drawing disablement benefit, and a great deal 
of the reluctance to employ women over 50 is due 
to not unfounded doubt about their physical 
fitness. But it seems wholly unnecessary that 
such large numbers should be thrown prematurely 
on the industrial scrap-heap. Progress in indus- 
trial hygiene and a higher standard of living for 
the individual worker may do much to preserve 
the wage-earning capacity up to an age when 
pensions can be granted without casting an 
intolerable burden on the community. 
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THE MISUNDERSTOOD BOWEL 


RADIOGRAPHY has changed our conception of 
the movements of the large intestine. It is now 
recognised that the fluid contents of the ileum 
pass fairly continuously into the cecum and 
ascending colon, which are filled by pressure from 
above. At intervals a mass movement takes 
place which propels the feces rapidly along the 
transverse colon and into the sigmoid. This 
movement may produce a call to defecation or 
may merely fill the distensible sigmoid. The 
colon thus normally contains a considerable 


quantity of food residue, fluid in the proximal 


section and more solid in the distal, the greater 
amount being in the cecum and sigmoid. This 
fact has been confirmed at autopsy on soldiers 
and others who have died violently, as well as 
on the X-ray screen by FIESSINGER and HuUTET.! 
The normal colon is largely filled with a mixed 
residue of the meals taken in the previous 
two to five days, and this fullness causes the host 
no discomfort. The call to defecation is produced 
by distension of the rectum, due either to fæces 
being pushed in by the mass movement from above, 
or to an enema from below. Defæcation empties 
the whole of the left colon and sigmoid, leaving 
mainly liquid feces in the cecum and ascending 
colon. 

So much for the healthy gut. Fiessinger and 
Hutet ? have lately given patients on a normal diet 
a small amount of barium emulsion before their 
evening meal for several days, and have followed 
its progress radiologically. They find that there 
is actually little difference between the colons of 
normal and constipated people: both contain the 
mixed residues of several days. In the constipated 
person, however, the mass movement that carries 
the fecal column onwards from the hepatic flexure 
is ineffective, so that there tends to be an accumula- 


tion of fæces in the proximal half of the colon.. 


In slightly costive people—those whose bowels 
open sometimes without help and sometimes need 
the aid of mild laxatives—the large intestine is 
nearly full. Paradoxically it is only the severely 
constipated who have an empty colon—those 
who take regular purgatives or a greatly restricted 
diet. In such cases the patient may develop an 
abnormal sensibility to the fullness of his colon, 
and the desire to keep it empty may become an 
obsession. Even when it is empty, spasm asso- 
ciated with irritation of the mucous membrane 
may still give a sensation of fullness. This form 
of constipation, which is common enough, Fiessinger 
and Hutet call “ constipation by deficit.” 
Defeecation is a conditioned reflex shared by 
man with other house-trained animals, and all 
cases of functional, as distinct from organic, 
constipation are due to interference with this 
reflex. To the layman constipation is difficulty 
with defecation, whatever the cause, and he bases 
his diagnosis on the absence of the regular daily 
sensation of distension in the rectum which is 


1. Fiessinger, N., and Hutet, G., Arch. Mal. Appar. dig. 1933, 


2, Wiessinger and Hutet, Pr. méd. April 22, 1939, p. 611. 
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the detonator of the reflex. Jn some cases 
persistent inhibition of the reflex may have reduced 
the sensibility of the rectum so that its owner no 
longer knows when it is full, and here cure must 
depend on training and encouragement. But 
usually any but the smallest quantity of feces in 
the rectum produces discomfort, and defecation 
will be normally carried out if the rectum is 
regularly filled. To attain this goal the constipated 
person must aim at keeping his colon full, not 
empty, so that he can take advantage of the mass 
movement in the colon when it comes. This calls 
for a high-residue diet rich in fruit and vegetables 
and the substitution of purgatives by mucilages 
such as psyllium seeds which add bulk to the 
feeces. Such measures can be seen radiologically 
to restore the normal filling of the colon, and with 
it a daily action of the bowels. These facts cannot 
be too widely advertised among our purgative- 
ridden generation seeking for a sign. 


ASSAY OF SEX HORMONES 


BESIDES being an indispensable means of 
standardising important therapeutic materials, the 
biological assay of sex-hormone activity is a 
potentially valuable means of estimating endocrine 
function in individual patients. The soundness of 
the methods employed is accordingly a matter of 
concern not: only to the laboratory endocrinologist 
but also to the clinician. Ifthe latter is to prescribe 
hormone preparations which are not chemically pure 
substances, and which therefore have to be assayed 
on laboratory animals, he must have confidence in 
the system of biological assay. Again, if he seeks 
help from the laboratory in making a diagnosis, 
and is told that the urinary excretion of a hormone 
deviates from the normal, he must be sure that 
the methods used are quantitatively accurate. For 
these reasons the publication of two critical studies !* 
on these subjects will be welcomed, though their 
conclusions are in some respects disturbing. 

The Medical Research Council has for many years 
promoted research into biological standardisation, 
and the report by Mr. Emmens on the variables 
affecting the estimation of androgenic and astro- 
genic activity illustrates the traditional combination 
of painstaking laboratory work with statistical 
appraisement of the results. Though the mathe- 
matical treatment appears formidable, this very 
technicality will be a virtue if it convinces the less 
specialised reader that proper ‘‘ hormone assay ” is 
more easily said than done. The first section deals 
with the technique of assaying crystalline cestrogens 
(cestrone, cestradiol, and estriol) on ovariectomised 
mice, the effect of changes in sensitivity of the 
colony of mice, and the factors—such as subdivision 
of the dose injected, and presence of augmentor 
substances—which may influence the response and 
entirely alter the apparent relative activity of 


1. Reports on Biological Standards: V. Variables Affecting the 
Estimation of Androgenic and Œ@strogenic Activity. BY 
. W. Emmens, M.Sc. Spec. . Ser. Med. res. Qom., 
tond No- ee London: H.M. Stationery Office. 1939. 
p. 71. 18. 3d. , 

2. Comparative Studies Concerning the Strengths of Œ@strogenie 
Substances. By K. Pedersen-Bijergaard. London: 
Humphrey Sord, Oxford University Press. 1939. 
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cestradiol or cstriol in comparison with inter- 
national standard cestrone. The second section 
covers the application of these methods to impure 
cestrogenic extracts from urine. Here the effect of 
augmentor substances present in the extracts 
themselves is unavoidable, and considering that 
several oestrogens are probably present, it is 
thought impossible in practice to arrive at a 
trustworthy estimate of their nature or amounts. 
Analogous investigations on the biological assay 
of the androgens are recorded : here the difficulties 
are of the same kind, but less serious. The 
remainder of the report deals with the factor of 
variation in mice and capons as it is found in sex- 
hormone assays. Innate differences, probably 
genetic, contribute most largely to individual 
variation, but there is also a time-to-time variation 
in the sensitivity of a colony as a whole which is 
still unexplained. 

Dr. PEDERSEN-BJERGAARD is concerned with a 
more limited field, surveyed in greater detail. 
After an admirable summary of what is known of 
the occurrence and properties of cestrogenic sub- 
stances and of methods for their assay, he describes 
his own inquiries, which are particularly directed 
to the comparative assay of estrogens in terms of 
standard substances and to the way these apparent 
comparative strengths vary with the animal 
employed and the method of administration. The 
conclusions are unequivocal: the international 
cestrone standard, he finds, can be used only in 
the assay of oestrone preparations, and the 
cestradiol-monobenzoate standard in the assay of 
cestradiol-monobenzoate preparations. The com- 
parison of other cestrogenic substances, mixtures 
of substances, and crude cestrogenic extracts with 
the standard preparations gives results that vary 
so enormously with methods of administration 
that no numerical expression of relative activity 
is possible. These conclusions are analogous with 
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those of Emmerns on the comparison of estradiol, 
estriol, or urine extracts with cestrone, and it 
seems that biological standardisation of cestrogenic 
therapeutic substances is illusory except when the 
materials are either of the simple substances 
in which 
case the appropriate tests of purity should be the 
accurate and sensitive ones provided by measure- 
ment of physical and chemical properties, and the 
unit should be a weight and not a conventional 
“ international unit.” It is indeed unsatisfactory 
that the clinician should depend on a statement 
based on biological assay when either a more 
accurate physical or chemical test of purity is 
available or else the assay is untrue because the 


activity of the material can only be estimated, in 


a conventional way, by comparison, in a non- 
human species, with a standard substance with 
which it is actually incommensurable. Fortunately 
there is a tendency to state the doses of pure 
cestrogens and androgens in weights, and there 
has been no movement towards calibrating the 
dosage of the new synthetic cstrogens in any way 
other than in terms of weights of pure substance 
administered to human beings. 

As regards hormone assays for diagnostic 
purposes, the words of the preface to the Medical 
Research Council report may be quoted: “It is 
evident that, in the cases of both estrogens and 
androgens, premature confidence in the functional 
significance of crude and empirical determinations 
of biological activity is likely to hinder progress, 
and that better chemical methods of separating 
small quantities of the different active principles 
are urgently needed.” Laboratory diagnosis‘ of 
minor abnormalities of endocrine function by 
biological examination of blood or urine is on an 
unsound foundation, and to place it on a sounder 
one is likely to prove one of the hardest tasks of 
biological microchemistry. 


ANNOTATIONS 


THE PHYSIOLOGY OF THE SEASIDE 


IN a paper read at Poole before the Royal Sanitary 
Institute, Dr. Maule Horne puts in a strong plea 
for the medical study of climate.1 Analysis of the 
operative factors in climatic and weather changes, 
which certainly affect sensitive persons, and analysis 
of the clinical reactions that appear to accompany 
them are two related branches of study which have 
lately made good progress in America and upon the 
Continent, The aim of ‘“‘bioclimatology,” as this 
new branch of science is commonly called, is to 
measure the reactions of the invalid or convalescent 
to his physical surroundings, in order to make it 
possible to utilise these atmospheric and other 
external influences to the best advantage. 
time and money are lost by ill-chosen holidays 
without regard to the local climate and the season 
of the year, and for invalids and convalescents the 
choice of a climatic resort without sound medical 
guidance may be positively harmful. To fill the 
present wide lacunz in our knowledge the health 
resort, in Dr. Maule Horne’s phrase, must be 


1. J. R. San. Inst. May, 1939, p. 711. 


Much . 


thoroughly “dissected.” <A classification according 
to results is called for, and for this classification it is 
necessary to investigate by physiological methods the 
reactions induced at each place in individuals affected 


_ by various forms ofillhealth. Practical steps towards 


further analysis of the medical value of the coast 
for delicate children from the cities have been for 
some time under consideration, and we understand 
that a beginning may shortly be made both at Margate 
and at Poole. 


TREATMENT OF TOXIC GOITRE 


SINCE its introduction for the treatment of toxic 
goitre, it has been widely held that iodine should be 
reserved for cases in which operation is to be per- 
formed and that the preoperative course of iodine 
therapy should not last more than 10-14 days, lest 
the patient should become iodine-refractory and her 
condition deteriorate. After such a course, it has 
been said, responsiveness to the drug does not return 
for two or three months. While these views are by — 
no means superseded, they are now more commonly 
questioned, and it is believed by some that the 
efficiency of iodine remains constant—the impression 


1448 THE LANCET] 


' that it wears off being attributable to variations in 
the intensity of the disease. Whether this is true or 
not, many patients are today treated with iodine 
when operation is not contemplated ; and many are 
given the drug for longer periods than 14 days before 
operation ; especially as there are frequent exceptions 
to the rule that an iodine-free patient can be made 
fit for operation in this time. | 

As Lehman and Shearburn! point out, the criteria 
of fitness for operation in cases of toxic goitre are not 
easily laid down. Having studied the postoperative 
course of their cases in relation to the preoperative 
condition and treatment they find on the whole no 
correlation between the length of preparation and the 
severity of the postoperative reaction ; and this also 
applies when only a group of cases having initial basal 
metabolic rates between -+-36 and -45 are con- 
sidered. A classification according to severity (as 
measured by the initial B.M.R.)'also shows no simple 
relation between the different groups and the post- 
operative reaction. This inconsistency may be 
explained by the fact that the B.M.R. does not 
indicate the true severity of the illness; it takes no 
account of the extent. of visceral damage. At the 
time just before operation moreover the disease 
may be in an upward phase in one person and a 
downward phase in another. 


Lehman and Shearburn’s observations suggest 
that there is no advantage in prolonging iodine 
treatment once the patient appears to be safe for 
operation. As to what constitutes a safe condition 
they conclude that no rigid rules are useful, each 
patient being a separate problem. But evidently 
the experienced clinician can say with considerable 
accuracy when a patient is ready ; for in expert hands 
thyroidectomy has become one of the safest of major 
operations, 


FLYING AT MODERATE ALTITUDES 


Ir is widely supposed that repeated flights at a 
height of, say, 15,000 ft. help the airman to 
acclimatise himself to low atmospheric pressures. 
Monaco ? holds that, on the contrary, they are harmful. 
The aviator’s acclimatisation to high altitudes differs 
from that of a mountaineer ; for the pilot stays only a 
very short time at the new level and quickly returns 
to the ground. Gradual adaptation to new conditions 
is thus rendered impossible, and according to Monaco 
the frequent alternation between extremes upsets the 
physiological mechanism. Whereas a stay on a high 
mountain induces an increase in the number of 
erythrocytes, repeated high flights cause, after a 
time, anszmia, 
has been observed in airmen, but Monaco says that 
_ it is merely temporary, is due to anoxemia, and can 
only be demonstrated during and immediately after 
a single high flight. On the pilot’s return to earth 
it soon disappears and is succeeded by a progressive 
fall in the number of erythrocytes. Monaco claims 
that the results of his experiments are confirmed by 
the practical observations of Martin Flack and his 
collaborators that pilots after repeated high flights 
become less tolerant of them; and of Armstrong ® 
that symptoms of intolerance are manifested by 
American commercial pilots flying not more than 
three hours a day at an average height of 7500- 
13,500 ft. He also reports that, in Italy, during a 
period of ten years, sickness hag been 56 per cent. 


1. renmen, H T9 and Shearburn, E. W., Ann. Surg. May, 
1 9, . e i 

2: Monaco, B., Ann. Igiene, Roma, April, 1939, p. 249. 

3. Armstrong, H. G., J. Aviat. Med. 1938, 9, 84. 
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higher among airmen than in the other services, 
despite a strict medical examination on entry, The 
trouble is ascribed to the deficiency of oxygen at 
high altitudes and the consequent lowering of the 
oxygen tension in the alveoli, producing anoxia of 
the tissues, shown chiefly by a diminution of reflexes, 
Monaco cites Strughold and Treutler as showing that 
even at a height of only 7500 ft. there is an obvious 
diminution of the patellar reflex if a respirator is not 
used, and he concludes that a respirator should 
always be worn after a height of 6000 ft. has been 
reached—preferably one containing a mixture of 
gases and with a pressure of oxygen gradually 
increasing pari passu with the alteration in barometric 
pressure. 


CARCINOGENS IN HEATED ANIMAL FATS? 


TEN years ago E. L. Kennaway found that sub- 
stances carcinogenic for the skin were formed when 
living cells, such as yeast cells or human skin, were 
subjected in a hydrogen atmosphere to temperatures 
of 700°-900° C. in such a way that slow destruction 
with the formation of tarry material was brought 
about. The same thing happened when cholesterol, 
a constituent of all living tissues, was treated in this 
way. When tarry material thus obtained was applied 
to the skin of mice malignant tumours developed at 
the site of application. The carcinogenic effect pro- 
duced was a local one. Taking these observations as 
his starting-point, Prof. E. M. P. Widmark of the 
University of Lund has treated the skin of mice 
with alcohol- or petroleum-extracts of roasted coffee, 
browned butter and horse muscle heated to 275° C. 
The results, which he summarises in a preliminary 
note in Nature of June 10, are very puzzling. When 
the skin was painted with the extracts no effects 
were observed in the skin, but of 23 female mice 
which survived a period of application, 9 developed 
carcinoma of the mamma ; no such tumours developed 
in the males. It will be noticed that in these expen- 
ments, unlike Kennaway’s, the carcinogenic effect 
was not a local one. Of 26 control animals (sex not 
stated) treated with extracts of the same foodstuffs 
not previously heated only 1 developed a tumour 
in the mamma, 

The incidence of spontaneous tumours in the 
untreated female mice is stated to be 10 per cent. 
and the appearance of such tumours in 9 of the 23 
treated animals seems unlikely therefore to have 
been fortuitous. But to explain this result is not 
easy. It is now well known that mammary tumours 
can be produced in mice by painting the skin with 
solutions of ostrogenic substances, although the skin . 
itself remains intact. But in such experiments the 
males develop mammary carcinoma almost as readily 
as the females, and even if prolonged treatment with 
estrogens does not produce tumours of the breast it 
promotes development of mammary-gland tissue in 
the males, together with atrophy of the testis. In 
females, again, such treatment leads to changes in 
the uterus and vagina readily visible to the naked eye; 
and Prof. Widmark makes no reference to the presence 
of such changes. One would therefore have to con- 
sider whether his tumours were due to a new group of 
substances which, though devoid of cestrogenic 
activity, are specifically carcinogenic for the mamma. 
Before inquiring into this possibility it will be 
advisable to await the publication of a detailed 
paper, which is promised, and the confirmation of 
the findings by other workers. 

Widmark does not mention the publications of 
Prof, A. H. Roffo of Buenos Aires, who for a number 
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of years has been studying the effects produced in 
cholesterol by irradiation, by which this substance 


acquires carcinogenic properties when applied to the 


skin. Similar chemical changes can be brought about 
by heating cholesterol, and last year Roffo 1 published 
a detailed report in which he claimed to have pro- 
duced cancer in the stomach of rats fed for about 
two years on a diet of bread and milk with the 
addition of equal parts of animal fats containing 
cholesterol, heated for thirty minutes to 350° C. 
A large number of animals were used and the paper 
is copiously illustrated with photomicrographs. These 
certainly show ulcerations and extensive hyperplasia 
of the gastric mucous membrane which Roffo describes 
as carcinomatous. But there were no metastases 
and the histological evidence for the malignancy of 
the lesions produced is, so far as one can judge from 
the photographs, not convincing. The lesions may 
have been due to the direct action on the gastric 
mucous membrane of the cholesterol chemically 
altered by heating; but there is also the possibility 
that they resulted from interference with the usual 
gastric functions, caused by excess of fat in the diet. 

The verdict on the allegation that the processes 
used in preparing food—such as frying, roasting and 
grillng—may produce carcinogenic substances is 
therefore “ not proven.” But in view of its importance 
the subject should be fully investigated. There 
appear to be two distinct questions that require an 
answer. The first is, Do these processes of cooking 
produce substances which, when tested by the usual 
method of applying them to the skin, give rise to 
skin cancer, or, as Widmark claims, mammary cancer ? 
The second question is, Do these substances when 
ingested produce gastric cancer? If the answer to 
the second question is ‘‘ No ” the answer to the first 
would be mainly of academic interest. In order to 
exclude from the feeding experiments the possible 
fallacy of producing digestive disturbances by an 
excess of fat in the diet, it would perhaps be well to 
give the experimental animals the heated fats in the 
form in which they are usually consumed in actual 
foodstuffs, such as meat or fish which has been 
roasted, grilled or fried. 


THE NATURE OF CREATIVE ACTIVITY 


HITHERTO the study of creative activity has been 
the preserve of the philosopher and the art critic. 
The few psychologists, like Vernon Green and 
Bullough, who have experimented in psychological 
zesthetics, have not been in a position to use clinical 
material to substantiate their theories. In fact, it 
is doubtful whether they would have thought it 
possible that either psychological medicine or neuro- 
logy could have helped very much. Psychiatrists 
have for a long time been interested in the paintings 
and modellings of psychotics, but the art critic has 
spurned their intrusions. Shaw rapped Max Nordau 
over the knuckles in his “ Sanity of Art,” and Roger 
Fry, more gently perhaps, replied to Freud in “ What 
the Artist wants of Psycho-analysis.”” Nevertheless, 
psycho-analysis has illuminated the deeper issues 
involved in the artistic creative impulse, explaining 
the obscurities of artistic content, the choice of 
material, and the wish-fulfilments of the artist. 
Not enough, however, has been done to explain the 
processes in painting and sculpture which are so 
obviously associated with the conditions of visual 
experience, and other sensory components have not 
been adequately explored. 


1. Bol. Inst. Med. exp. Cáncer, 1938, no. 48, p. 407. 


THE NATURE OF CREATIVE ACTIVITY 


[JUNE 24, 1939 1449 


In studying the peculiarities of primitive art, 
children’s drawings and psychotic productions, Dr. 
Viktor Léwenfeld! of Vienna has appreciated the 
importance of direct visual experience in the normal 
artistic vision; he has also realised the importance 
of tactile and kinesthetic sensibility, which art 
critics like Berenson have disclosed in the “ tactile 
values ” expressed by certain paintings, for example 
Massacio and the early Botticelli. Spanish critics 
have tried to correlate El Greco’s distortions with 
his alleged myopic astigmatism. Dr. Léwenfeld 
has confined his research primarily to the artistic 
productions of the blind and the partially blind. 
These people use non-visual imagery because they 
must, and consequently tactile and kinesthetic values 
enter into their creative activities. The haptic 
type is above all concerned with projecting his 
inner experience into the picture. Such experience | 
adds a new dimension to the work. In fact Dr. 
Léwenfeld’s researches go a long way to explain 
many characteristics of primitive art, modern 
expressionism and so-called distortions. His thesis 
is a solid contribution to psychology and is calculated 
to add much to artistic criticism and to a future 
science of æsthetics. 


NITROUS FUMES 


MEDICAL students will recall the acrid, not altogether 
unpleasant, fumes when they dissolved copper or 
silver in strong nitric acid. In lesser degree the same 
smell is sometimes apparent in the street on the 
leeward side of a brazier used by workmen. Nitrous 
fumes are in fact generated whenever air is heated 
strongly either by flame, glowing fuel, or hot surfaces 
of any kind. What is not very generally known is 
that nitric oxide may be poisonous in any concentra- 
tion above 1 in 100,000; a dilution of 1 in 10,000, 
although it seems mildly irritant only to throat and 
chest, is dangerous to life if inhaled for a few minutes. 
In a case investigated by Dr. R. L. Guthrie at Poplar 
in 1934 death was shown to have been caused by 
nitrous fumes given off from an acetylene super- 
warmer used in the Dunbar Castle when lying in the 
West India Dock. An inspector of factories then 
stated in evidence that 102 parts per million of 
nitric oxide were given off when the appliance used 
by the dead man was tested in the ship. Medical 
evidence proved that death was due to asphyxia 
caused by the fumes. A. Holste records? several 
cases of nitrous-fume poisoning of firemen, one of 
whom developed cdema of the lungs which proved 
fatal, while an increase in hemoglobin and red blood- 
cells was common to all. Recently R. J. Wright- 
Smith described ? a case in which death from intense 
pulmonary oedema and acute bronchiolitis followed 
a job of welding for eight hours in a closed tank which 
had contained sea water. In this case phosgene 
poisoning was not excluded; they have in common 
an interval of well-being which may lead the victim 
to carry on long after he should have reported sick. 

The detection of nitrous fumes is important in 
view of the probability that they may be evolved in 
dangerous amounts during many industrial operations 
carried out with the aid of heat. Leaflet No. 5 of the 
valuable series issued by the Department of Scientific 
and Industrial Research (H.M. Stationery Office. 
3d.) describes a trustworthy method of detection, 
based on the diazo-reaction of P. Griess which is 


1. The Nature of Creative Activity. London: Kegan Paul, 
Trench, Trubner aoe Se 1939. Pp.272. 21a. 

2. Zbl. GewHua. 1936, 23, 183. 

3. J. industr. Hyg. 1939, 21, 24. 
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specific. Any primary amine of the aromatic series 
will react with nitrous acid to form a diazo com- 
pound, and this in the presence of another base 
will yield a more or less coloured azo compound. 
One of the best combinations of bases for this reaction 
is sulphanilic acid: (which functions as a base) 
and a-naphthylamine, suggested by Jlosvay, which 
yields a strong pink to crimson colour. The reaction 
was at one time held to be too sensitive, but the 
Griess-[losvay reagent is now recognised as the most 
satisfactory for the unfailing detection of nitrous acid 
in air or water. The syringe described in previous 
leaflets is used for bubbling known volumes of air 
through the reagent and the number of strokes of the 
piston required to produce a standard tint is used 
as an inverse measure of the concentration of nitrous 
acid in the air. The test is simple and should be used 
whenever there is reason to suspect the presence 
of nitrous acid in concentrations higher than those 
normally found in air. 

First-aid should be rendered by removing the 
affected person from the contaminated air and keeping 
him warm and at rest in the prone position. He 
should be given tea or coffee (not alcohol) and only 
removed to his home or hospital under medical super- 
vision in an ambulance. Inhalation of oxygen may 
be necessary to make up for the hemoglobin which 
has been converted into methemoglobin. 


QUESTIONS ABOUT HEALTH 


THE private practitioner who is inclined, in his 
more antibureaucratic moments, to wonder how 
public-health officers fill in their time, may derive a 
certain savage satisfaction from reading a paper by 
Robert Oleson,! assistant surgeon-general of the 
United States public-health service. It seems that 
badgering the P.H.S. with questions about health 
is a recognised pastime among all classes of American 
citizens. Oleson’s study of 10,000 of these inquiries 
tends to discredit the view that the female of the 
species is more curious than the male, for about 
half the communications come from ejther sex. New 
York, with 1373 questions, is easily the most insatiable 
of the states, with Pennsylvania (806) and District of 
Columbia (532) second and third. Question-time 
reaches its peak in March and again in October ; but, 
as might be expected, there is a slump during the 
summer when illness is largely forgotten in holiday 
distractions. The subjects of inquiry cover an 
almost unlimited range; from the value of chicken 
gizzard in the treatment of cataract to the age of 
the youngest human mother; from the medical use 
of garlic (20 questions on this) to the name of a 
solution that will toughen the skin of the hands and 
so make them less susceptible to cold; from the 
advantages of mechanical dish-washing to the con- 
stitution of fluids suitable for embalming. Nearly 
800 questions were concerned with the efficacy of 
drugs, nostrums, cosmetics and dentifrices. So far, 
so good; but included also in this group were 
inquiries about remedies prescribed by doctors in 
attendance on the inquirer, his friends or relations, 
and such lack of faith is to be deplored. Though 
most are content to seek information, others are 
anxious to give it, or rather to sell it. Inventors of 
panaceas are willing to part with their secrets for 
paltry sums ranging from a hundred thousand to a 
million dollars. One correspondent has a scheme for 
flood-lighting cities with ultraviolet, infrared and 
cathode rays, thus rendering them germ-free ; another 
would treat toothache, earache, indigestion, rheu- 
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matism and (of course) high blood-pressure, to say 
nothing of “light cases of paralysis,” with ten drops 
on sugar thrice daily of a mixture of gasoline (one 
gallon!) and pepper (3 drachms), adding, with 
charming naïveté, that it is “ good for almost any 
disease.” Infantile paralysis evokes a great deal of 
amateur attention ; one of the more exciting theories 
of causation put forward is that it is due to over. 
abundance of sexual energy, and the removal of the 
sex glands is recommended as a prophylactic, and 
therefore presumably routine, measure. Massage with 
polecat oil, though less drastic, is little more attractive 
as an alternative. 

Oleson rightly girds at the lazy student or profes- 
sional writer who pesters the P.H.S. for data readily 
obtainable by library research. He points out that 
whereas the P.H.S. has no wish to shirk its legitimate 
duty in providing information, enlightenment could 
often as easily, and more rapidly, be obtained nearer 
home. Thus local libraries, the family doctor, or the 
state department of health, in that order, should first 
be approached. l 


A NEW TRANSFUSION APPARATUS 


THE collection and administration of blood for 
transfusion has become so topical a subject that any 
modification of technique adopted in other countries 
merits our critical examination. Prof. Hustin and 
Dr. Dumont claim that a modification they have 
introduced has reduced the accidents of transfusion 
from 12 to 3 per cent. in 93 transfusions by lessening 
the chances of clot-formation and of damage to 
the blood-platelets. The more effectively clot- 
formation is eliminated from the apparatus, they say, 
the less likely is a reaction. In their view the clot 
does not cause a reaction by its embolic action so 
much as by the liberation of toxic substances, and 
this they support by animal experiment. Certainly 
any surgeon whose duty it is to bleed a number of 
donors will agree with them that the commonest 
site of clotting is in the actual lumen of the needle. 
They contend that forceful mixing of the blood and 
anticoagulant, as with a glass stirring-rod, damages 
the cellular elements of the blood, notably the 
platelets. If a suspension of platelets in citrate 
solution is injected into cats no reaction results, but 
if the same suspension is first vigorously agitated 
in a vessel containing beads violent vasomotor 
reactions may be produced, presumably because the 
damaged platelets give rise to some toxin. They 
therefore divide transfusion reactions into two types: 
first, those due to incompatibility of the blood, 
where the clinical picture is one of cyanosis, palpitation, 
flushes, and pain in the loin; secondly, those due to 
liberation of toxic substances by blood-clot and 
damaged platelets, the clinical picture being 
one of rigors, fever, urticarial rashes and edema. 
In the latter group there is of course no evidence 
of the excretion of hemoglobin and its derivates 
in the urine. The apparatus employed closely 
resembles that described by MRiddell.® Suction is 
provided by an eccentric cam that compresses 4 
rubber tube, after the principle of Henry and 
Jouvelet.2 A second rubber tube, connected to 3 
glass tube which dips into the citrate solution, is 
led direct to the needle, so that it is possible by 
reversing the direction of the pump to drive the 
citrate back from the needle into the vein of the 
donor, thus washing the lumen of the needle, The 


1. Hustin, A., and Dumont, A., Surg. Gynec. Obstet. May, 
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elimination of clots, however small, during the 
collection of blood is clearly important, as is the 
necessity for mixing the blood and anticoagulant 
gently, but this apparatus seems unnecessarily 
elaborate for the purpose, and is not likely to find 
favour for the withdrawal of large quantities of 
blood by not particularly skilled personnel. The 
principle of suction within a closed circuit is, however, 
a definite step in the right direction, for it eliminates 
all sources of extrinsic infection and precludes any 
diminution in the rate of flow due to clotting in the 
needle or collecting tube. Such suction can be as 
efficiently and more cheaply provided by any theatre 
suction pump or by a reverse Dunlop tyre pump 
after the method of Marriott. 


VIRUS OF JAPANESE ENCEPHALITIS IN VITRO 


For the time being, at any rate, cultural investi- 
gations of the virus of encephalitis of the ‘‘ Economo ” 
or “ European ” type have come to a standstill, 
through lack of new material; but it is otherwise 
` with the work on the virus of the so-called Japanese 
encephalitis. Strains were isolated from cases during 
the summer epidemic of 1935, by intracerebral 
inoculation of mice and monkeys, and the virus has 
since been studied by a large number of workers in 
Japan, who have reported on its transmission and 
biological properties. Recently Kawakita,! working at 
Tokyo Imperial University, has recorded the results 
of its cultivation in vitro. The method he adopted 
was essentially that recommended by Maitland and 
Maitland ? for the propagation of vaccinia virus in 
vitro. In his experiments the allantoic fluid of a 
developing hen’s egg was generally used, and he 
claims that this particular medium has not been 

previously employed for the propagation of virus in 
tissue culture, Four strains of the virus were success- 
fully grown and actual multiplication was clearly 
demonstrated. The experiments satisfy Kawakita 
that cultivation in this way is as sensitive as direct 
intracerebral inoculation of mice for the detection of 
minimal quantities of this virus. 


THE CONGRESS OF GENETICS 


THE seventh International Congress of Genetics 
is to be held in Edinburgh from Aug. 23 to 30. The 
outstanding consequence of the 1927 congress in 
Berlin was the impetus given to work on the induction 
of mutation by means of X rays, while the congress 
at Ithaca in 1932 is said to have achieved “ the final 
amalgamation of cytology and genetics and the 
emergence of physiological genetics.” The theme 
suggested for Edinburgh is the harnessing of genetics 
to agriculture, medicine and sociology, and prominence 
will be given to the breeding not only of animals 
but also of plants—the vast importance of which is 
brought out by Prof. Ruggles Gates, F.R.S., in the 
lecture we publish on p. 1472. The seven sections 
of the congress are devoted severally to gene and 
chromosome theory; cytology; physiological 
genetics ; animal breeding; plant breeding; human 
genetics; and genetics in relation to evolution and 
systematics. There will also however be subsections 
on statistical genetics and on the genetical aspects of 
growth (both normal and abnormal), and members 
interested in special topics, such as the breeding of 
poultry, foxes, rubber, wheat or cotton, will form 
groups for round-table discussion. The general 
secretary is Prof. F. A. E. Crew, M.D., F.R.S., 
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director of the Institute of. Animal Genetics, West 
Mains Road, Edinburgh, 9. The provisional pro- 
gramme includes expeditions before, during and after 
the congress, with an instructive and attractive 
journey from London to Edinburgh by motor-coach. 


SALE OF. PATENT MEDICINES. 


CLAUSE 7 of the Finance Bill, under which Sir 
John Simon séeks to repeal the medicine stamp- 
duties as from Sept. 2, has become a centre of 
political interest. It is reassuring to learn that no 
less than 197 supporters of the Government have 
put their names to an amendment which proposes to 
postpone this repeal until 1944. Removal of the 
last vestiges of official control] of the traffic in pro- 
prietary medicines would, it is feared, encourage a 
return to quackery in its most blatant forms, and 
there would be little remaining incentive to dis- 
closure of their composition. The supporters of the 
amendment hope that during an interval of five 
years a better system of control will be devised and 
the proprietors of packed medicines will see the 
wisdom of putting their house in order. 


THE LISTER INSTITUTE 


On Friday last Prof. William Bulloch presented 
the annual report of the governing body to the 
general meeting of the institute. The report consists 
chiefly of a summary of investigations which cover a 
remarkably wide field, and it may be recalled that 
the council of the institute represents not only its 
members but the Royal Society, the Royal Irish 
Academy, the Royal Colleges of Physicians, of 
Surgeons, and of Veterinary Surgeons, the British 
Medical Association, and the universities of Oxford, 
Cambridge, London, Manchester, Edinburgh and 
Dublin—not forgetting the worshipful (and generous) 
Company of Grocers. Last year it was decided to 
increase the membership of the council from 30 to 40, 
and as a beginning Prof. Major Greenwood, Prof. 
C. R. Harington and Dr. Paul Fildes were appointed 
as additional representatives of the members. Much 
of the research which Sir John Ledingham directs is 
done in coöperation with the Medical Research 
Council; a section of it with the British Empire 
Cancer Campaign. Only very close reading of the 
report can bring out properly the many directions in 
which the growing points of knowledge are advancing. 
A glance at the published accounts reveals the remark- 
able fact that nearly £35,000 came in from the sale 
of serums and vaccines and a further £2600 from 
fees for analysis. About another £20,000 derives 
from interest and dividends, and although much of 
the work is honorary or financed by grants a sum of 
almost £29,000 is allocated to salaries and wages of 
staff. It must be gratifying to the governors that 
there was this year a balance of £7700 to transfer to 
capital account. 


Mrs. C. B. S. ELG@ooD, O.B.E., M.B., late senior 
lady medical officer to the Egyptian Ministry of 
Education, was created a commander of the Order 
of the British Empire in the Birthday honours list. 


s... In the State Hospital (New York) for mental 
cases, the authorities purposely do not -have a ward 
service, as they think going to a central library is an 
additional interest for the patients, but books are brought 
to those who are too ill to move.’’—Book Trolley, June, 
1939, p. 164. 
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SPECIAL ARTICLES 


‘CLOSED’? TREATMENT OF WAR 
FRACTURES 


By Josep TRUETA, M.D. Barcelona 


LATE OHIEF SURGEON TO THE HOSPITAL DE LA SANTA CRUZ 
Y DE SAN PABLO, BARCELONA 


EVERY great war has led to an advance in surgery ; 
this was especially evident in the Russo-Japanese 
and Balkan wars and the war of 1914-18. In the 
treatment of wounds excision and immediate suture 
has given way to the application of antiseptics, 
to débridement and resection without suture, and to 
the Carrel-Dakin treatment by irrigation. But: the 
last twenty years have shown that even the Carrel- 
Dakin method, although superior to many of its 
predecessors, is often incapable of stopping a virulent 
infection. 


SPANISH WAR EXPERIENCE 


At the beginning of the war in Spain most of the 
surgical methods used were those generally in vogue 
on the Continent, being influenced especially by the 
French school. In all the surgical centres except 
mine the use of antiseptics for infected wounds and 
the frequent examination of clean wounds meant 
that compound fractures were treated by continuous 
extension or immobilisation in splints—always with 
the idea of keeping the wounds in full view. In 
some surgical centres, where Béhler’s methods were 
rigidly followed, the surgeons went so far as to 
immobilise the fractured limb with plaster but 
immediately cut a window to expose the site of fracture, 
Despite the use of these different methods, all forms 
of wound infection were seen, ranging from localised 
osteomyelitis to gas-gangrene, Even the resection of 
injured tissue, the removal of all foreign bodies, the 
systematic administration of anti-gas-gangrene serum, 
and the application of various antiseptics to the 
wound did not remove this danger. 

In Catalonia the best results were achieved by 
those surgeons who set the wounded limbs in plaster, 
in which they cut a window, taking care not to handle 
the wound so long as it progressed favourably. 
Later another system (to be described below) was 
evolved and when all its possibilities became known 
it was adopted generally. 


ORIGIN OF CLOSED TREATMENT 


In 1929 I began to treat wounds in civil practice, 
especially those due to industrial accidents, by a 
method combining the technique of L. P. Friedrich, 
in Germany, with that recommended for osteomyelitis 
by Winnett Orr. My procedure consists in débride- 
ment and excision of all bruised tissue; the wound 
is then packed and covered with dry sterile gauze, 
and finally a plaster case with no window in it is 
applied to the limb. At first I treated only unim- 
portant wounds in this way ; but encouraged by the 
results I used the method in severe compound frac- 
tures of the tibia and fibula with a very satisfactory 
outcome. After treating 100 cases thus I com- 
municated my results to the Surgical Society of 
Barcelona but did not get a good reception. Later 
I published further cases in the Catalan medical 
press. In the seven years before the beginning of the 
Spanish war, I could not persuade more than a few 
surgeons to try my method, although independently 
Dr. Lelio Zeno, of Argentina, who was well known in 


Barcelona, had published an account of the satis. 
factory treatment of burns by immobilisation in 
plaster. 

At the outbreak of war, since I was chief surgeon of 
the largest hospital in the city, I was able to apply 
this treatment on a large scale, to observe its complica- 
tions and study its advantages and disadvantages, 
The treatment was administered to the wounded in 
the streets or at the front, for at first there was no 
organised army medical service. Later the repeated 
bombardments of Barcelona enabled me to collect 
the statistics of patients treated in the way | 
recommended. I published two papers in Catalan 
journals (Trueta Raspall 1936, 1937) and collected 
my experience into a textbook (Trueta Raspall 
1938). My repeated insistence on the good results 
obtained and the large numbers of patients treated 
by this method led later to its general adoption in 
the army medical service under the direction of 
Prof. J. d’ Harcourt, who was chief surgical consultant 
to the republican army. 


SELECTION OF CASES 


The aim is to preserve the fractured limb as far 
as possible, unless it endangers the patient’s life or is 
unlikely to be of any use. In deciding whether or 
not to remove a fractured limb, the criterion is the 
state of the circulation in it. The temperature 
of the hand or the foot and the colour of the skin 
are a good indication whether to operate or not, and 
sphygmomanometer readings are helpful. Continual 
practice enables one to distinguish accurately the 
cases that need immediate amputation from those 
that can be treated conservatively. It is more 
difficult, however, to distinguish between the limbs 
that will be useful to the patient and those that will 
later require amputation. In this respect the 
criterion for the arm differs from that for the leg. 
Broadly speaking, the important point for the arm 
is the preservation of movement, whereas for the leg 
it is the maintenance of a strong support. Conservative 
treatment is far more often desirable for the upper 
limb than for the lower, because even deformed 


Stumps of fingers, hands contracted by scars, and 


fingers rendered stiff by adhesions are more useful 
than the best artificial hand. Re-education clinics 
and spontaneous adaptation by the patients produce 
wholly unexpected good results as regards utility of 
thelimb, Further, conservative treatment is essential 
to prevent so far as possible the development of 4 
feeling of inferiority and disability, with their social 
consequences, in patients invalided with war wounds. 
The smaller danger to life caused by injury of the 
upper limb allows amputation to be rejected in many 
cases that at first sight seem to need it. 

In the leg there need be less hesitation. In the 
first place it is possible to provide a useful artificial 
limb. Secondly, deformed feet often remain painful, 
and there may be harmful ankylosis, which may 
need later amputation. Thirdly, injuries of the leg 
are generally more dangerous than those of tho arm. 
The decision for or against removal of the limb is 
hardest with a badly broken femur, and it is such 
fractures that have proved clearly the advantage 
of my method. In some cases of extensive wounds 
from shrapnel, which left énough blood-supply t° 
allow of conservative treatment, the operation was 
begun with the idea of not amputating, but the 
resection of bruised tissue—an imperative part of 
the conservative treatment—left the bone so bare 
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that we were finally obliged to do so. This change 
of plan in the course of the operation was undoubtedly 
bad for the patient, but it shows how far conservatism 
was pushed in Catalonia in the attempt to save 
every possible limb. With experience this error can 
be avoided. 

The obvious objection to this conservative treat- 
ment is that it may increase the risk to life—briefly, 
that gas-gangrene and infective osteomyelitis and 
suppurative arthritis would be more liable to com- 
plicate fractures treated in this way. Our figures 
show that this is not so. Comparison of the cases 
treated by this conservative method with those 
treated by the classical method at the beginning of 
the war shows that the incidence of gas-gangrene 
greatly diminished, despite the fact that at first 
anti-gas-gangrene serum was used prophylactically, 
whereas later in most of the Catalan surgical service it 
was used only therapeutically. Gas-gangrene was 
rare among the casualties treated by my method. 


TECHNIQUE 


When a casualty had been carried to the casualty- 
collecting post at the front, or (after an air-raid) to 
a hospital in the town, he was classified by surgical 
experts who decided the immediate treatment. Until 
fairly late in the war the treatment of fractured 
limbs was considered less urgent than the treatment 
of abdominal, thoracic, and cranial wounds; but this 
decision was changed when it was found that the 
fracture cases were the ones on which the surgeon 
could operate most successfully, whereas very few 
patients with abdominal wounds survived and cranial 
wounds did not require immediate operation. 

After classification the patient was put to bed or 
taken immediately to the operating-theatre, where the 
surgeon examined his wounds and gave him a routine 
injection of 3000 units of tetanus antitoxin, preceded 
if necessary by blood-transfusion. General anzs- 
thesia was induced with ether given with Ombre- 
danne’s apparatus, spinal anesthesia being reserved 
for patients with not very serious fractures of the 
leg, in whom the blood-pressure was only little 
lowered. As soon as the patient was anesthetised, 
the wounds were cleaned with soap and water and 
nail brush. After the skin had been shaved it was 
swabbed lightly with tincture of iodine, care being 
taken that none touched the wound. The field of 
operation was isolated with towels, and the bruised 
tissues were excised. As much skin was saved as 
possible; only the edges were resected, for loss of 
much skin leaves the muscles, tendons, and apo- 
neuroses very bare and hinders healing. Skin was 
removed only if its vitality was in danger—e.g., 
when it had been much torn or its blood-supply had 
been destroyed—but treatment of the muscles and 
aponeuroses was much more radical. We did not 
preserve any bruised muscle that did not react well 
when pinched with forceps or which had an abnormal 
colour or no blood-supply. 

To be conservative with the limb was to be very 
radical with the tissues, especially the muscles. 
A different criterion, however, was adopted for the 
bones. Like the skin, the bony fragments were 
preserved wherever possible—even including those 
deprived of periosteum if they were big. Much 
loss of bone is likely to lead to pseudarthrosis or 
to troublesome delay in uniting. 

After the large fragments of bone had been care- 
fully replaced, it was necessary to drain the cavities 
left by extirpation of the soft tissues. This drainage 
is of great importance, for a badly drained cavity 
allows of the collection of fluid, at first consisting 
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of blood but rapidly changing to pus. The best 
drain proved to be sterile absorbent gauze introduced. 
between the tissues in the direction of the muscle- 
fibres. Sometimes we inserted a rubber tube in the 
lowest part of the cavity. In very few patients 
was the skin sutured. 

The fracture was reduced by placing the limb in 
a convenient position according to the bone fractured 
and the level of the lesion—e.g., arm in abduction 
and anteflexion for fracture of the middle third of the 
humerus, and leg in semiflexion for fracture of the 
lower third of the femur, If necessary an extension 
table like that of Putti was used: a plaster cast was 
placed round the fracture, including the adjacent 
upper and lower joints. This cast was left in position 
so long as there was no excessively bad smell and the 
plaster did not become wet and soft. In either of 
these events it was removed and a second plaster was 
substituted. As a rule this stayed on till the fracture 
united, but in some cases the plaster had to be 
renewed three, four, or more times, because it could 
not be kept on more than a fortnight. When a 
plaster was renewed, the opportunity was taken to 
remove the gauze pack, which sometimes had become 
firmly adherent to the granulations of the wound. 

For a few days after operation the patient nearly 
always ran a temperature, which showed that a local 
fight was going on against infection at the site of 
the fracture ; but in only 0-75 per cent. of cases was 
it necessary to remove a plaster because of true 
clinical infection, and on these occasions it was 
found either that a cavity was badly drained or that 
there was a cellulitis which needed further débridement 
followed by renewal of the plaster. 


ADVANTAGES AND DRAWBACKS 


The immediate benefits of the plaster treatment 
include absence of pain, rapid disappearance of 
shock, elimination of sleepless nights, and return of 
appetite; and the absolute rest of the fractured 
limb promotes good normal union. The failures 
were all attributable to faulty technique: the surgeon 
had either tried to save a limb with insufficient 
blood-supply or had not excised enough bruised 
tissues. 


Among my.cases was one of wet gangrene in the 
leg of a woman seriously wounded by a bomb; 
I tried to save the limb although it had a deficient 
blood-supply, and a few days later there was ischemia 
of the toes with fever. On removing the plaster I 
found a conspicuous line of demarcation above the 
wound in the middle third of the leg, but gas-gangrene 
did not develop. 


I saw only one case of gas-gangrene in 1073 patients 
treated by me or under my direction, and that 
was attributable to faulty technique. 


A man of 58 was wounded in both legs by a bomb. 
Because the hospital was inundated with casualties 
the operation was performed too hurriedly. I paid 
most attention to the right leg, which was much more 
extensively injured than the left. After conscien- 
tiously excising the mortified tissues of the right 
leg and plastering it half-way up the thigh, I 
rapidly examined the left leg, which, apart from a 
fracture of both bones, had only a small wound of the 
soft tissues. I made only a small incision, excised 
some bruised muscle near the site of fracture, left 
the skin unsutured, and plastered the limb. A couple 
of days later gas-gangrene developed in the left lee 
and was treated with anti-gas-gangrene serum and 
extensive débridement, which exposed some mortified 
tissue at such a distance from the site of fracture 
that it had not been discovered at operation. The 
patient died. 
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A common complication was cellulitis. This 
developed jn some cases that appeared to have been 
correctly treated, and this makes it more difficult 
to foresee. But its treatment is usually easy. If 
in a case of fracture treated by plastering there is a 
rise of temperature, with loss of appetite, pain at the 
site of fracture, and local adenitis, the plaster must 
be removed, and nearly always a cellulitis will be 
found, or more rarely a primary lymphangitis. The 
usual treatment for cellulitis is undertaken—i.e., 
ample débridement, exposure of the whole of the 
affected area, and plugging with sterile absorbent 
gauze. The plaster is renewed either immediately 
or at most two or three days later. J had to remove 
the plaster from 8 patients for this reason ; I replaced 
them, and in all but 1 the fracture united satis- 
factorily. The exception later developed a pseud- 
arthrosis. ee 

The commonest sequel (81 cases), although 
unimportant as regards mortality, was very trouble- 
some as regards the union of the fracture. This 
was a local osteitis, which regularly followed extensive 
loss of periosteum or local infection of bony fragments. 
In these cases the total encasement in plaster is as 
beneficial as Orr’s treatment in chronic osteomyelitis. 
The illness was long and unpleasant but devoid of 
danger; sometimes secondary sequestrectomy was 
needed or partial resection followed by an immobilising 
plaster, as in Orr’s treatment. 

Two patients with fractures involving femur and 
pelvis died: one eighteen hours later from shock 
and the other seven days later from septicemia, 
Two patients died from complications which, although 
due to the wound, could not be attributed to the 
treatment—one from pulmonary embolism and the 
other from bronchopneumonia. Two patients had 
hemorrhage at the site of fracture necessitating 
temporary removal of the plaster for purposes of 
hemostasis; both made an uninterrupted recovery. 
I saw five cases of pseudarthrosis: one in the 
middle third of the humerus and four in the tibia. 
Three of those in the tibia and the one in the 
humerus did not unite because the amount of 
bone lost made contact between the fragments 
impossible. Two of these cases were cured by 
oblique osteotomy of the fibula, which allowed the 
fragments of the tibia to be approximated, Another 
of them was treated by grafting; this patient dis- 
appeared before being cured. The remaining two 
patients were sent to another hospital and I know 
no more about them. 

The only drawback of this treatment is the bad 
smell emanating from the plaster after a few days, 
especially where the wound is already infected. 
This smell can be reduced by proper ventilation or, 
better still, by keeping the patients on open balconies ; 
and the oldest plasters, which have collected the most 
discharge, can be changed. 

The advantages are incontestable and include, 
besides those already enumerated, the facility of 
evacuation. With a well-organised medical service 
and with surgical posts close to the front line, fractures 
can be operated on immediately and plasters forth- 
with applied, enabling the wounded to be transported 
at once. No apparatus so far invented with the 
object of facilitating transport—not even the Thomas 
splint—can compare with the plaster cast, which 
can be adapted for fracture at any site. Continuous 
extension, especially for oblique fractures of the 
femur, cannot be carried out near the firing-line, 
which means that this form of treatment is begun too 
late; the patient has to be transported a long way 
so as not to occupy a bed required for those wounded 


& CLOSED ”? TREATMENT OF WAR FRACTURES 


[JUNE 24, 1939 


later. Add to this the fact that the results obtained 
by our treatment are in no way inferior to those 
obtained by continuous extension, and it will be seen 
that there is no need for Balkan beams and the other 
complicated apparatus of suspension and extension, 


RESULTS 


The exact number of patients treated by the end 
of the war in Catalonia is unknown to me, because I 
do not possess the army statistics, but I have been 
informed in a letter by Prof. d Harcourt that more 
than 15,000 casualties were treated by this method 
with satisfactory results. During the long and severe 
battle of the Ebro, for example, the republican 
wounded had an amputation-rate of only 0-73 per 
cent., which is satisfactorily low considering the high 
proportion of injuries to limbs caused by aircraft in 
modern warfare. The more direct evidence I will 
adduce comes from my own experience in the centres 
under my control: the Hospital de la Santa Crug y 
de San Pablo General de Cataluña, the Hospital de 
Sangre de Sabadell, the Clinica de Accidentes de la 
Caja de Previsión y Socorro, and my private clinic. 
This experience is based on wounds of all kinds, from 
those due to long-distance missiles, which usually 
produce fractures without much tissue damage, to 
fractures accompanied by much destruction due to 
aerial bombardment. 

The time that elapsed between the infliction of the 
wound and surgical treatment was very variable: 
from 18 minutes in a case of fracture caused by a 
bomb in Barcelona to 49 hours in the case of a 
wounded man evacuated from the Aragon front 
without having received any attention. Many of the 
patients reached me with their wounds already 
infected and too late for aseptic surgery. I also 
treated during the war many wounds due to industrial 
and traffic accidents; so my experience includes 
almost every kind of injury, sustained in the most 
diverse circumstances. 

I have treated 1073 compound fractures of all kinds 
by total encasement in plaster. Many of the patients 
had severe infected wounds, and some were in a very 


RESULTS OF TREATMENT OF FRACTURES BY TOTAL 
ENOASEMENT IN PLASTER 


Good Bad 


Type of fracture Cases | result result | Deaths 
Scapulohumeral s šx Sa 55 Ye T 0 
Shaft of humerus oe ee 142 140 1 1 
Elbow-joint .. ee ee 64 60 ae 0 
Forearm wie és 121 110 | 2 0 
Wrist and hand s 106 bs +l | 2S 0 
Intracapsular of femur as 21 | 17 2 3 
Extracapsular of femur oe 101 | 88 12 1 
Knee-Joint aie ar oe 43 | 40 3 0 
Shafts of tibia and fibula .. 225 198 25 3 
Tibiotarsal and  calcaneo- 

astragalar .. ne <a 67 60 7 0 
Anterior part of foot .. 128 115 13 0 
Total 1073 


bad state. There were 6 deaths, but only 2 wer 
attributable to the method used—i.e., those due to 
gangrene. One was caused by shock, and another 
by infection; in those 2 cases my method could 
not cure the desperate condition. The deaths due 
to embolism and to bronchopneumonia are not 
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attributable to the method. 


The accompanying 
table summarises the results. 


Among the bad results 


are included certain cases that may possibly have 


been cured, as, for example, pseudarthrosis and 
chronic osteomyelitis; some of the patients left 
hospital and the results are not ascertainable, There 
are also 4 delayed amputations included in this 
group: in one case of severe suppurative arthritis of 
the knee the life of the patient, who came for treatment 
when already very ill, was saved by amputation ; 
in 3 other cases, which had been treated conservatively, 
a deformity of the foot had ensued which necessitated 
amputation. The group of bad results further 
includes 7 patients who developed some deformity 
which greatly reduced the utility of the limb. The 
percentages of final results are as follows :— 


Good results ae ie 90-9 
Bad results ! .. saa 8-6 
Deaths on sa Sa 0:5 


Besides the above-mentioned cases 
amputations were performed on patients brought 
in with destroyed limbs, which could not possibly 
be saved, These figures exclude 119 patients who 
were admitted with multiple fractures and serious 
wounds in the abdomen, the thorax, or the head, 
from which they died. In some of these the fractures 
were plastered, merely to immobilise the limbs. 
In others this was impossible. 


SUMMARY 


In Catalonia, during the Spanish war, the best 
results in the treatment of compound fractures were 
obtained by total encasement in plaster without 
windows, 

At operation extensive débridement was carried out, 
all bruised tissues, especially muscles and cellular 
tissue, being excised ; but care was taken to preserve 
as much skin as possible and all large bony fragments. 
The cavities left by extirpation of tissues were drained 
with sterile absorbent gauze or sometimes a rubber 
tube. The skin was seldom sutured. 

The joints above and below the fracture were 
immobilised in the plaster, which was not removed 
unless it became wet and soft, 
intolerable stench, or the patient’s condition showed 
that some complication had developed. 

The fear that such treatment of fractures must 
lead to an increase in sepsis, specially gas-gangrene, 
was found to be groundless, and the method, by 
facilitating evacuation and dispensing with apparatus, 
had great advantages under war conditions. 

In 1073 cases of fracture treated in this way there 
were 6 deaths, only 2 of which were due to gangrene, 


The results were considered good in 91 per cent. of 


Cases, 
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s“ .. The cat is a dicestrual animal, that is, one in 
which cestrus appears twice a year. The first cycle occurs 
in the spring, the second one in early autumn. In this 
respect, together with the other factors (change of habita- 
tion, for example), climate has a great influence. It 
may happen that these two cycles overlap during the 
summer months, whereas winter is mostly a period of 
complete rest from sexual activity. . In the female 

cat, ovulation occurs about forty to fifty- four hours after 
copulation. As in the rabbit or ferret, a female 


cat served by a vasectomized male shows the phenomenon 


of pseudo-pregnancy, which lasts about thirty-six days.” — 
Nature, Lond, May 27, 1939, p. 900. 
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DENMARK 
(FROM AN OCCASIONAL CORRESPONDENT) 


THE INDUCTION OF ABORTION 


LIKE many another country, Denmark has been 
involved since the war in a passionate controversy 
over the indications for inducing abortion. The 
upshot of lay and medical discussions on the subject 
has been a new pregnancy law (law No. 163 of 
May 18, 1937) whose putting into force has been 
deferred repeatedly, on the last occasion to Oct. 1, 
1939. Doctors may then well find their forensic 
ingenuity tested to the utmost by the first paragraph, 
according to which pregnancy may be brought to an 
end when it endangers a woman’s life or health. 
What latitude of interpretation do not the last two 
words—“ or health ’’— confer? 

Conscious of the financial temptations that may 
assail a doctor in the reading of this paragraph, the 
legislators have insisted on abortions being induced 
only in public hospitals and without a fee. At a 
meeting of the Danish Surgical Society not long 
ago this special precaution was debated. Opening 
the discussion, a hospital surgeon, Dr. Tönnesen, 
expressed his approval of the elimination of a 
prospective fee from the calculations of a doctor 
called on to decide for or against abortion. He 
referred to an impending appeal by doctors in charge 
of private hospitals to the authorities for special 
authorisation to induce abortions when necessary. 
Without mincing matters, he said: ‘‘ While the large 
surgical and gynecological hospitals for a long time 
showed a strict reticence, several doctors without 
special knowledge or training in gynecology have 
taken the matter into their own hands. Even though 
these doctors have insisted on the idealism of their — 
motives, the result at any rate has been a very 
confused mixture of idealism and business.” Another 
speaker, however, challenged the justice of the 
financial safeguard, saying that it was quite wrong: 
“ As doctors, it is our livelihood to receive payment 
for our work . . . and it is our right—indeed our duty 
—to accept fees for the induction of abortion under- 
taken on legal indications.” 


THE CAMPAIGN AGAINST BRUCELLOSIS 


Infectious abortion in cattle and all its conse- 
quences are, according to a recent calculation, more 


costly to the farmer than tuberculosis, rife though 


this is in Danish herds. But legislative measures are 
more severe against the latter, partly because we 
have been tuberculosis-conscious for a comparatively 
long time ; the march of public-health measures is as 
slow and stately as that of a London policeman. At 
present the butcher who sells tuberculous meat lays 
himself open to severe penalties, whereas he may sell 
milk teeming with Brucella abortus without anyone 
saying him nay. For that matter, he may also sell 
quite a concentrated suspension of tubercle bacilli 
in milk with impunity. 

Dr. Ejnar Nyrop has lately asked his colleagues if 
infectious abortion in cattle cannot be stamped out 
quickly and at a comparatively low cost. He answers 
his own question in the affirmative by pointing to the 
successes achieved in this field in Norway, and to the 
encouraging results already obtained in different parts 
of Denmark. In 1936 the farmers and veterinary 
surgeons of the island of Bornholm set themselves 
the task of eradicating infectious abortion in cattle ; 
and the state came to their aid to the tune of 
Kr.100,000 yearly. By June, 1938, 3705 of the 3811 


r 
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herds with a total of 37,897 cattle over one year old 
had been examined, and 2478 had been found healthy, 
whereas 1227 contained one or more infected cattle. 
With approximately a third of the herds and 14 per 
cent. of all the cattle of Bornholm infected, the 
prospect of getting rid of the disease quickly and at 
small cost seems to be slender—the more so as 
throughout Denmark as a whole 2-3 per cent. of all 
the herds show new infections every year. But 
Dr. Nyrop pins his faith in the future on recent 
experiences in Norway where in the course of only 
four or five years the picture has been completely 
changed. The Norwegian campaign was started in 
1935, with the state and the farmers sharing the 
expenses entailed by the slaughter of infected cattle. 
Among the 200,000 Norwegian herds were 3014 
found to be infected between 1935 and 1938. By 
Feb. 28, 1939, 2860 of these herds had been rid of 
the infection—i.e., 94:9 per cent.—a prodigious 
achievement in record time. In the second quarter 
of 1936 there were 127 newly infected herds notified, 
whereas in the second quarter of 1938 this figure 
was reduced to 18. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


THE ARMY MEDICAL SERVICE 


In his presidential address to the Irish Medical 
Union, delivered on June 8, Dr. P. MacCarvill stated 
the reasons why the union had found it necessary to 
advise medical men to refrain from joining the Irish 
Army Medical Service until the conditions of pay 
and pensions should be improved. On June 15 the 
public press contained a statement from the Depart- 
ment of Defence purporting to be a reply to state- 
' ments in an address of the president of the union. 
The arguments put forward by the department 
depended largely on comparisons between the pay 
and pensions of (1) medical officers and non-medical 
officers in the Irish Army, and (2) medical officers in 
the Irish Army and in the British and other armies, 
It concluded with the proposition that “‘ any suggestion 
that the medical profession is being unfairly or 
unreasonably dealt with is altogether unwarranted 
and not founded on fact.” 

Dr. T. F. O’Higgins, a member of the Dáil and 
a member of the executive committee of the Medical 
Union, replied in the morning papers of June 16 to 
the contentions of the department. He showed that 
in the comparison that had been made between 
medical officers in the Irish Army and those in other 
armies allowances in kind had been considered in the 
case of the former but not in the case of the latter. 
Moreover, the department had committed itself to 
the statement that “the rates of pay of medical 
officers in the Irish Army were, up to the date of 
the promulgation of the revised rates for medical 
officers, generally higher than those paid to medical 
officers in the English and American armies.” Dr. 
O’Higgins, quoting the figures, shows that this state- 
ment is untrue as regards all ranks higher than that 
of captain. He shows also that the rank of captain 
in the Irish Army is practically stationary, as under 
the old rates of pay there were only five officers who 
held higher rank, and from 1924 to 1939 no promotion 
higher than the rank of captain had been made, It 
is astonishing that a government department should 
find it proper to attempt to mislead the public on 
points of fact in order to defend a scheme of pay 
and pensions which is not capable of genuine defence. 


INDIAN MEDICAL SHRVICE : ANNUAL DINNER 
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Dr. O’Higgins points out that under the present 
scheme a medical officer will on retirement receive as 
maximum pension approximately one-third of his 
pay, whereas an officer in other branches of the army 
will receive approximately two-thirds. He might 
have added that no medical officer in the army at 
the time of the promulgation of the recent regulations 
can by a step of promotion obtain any increase of pay. 


He will have increased responsibility but not 
increased remuneration. 
INDIAN MEDICAL SERVICE 
ANNUAL DINNER 
Major-General, Melville presided at the annual 


dinner of the I.M.S., held at the Trocadero on June 14, 
and proposed the toast of The Service. He had, he 
said, received a telegram of good wishes from. the 
Director-General. He spoke of the dinner as “* rather 
a self-centred thing,” while bidding the guests cordial 
welcome. During the year since they met last no 
catastrophe had occurred; recruiting was in fact 
most excellent, and the last batches were as good as 
they ever had been. He counted 111 officers present ; 
they illustrated the enormous variety of careers open 
to members of that service. To the new recruits he 
offered a word from his own experience. A man, 
he said, became an administrator when he had one 
other officer under him, Maladministration makes 
this officer a discontent; a slight makes him an 
assassin. He reluctantly bade goodbye to Sir Thomas 
Carey Evans as dinner secretary. Invited to respond, 
Sir Thomas remarked he was a good listener and 
hoped everyone had enjoyed their dinner, the menu 
of which was Sir Richard Needham’s choice. The 
Chairman’s health was proposed by Colonel Proctor, 
who said that Melville gave his juniors the impression 
that he regarded them as highly competent, and 
they had to live up to it. 

Guests at the dinner were Sir Frank Brown, C.LE., 
Dr. Hugh Clegg, Sir Wilson Jameson, Mr. D. M 
Cleary, Dr. Egbert Morland and Prof. James Young. 
Officers present were as follows :— 

Major-Generals ; Sir Frank Connor, D.S.O., A. W., M. 
Harvey, Sir John Megaw, K.c.1.E., C. W. F. Melville, 
C.B., H. R. Nutt, Sir Leonard Rogers, K.C.S.I., GE, 
F.R.S., G. Tate, C.I.E. 

Colonels: H. Ainsworth, Sir Rickard Christophers, 
C.LE., 0.B.E., F.R.S., H. M. Cruddas, C.M.G., O.B.E. 
H. R. Dutton, C.I.E., A. B. Fry, C.B., C.S.I., D.S.O., 
J. Fuller-Good, C. A. Gil, T. A. Granger, C.M.G. 
C. R. M. Green, W. H. Leonard, c.B., H. M. Mackenzie, 
C.I.E., F. P. Mackie, C.S.I., 0.B.E., A. J. Macnab, C.B., 
C.M.G., Sir Richard Needham, C.I.E., D.S.O., A. H 


Proctor, _D.s.0., C. H. Rheinhold, m.c., H. A 
Stranger-Leathes, Ashton Street, F. F. Strother 
Smith, R. G. Turner, C.M.G., D.S.O., W. IL. Watson, 
0.B.E., C. N. C. Wimberley, C.M.G. 

Lieut.-Colonels: W. G. P. Alpin, O.B.E.. F. J. 
Anderson, C.I.E., M.C., R. S. Aspinal, C. H. Barber, 


D.S.0., F. A. Barker, C.I.E., 0.B.E., A. N 
G. T. Burke, C.I.E., H. P. Cook, H. F. Cormac, M.C. 
D. G. Crawford, J. M. Crawford, o©o.B.E.. J, B. 
Dalzell-Hunter, 0.B.E., I. Davenport-Jones 9 C 
Evans, J. K. S. Fleming, C.B.E., B. Gale, E. S. Gos 
M.C., P. Fleming Gow, D.S.O., V. B. Green-Armytage, 
F. Griffith, A. E. Grisewood, W. L. Harnett. Ge, 
S. N. Hayes, H. Hingston, E. A. V. Hodge c I.E., 
J. M. Holmes, E. V, Hugo, C.M.G., M. L. C- Teim 
R. Kennedy, D.s.0., H. H. King, c.1.m., E. W. O'G. 
Kirwan, C.LE., A. C. Macrae, C. McIver. GE 
Malcomson, W. A. Mearns, C. Newcombe. GLE 
D. V. O’Malley, 0.B.E., J. B. Lapsley, M.C T y 
Leicester, C.I.E., A. V. Lopes, G. Lern ` 


- Bose, O.B.E., 


Lynn 


f 
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D.8.0., M. ©. Newton-Davis, H. K. Rowntree, 
M.C., H. Ross, C.I.E., 0.B.E., R. B. Sewell Seymour, 
C.I.E., F.R.S., H. E. Short, H. A. S. Short, J. A. Sinton, 
V.C., O.B.E., H. B. Steen, R. Steen, W. D. H. Stevenson, 
C.I.E., H. Stott, C.I.E., C. Thomson, E. Owen Thurston, 
A. G. Tressider, C.I.E., E. L. Ward, C.B.E. 

Majors : 
C.I.E., Sir T. Carey Evans, M.C., V. E. Lee, V. B. 
Nesfield, C. G. Seymour, M. R. Sinclair, 0.B.E. 

Captains: Dev Datt, R. L. Raymond, Man Singh. 

Iieutenants: G. T. Hayes, D. H. Harrison, P. W. 
Kent, W. M. McCutcheon, G. S. Michelson, S. G. 
Nardell. 


Appended to the menu was a list of dinner chairmen 
from 1897 to 1938 compiled with much industry by 
the retiring hon. secretary. 


MEDICINE AND THE LAW 


Inquest Verdicts and Civil Liabilities 


Tur St. Pancras coroner, Mr. W. Bentley Purchase, 
last week rejected a jury’s finding of negligence 
against a railway company. The inquest concerned 
the death of an employee who, while acting as 
fireman, had fallen from the foot-plate of a stationary 
engine. To its verdict of accidental. death the jury 
added its opinion that the accident would not have 
occurred but for the company’s negligence. The 
coroner ‘refused to accept this rider. Nobody had 
suggested any negligence ; there was, he thought, no 
evidence to support such a suggestion. ‘ Any 
opinion you express,” he remarked to the jury, “is 
no part of your verdict and was not asked for.” 

This rebuke, perhaps incompletely reported, may 
seem puzzling inasmuch as juries are, after all, 
summoned to express opinions. An inquest tends 
to be a roving inquiry and a coroner occasionally 
accepts with tolerance a rider with which he happens 
to concur. But Mr. Bentley Purchase was at any 
rate acting in accordance with the views of the 
departmental committee on coroners over which Lord 
Wright presided. The committee’s report, published 
in 1936, referred to the growth of a practice whereby 
interested parties made use of inquests in order to 
elicit facts which had a bearing on civil liabilities 
but which were not strictly relevant to the issue 
before the coroner. This practice, in the words of 
the report, was properly condemned and checked by 
some coroners. A Home Offce witness had told 
the committee of a case where the coroner had 
actually given directions to the jury on the question 
whether the accident occurred “in the course of the 
workman’s employment ”—a nice point of workmen’s- 
compensation law which, if a dispute arose between 
employer and workman, ought to be left to the county- 
court judge to decide in the light of decisions of the 
Court of Appeal and House of Lords. The Coroners 
Act requires the coroner to investigate the question 
“how, when and where the deceased came by his 
death.” In cases of murder and manslaughter the 
coroner and his jury are authorised to impute blame 
to individuals, if the evidence justifies such a course ; 
by implication in all other cases the scope of the 
inquiry is confined to an ascertainment of the facts. 
The Wright committee went so far as to recommend 
that it should be declared by act of Parliament that 
coroners’ courts are not to concern themselves with 
questions of civil liability. No effort has hitherto 
been made to give statutory effect to any of the 
committees recommendations. Meanwhile each 
coroner can (and, in the committee’s opinion, should) 
so exercise his discretionary jurisdiction that his 
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J. A. Cruickshank, m.c., H. C. Brown, 


.—nobody bothered about mine. 
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court leaves any prospective claim for damages to 
the tribunal before which it will properly come. 


Electronic Reactions and Diphtheria 


Too rigidly exclusive a contraction of the coroner’s 
jurisdiction would have prevented the interesting 
experiment which has been conducted in the course 
of a protracted inquest at Leigh. A boy died of 
syncope due to diphtheria. His mother said that, in 
the absence of her own doctor, she had called in 
Mr. C. C. Abbott, who is described as a physio- 
medical practitioner. She and her husband and 
other members of her family had been patients of 
Mr. Abbott. Dr. Arnold Renshaw, pathologist, of 
Manchester, gave evidence that adequate treatment 
of the boy’s disease in the early stages by antitoxin 
would have saved his life; the throat was one of the 
worst he had ever seen. Mr. Abbott, who had stated 
in a letter that death was due to septic throat infec- 
tion, septicemia and heart-failure, described at the 
inquest the treatment he had given. There were 
signs at one time, he said, of diphtheria; but he had 
tested a swab from the boy’s throat by the electronic 
method (sometimes spoken of as the “black box”). 
and the reactions did not indicate a definite diph- | 
theritic state. He came to the conclusion that there | 
was no diphtheria. He ordered the child’s throat to 
be painted, but the child refused to allow it. Mr. 
Abbott said that, when he saw the throat later, he 
thought there were signs of diphtheria. He did not 
believe in the antitoxin treatment.. He had 30 years’ 
experience and had never failed in any case of this 
kind before. Explaining the electronic method, he 
said it was the application of a type of resistance 
with a series of traps allowing particular wave-length | 
resistances to pass through. The wave-length of 
diphtheria was 5,100,000 vibrations per second. 

Dr. Renshaw, recalled after Mr. Abbott’s evidence, 
said that Mr. Abbott’s diagnosis was misleading and 
the right tests were not made. The witness agreed 
with Dr. R. S. Davidson, medical superintendent of 
Astley Sanatorium, that there was only one specific 
treatment for diphtheria—namely, the use of anti- 
toxin in the early stages. It had been established 
that this treatment cured the majority of patients 
suffering from the disease. Dr. Renshaw offered to 
test Mr. Abbott’s electronic box with cultures which 
he would himself supply. Mr. Abbott accepted the 
offer, and, after taking time to consider his decision, 
the coroner approved. A prolonged test was con- 


‘ducted on June 16. Mr. Abbott was supplied with 


tubes containing the bacteria of five diseases, with one 
blank tube, each tube being marked with a letter to 
which the coroner held the key in a sealed envelope. 
At the resumed inquest on June 20 it was announced 
that Mr. Abbott had returned a correct diagnosis for 
34 out of 26 tubes. Mr. Abbott complained that he 
had been interfered with too much during the test, 
and that the coroner had conducted it in his own way 
rather than in Mr. Abbotts. The inquest was again 
adjourned. 


<¢.,. If I were sending my ewe lamb to school for 
the first time I should want to be satisfied that the child 
would be given the essential foundation of self-discipline, 
and would acquire good manners, cleanliness, and 
punctuality. I would not bother about academic training 
But I should bother 
rather a lot about health, not merely because I am a 
doctor. I should bother about food, and more and more 
about rest—rest above all things—both for the body and 
for the mind.’”——Lord HORDER, speaking at Parents’ Day 
at Bedales School, Petersfield. l 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
Each contributor is responsible for the section for a month ; 


various occupations, 


his name can be seen later in the half-yearly index 


FROM PETER QUINCE 


IV 


“ What action would you take if a ship came into 
port with a case of bubonic plague on board?” 
Ninety-nine per cent. of medical practitioners would 
answer, “Look it up in a book or ring somebody 
up about it,” but that, I fear, would score no marks 
at all in the Conjoint medicine final where I met the 
question. It has always infuriated me to think that, 
had I not ploughed on the other questions, this 
particular one might have brought me down; in 
fact, that my inability to answer it may have contri- 
buted to my downfall. How does such a question 
come to be set? Well, I am not. absolutely certain, 


but I rather think that the examiners, after failing- 


to settle the choice of questions by blows, sit down 
at a long table and take it in turns to set one. The 
unspeakable Ming-Shu fires off with something 
depraved about the relations of the ulnar nerve, 
' honest physicians slip in straight questions about 
their pet diseases, others about treatment and so on 
until it comes round to Harpo, who has covered his 
paper with drawings of rats and folded it up into a 
little ship. This he pokes into the decanter and holds 
his nose, ‘‘A pleasure cruise?” hazards Jimmy 
Nervo; but Harpo shivers and claps his hands to 
his groins. Groucho guesses it right and awards 
himself another cigar amid motor-horn acclamations. 
Everybody shakes hands and the question is set. 
(Unless I am mistaken there is a picture of them 
doing it in this year’s Academy.) 

* * * 


What avails it now that we once knew which was 
xylem, which phloem and which cambium ? Who 
were Cardo and Stapes? And what happens to trypto- 
phane? To these and to a legion of similar titbits 
of knowledge we had to achieve insecure adhesion 
before we could qualify as medical practitioners. 
Most of them came unstuck as soon as the relevant 
examination was passed, and we are left wondering 
what exactly we acquired between leaving school 
and signing our first death-certificate, and why it 
took six years. 

I suppose that at the outset of our medical training 
there is no knowing that we may not after all develop 
into herbalists, entomologists, or even into Demon- 
strators in Physiology, so our teachers are impelled 
in all fairness to tempt us with all their different 
wares, much as one experiments to see what a tortoise 
will eat. (Incidentally, my tortoise will eat dandelions 
only if you pluck them and hold them under his 
nose. I’m sure there is a moral in that.) But by 
the time we have passed the second M.B. (and perhaps 
failed the primary F.R.C.S.) some of us have a good 
idea of what we intend to be, and yet we are all 
forced to devote our time and energies in a diffuse 
and digressive curriculum right up to the final 
examination. Specialists in all the special departments 
claim the paramount importance of their subjects, 
spin them out into a three months’ course, and see 
that we dare not escape by contributing a Question 
to the written papers. 

Why did those responsible for the curriculum stop 
when they did? I wonder how academic bodies like 
the universities came to overlook the History of 


Medicine? Given unlimited time, I should have 
enjoyed learning the views of Karshish, Galen and 
Trousseau on epilepsy, why it is no longer necessary 
to gather borage under a full moon, and by what 
stages the witch’s brew of Macbeth’s time ha 
evolved into today’s elegant polyglandular prepara. 
tion. A little Comparative Medicine would have 
broadened our mind even further. Who of us can 
compare and contrast the treatment of pruritus ani 
in (a) homeopathic medicine, (b) osteopathic medicine, 
(c) Christian Science circles and (d) nudist colonies! 
* * * 


That the curriculum urgently needs renovating is 
obvious, Every year brings some important advance 
in methods of diagnosis and treatment, but for many 
reasons medical training must be limited to six year, 
and the inclusion of fresh subjects must necessitate 
a careful pruning of dead wood. A gaggle of specialists 
will never be able to agree as to what can safely be 
scrapped and what innovations must be admitted: 
why not therefore invite a hive (or pride) of general 
practitioners to express their views on what knowledge 
and experience is necessary for general practice! 
It would mean that hospitals made it their primary 
object to turn out first-class general practitioner 
Those who wished to specialise in any direction could 
haunt their chosen department unofficially in ther 
spare time before qualification, and with all ther 
energies afterwards. 

I may as well pile Pelion on Ossa and set the ball 
rolling with a few outrageous suggestions, The 
Anatomy and Physiology course should be condensed 
into a year; with less dissection into regions which 
will never concern the practitioner hereafter, and 
more surface anatomy which is to be his daily battle. 
field. Surface Anatomy to be taught on bodies fat 
and thin, in all positions, at rest and in movement 
by inspection, palpation and X-ray soreen demonstra- 
tions. Physiology to continue as a clinical science 
and to take its place in medicine as anatomy does in 
surgery. Midwifery and Gynecology to remain in 
statu quo. In Wards and Outpatients no more long. 
winded notes to be read aloud. Clerks and dresser 


. to be trained to demonstrate their cases from memory 


or at most by reference to abbreviated notes on 4 


postcard, which remain his private property ; labors. 


tory investigations to be used only for confirmation 
of diagnosis or to establish a diagnosis when definite 
differential diagnoses stand. (‘‘ Remember, gentlemen, 
ninety per cent. of your patients won’t bo able to 
afford private pathological reports, and the car-far 
and the time off work required to visit the local 
hospital for pathological investigations must b 
justifiable.”’) Surgery: neck-craning at operations 
three afternoons a week to be discouraged as a wast 
of time. Finally (to grind an axe) students should be 
trained to investigate for pulmonary tuberculosi 
before the patient has been in their hands four month 
(which appears to be the average time taken to arrive 
at that diagnosis), 

As the preclinical training has been shortened by 
at least a year, we have that much time in hand and 
must be careful to spend it wisely. I would suggest 
that it be devoted entirely to the study of patients 


For every hour I spent in personal contact wil | 
patients I spent three or four hours at lectures, o 
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ward rounds, or in the theatre or post-mortem room 
listening to talk or watching others doing things. 
Apart from one month as extern midwifery clerk 
there was no opportunity for gaining any experience 
of the doctor-to-patient relationship, or for developing 
a technique in approaching patients. 

There might be a system by which students in 


_ their last year could be apprenticed in small groups 


to the different casualty officers or junior house- 
physicians, very much as the extern midwifery clerks 
are apprenticed to the extern midwifery houseman. 
The student would be responsible for his cases, when 
in doubt would engage the houseman in consultation, 
would follow their progress through the various depart- 
ments for special examination and would not lose 
sight of them if they were admitted into the wards. 
Above all he would make real contact with ordinary 
people who were ill in body or mind, and would 
perhaps sense that Enigma Theme which, though 
never heard, breathes through every. variation of 


man’s unhappiness. 
xk se * 


Couldn’t those who are obyiously destined: to join 
the honorary staff receive some instruction in the 
craft of teaching? At our teaching hospitals we 
have some of the finest medical men in the world, 
gifted with knowledge, intuition and humanity. 
Some are superb teachers, others are rotten. A 
surgeon’s technique in regional surgery may be the 
envy and admiration of Europe, a physician’s 
researches in biochemical disorders may revolutionise 
the world’s thought, but, unless they can teach, a 
teaching hospital ought not to puff itself up at having 


. them on its staff. Wretched students will waste 


three or six months’ clerking or dressing on their 
firms gaining unique experience in rare diseases, but 
learning little about the commoner complaints in 
which these specialists are obviously uninterested— 
and perhaps unversed. 


* * * 


Let us also have special courses for Consultants 
where Manners shall be taught (a) for hospital use 
and (b) for use at private consultations. 

Hospital staffs seem to reason thus: ‘If we don’t 
pay our housemen anything, feed them poorly in a 
basement, provide no facilities for recreation and 
then make them pay for their laundry, we shall only 
get the Very Keen Men applying, and that will be 
grand.” They won’t—except at the big teaching 
hospital where a resident will put up with almost 
any inconvenience for the cachet that such an appoint- 
ment carries. Provincial hospital staffs do not realise 
that any candidate who is not completely down and 
out makes various inquiries about the hospital when 
he comes up on a short-list—if not before. The 
questions he puts to the residents include, ‘‘ Is there 
a garage for my car? What’s the food like? Any free 
beer in the Mess? Do you get many inquests? Do 
the honoraries snaffle the fees? What are the 
honoraries like? Gents or Hobos? Do they snoop 
round the wards on Sunday morning? Do they get 
first crack at accident-claim forms? Do they take 
you out assisting at private operations? Do they 
give you any major stuff to do? Am I likely to learn 
anything? Do I ever get any weekends off ? ” 

I won’t guarantee the order; but it is certain 
that the hospital staff that earns an unsavoury 
reputation concerning these issues gets the housemen 
it deserves, which may be tough on the patients. 
I remember a friend of mine from the Dominions, 
who held both the M.D. and M.R.C.P., applied for 
the post of house-physician at a Provincial Hospital, 
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was short-listed, interviewed and finally recalled 
before the staff to be congratulated upon his appoint- 
ment: but meanwhile he had learned that the H.P.’s 
duties included the giving of anesthetics for all 
emergencies and on those occasions—i.e., weekends— 


when the visiting anesthetists couldn’t conveniently 


come, In a brief but telling classical phrase he 
declined the honour. . . . It was all very Christmas- 
Day-in-the-Workhouse, : 


xk * xk 


The Embryonic Consultant should have it drummed 
into him that there are only three reasons why he is 
ever called into private consultation : (a) the patient 
or his relatives have asked for a second (but not 
necessarily a different) opinion ; (b) the practitioner 
wants his opinion ; or (c) the practitioner wants his | 
support. In any case the practitioner will be glad of 
his support so far as he can conscientiously give it. 

The Perfect Consultant learns in advance all he 
can about the case, and in particular what has already 
been told to the patient and the relatives. Mindful 
that when he himself is ill he prefers the attentions 
of a general practitioner to those of another “ special- 
ist,” he regards general practitioners as his colleagues, 
and this attitude shows itself at the patient’s bedside. 
He listens to the patient’s history, examines him 
carefully, and lets off no fireworks—yet. Then he 
discusses the case with his colleague in another room, 
They may disagree, in which case he listens to his 
colleague’s views and patiently argues his case, If 
necessary both return to the bedside and re-examine 
the patient together and retire once more, Before 
this consultation is ended some agreement is reached 
and it is decided what line is to be taken. The general 
practitioner, knowing the mental make-up of the 
patient and relatives, can advise as to the best way 
in which the situation can be approached. Finally 
the consultant leaves the patient tacitly reassured 
that he is in the hands of a highly trusted colleague, . 

All the foregoing may appear commonplace, but 
just watch the Consultant Who Has Never Learned 
Better in action! He refuses any priming by me 
and prefers ‘‘to approach the case with an open 
mind.” Actually he approaches it with a jocular sort 
of well—what -sort-of-a-mess-have-I-got-to-get-you- 
out-of ? attitude. I stand by in dumb misery while 
he extracts with leading questions a totally misleading 
history of the case, Occasionally he tosses me a rude 
question like ‘‘ You haven’t done a fractional test- 
meal, I suppose ? ” and I mumble ‘‘ Er—no,” instead 
of answering ‘‘ How the hell do you expect a G.P. 
to do a fractional test-meal ?’’ because it would be 
rude and disloyal. And besides, I haven’t the guts. 

As soon as the dining-room closes on us he weighs 
in with, ‘‘ Well, my dear boy, this is obviously a case of 
such and such. What interests me is the absence of 
the usual physical signs. . . . It would be interesting 
to do a fractional test-meal on her. . . . She’d better 
come into a nursing-home and then we can do that 
and a complete barium seriesand Xray herchest.... 
Which would they prefer? Nursing-home ?—or I 
dare say I can get her a bed in the private wards 
at the hospital. We'll see. Well, let’s get back to 
them.” ' 

Well, he may be right or he may be wrong; but 
by now the situation is entirely out of hand, and I 
have quite made up my mind that I don’t like the 
man. (I very much wish I could whip out an X-ray 
photograph or a pathological report which would 
confound his cocksurety ; but I also know that, had 
I held any such trump cards, I should have had to 
lead- them prematurely, and he would have taken 
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them.) So I shrink back with him to the bedside, . 


looking as guilty as if a carpenter had exposed me 
driving screws in with a chisel. 


Alternatively he may even waive the formality of 
withdrawing for consultation and fire off his hasty 
conclusions while drying his hands. . . 


I sometimes wonder how these Consultants Who 
- Have Never Learned Better manage to make a living 
if they are called in once but never again. I see that this 
problem engaged my attention even as a student, for 
I find entered in my commonplace book in December, 
1922: “The lady with the wooden leg outside 


LETTERS TO 


CHEMOTHERAPY AND THE WHITE CELLS 


Srir,—One or two cases of agranulocytosis in 
patients under treatment with M. & B. 693 have 
been reported. The occurrence of lesser degrees of 
granulopenia has received scant notice in the medical 
press, yet in a comparatively small experience of the 
drug I have had to deal with it on several occasions, 
sometimes after relatively small doses. In every 
case pentose nucleotide has effectively cleared up the 
condition, and if treatment is instituted early and 
the case is carefully controlled mild granulopenia 
seems not necessarily to be a contra-indication to 
the continuance of the M. & B. 693, should this 
appear desirable on other grounds. In the early 
stages at any rate the changed blood-count is not 
accompanied by any specific toxic manifestations, 
so that I now do routine leucocyte-counts on all 
cases under treatment with M. & B. 693, their 
frequency depending on whether relative sensitivity 
to the drug is found in the first few counts. May 
I quote one or two illustrative cases ? 


1. Lobar pneumonia due to pneumococcus type I1.— 
After 6 grammes of M. & B. 693 the white count was 
19,200 (polymorphs 94 per cent.). Two days later, 
after 16 g., the white count was 4800 (polymorphs 
40 per cent.). M. & B. 693 was discontinued and 
10 c.cm. of Pentide was injected intramuscularly. 
Next day the white cells had risen to 6800 (poly- 
morphs 50 per cent.). A further 10 c.cm. was given 
and on the following day the white cells numbered 
10,200, of which 62 per cent. were polymorphs. 


2. Severe bronchopneumonia, with mixed flora, 
though pneumococci predominant, in the sputum.— 
After 12 g. of M. & B. 693 the leucocytes were 10,400 
(polymorphs 78 per cent.), and after 22 g. the figures 
were 17,600 and 74 respectively. A total of 25 g. 
was given. Five days later, as the patient’s condition 
had markedly worsened since the cessation of the 
M. & B. 693, the drug was again given. After a 
further 10 g. the white cells had fallen to 8600, of 
which 92 per cent. were polymorphs. In view of the 
relatively low total count the M. & B. 693 was dis- 
continued, but nevertheless six days later the white- 
cell count was 1100 (polymorphs 27 per cent.); the 
red cells were 2,840,000 and the hemoglobin 60 per 
cent. Pentide (30 c.cm.) and Hepatex (6 c.cm.) 
were given, and the next day the count was: white 
cells 3800 (polymorphs 34 per cent.), red cells 
3,680,000, hemoglobin 76 per cent. A further 
20 c.cm. of pentide and 6 c.cm. of hepatex was given 
on each of the next two days, after which the count 
rose to 15,800 white cells (polymorphs 65 per cent.), 
3,760,000 red cells, and hemoglobin 72 per cent. 


3. Bronchopneumonia, empyema and septicemia 
with a gram-negative bacillus, possibly an abnormal 
hsemophilus, in the blood.—Unfortunately no initial 
count was done, but after 7 g. M. & B. 693 the white 
cells numbered 5800 (polymorphs 68 per cent.), The 
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St. Martin’s Theatre tells me she makes £15 per week 
letting camp-stools to the theatre queues, but that 
Queue Entertainers make even better money, and 
that during the earlier hours of the day one wouldn't 
recognise them as the same battered outcasts, Ata 
favourable opportunity I am resolved to approach 
—— (one of the worst-mannered honoraries at my 
hospital) from behind, hiss in his ear ‘ What do you 
do in the evenings ?’—and see if he pales” 
Actually, of course, I didn’t dare. 


Next month A Woman Public Health Officer will be 
responsible for these columns. 


THE EDITOR 


drug was discontinued and 20 c.cm. pentide was given, 
Thirty-six hours later, however, the white cells wer 
down to 2900 (polymorphs 37 per cent.). Further 
doses of pentide (20 c.cm. and 10 c.cm.) were given 
on successive days, and twelve hours after the latter 
dose the leucocyte count had risen to 27,200 and the 
polymorphs to 68 per cent. Five days later, as the 
patient was dangerously ill, it was decided to try 
M. & B. 693 again, giving pentide as a prophylactic 
against granulopenia. Accordingly 1 g. four-houwly 
was administered, with 10 c.cm. pentide on the first 
day. The initial white-cell count was 22,800 (poly- 
morphs 93 per cent.), The following day counts of 
16,400 (88 per cent.) and 19,400 (S1 per cent.) were 
obtained in morning and evening respectively. A day 
later the white cells were down to 12,400, of which 
80 per cent. were polymorphs; so a further 10 ccm. 
of pentide was given, resulting in a count, twelve 
hours later of 28,200 white cells (polymorphs 89 per 
cent.) After another two days, when 30 gœ — 
M. & B. 693 had been given in this second course, — 
the white cells numbered 28,400 (polymorphs 89 per 
cent.).' The drug was having no further effect on 
the disease and was discontinued. The high 
a ai was maintained until death a week 
ater. 


I should like to thank Colonel C. M. Finny, offer 
commanding the Queen Alexandra Military Hospital, 
Millbank, for permission to publish these cases, | 


I am, Sir, yours faithfully, 
London, N.W.1, June 17. J. W. CROFTON. 


THE PROBLEM OF MEDICAL LITERATURE 


Srir,—Professor McDowall, in his frank aul | 
devastating criticism of the present state of produe 
tion and distribution of medical literature, must have — 
voiced the feelings, not only of many medical men, 
but also of a number of “medical ” librarians in thi 
country and elsewhere. As a member of the latter 
class, I hope it will not seem an impertinence if, 
whilst stating general agreement with all that Prof 
McDowall says, I venture to make one or two 
comments from the librarian’s point of view. 

The whole root of the matter is, of course, thi 
(as he puts it) the general problem is nobody’s busines 
Most research workers are concerned mainly in gettin 
their references as speedily as possible and are nol 
interested in the technical problems involved 
filing and making their own work most readil 
available; whereas the librarian, who appreciate 
these difliculties and wants to overcome them, ! 
hampered to some extent by the lack of realisation 
on the part of many medical men of the enormol 


difference a properly organised library service (! 
make, and indeed what a fundamental part it bas to 
play in the advance of medicine. In plain work 
it is, as Prof. McDowall says, more coérdination thi 
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is required, not only between the various libraries, 
but also between research workers and librarians. 

The problem is now a mountainous one and, as I 
see it, nothing will suffice short of a conference, or a 
committee, representing both medicine and librarian- 
ship, to go into the whole matter in detail, Such a 
committee would have the task of reviewing possible 
means of coöperation between the various libraries, 
large and small, as well as that of considering what 
steps might be taken to regulate the publishing of 
specialised journals, and organising a really compre- 
hensive system for reviewing medical literature, such 
as British Chemical and Physiological Abstracts does 
in its field, and, in a smaller way, International 
Abstracts of Surgery for the surgical side of medical 
science, 

As to the codérdinating of medical libraries, the 
whole problem is aggravated by the unwillingness to 
lend on the part of so many of them. Nevertheless, a 
first practical step would seem to be the collection 
and collation of the complete lists of periodicals 
(and the larger handbooks,. encyclopedias, <Xc.) 
taken by the numerous medical libraries in London. 
A beginning was made 15 years ago by Prof. R. T. 
Leiper with the help of the science committee of 
the British Medical Association. The unified list, 
circulated to all libraries and institutions, would 
indicate the two or three places where they could 
most conveniently obtain what they were seeking. 
Under the guidance of a codrdinating committee, it 
‘would certainly be possible to develop a system of 
small highly specialised collections housed in the 
institutions or hospitals where they would be most 
in demand, and yet available for distribution to 
other more general medical libraries. Each of these 
specialised libraries could also supply abstracts and 
reviews appearing in the various specialised journals 
and these could be made more readily available still 
by incorporation in a comprehensive publication 
(called, say, ‘‘ Medical Abstract” or “ Review of 
Medicine”). Such a general medical abstract would 
need to be well organised, but could be tackled by 
gome responsible body such as the B.M.A. After 
all, its sister association across the water presents 
the medical profession with what is undoubtedly the 
most valuable bibliographical tool it has; why could 
not our. organisation make an equally valuable con- 
tribution without unnecessary overlapping? If the 
3B.M.A. could not undertake the task, the Medical 
Research Council, under an extended grant, could do 
so efficiently. 

But the whole problem needs thorough discussion 
before anything really practicable can be put into 
operation—as it undoubtedly must be in the near 
future, if confusion is not to be worse confounded. 

I am, Sir, yours faithfully, 
G. A. LLOYD, 


Librarian, British Postgraduate Medical School. 
Ducane Road, W.12, June 17. 


THE ORIGIN OF FIBROIDS 


Sır, —In their instructive paper in your issue of 
June 10 Prof. Lipschütz and Dr. Vargas show that 
the fibroids they have produced experimentally with 
follicular hormone differ fundamentally from true 
neoplasms: they do not possess the property of 
autonomous growth; they require the presence of 
. the growth-exciting cestrogen not only for their 
. appearance but for their continued existence; and 
they regress when the application of this hormone is 
reduced. This helps to explain why fibroids in 
. -women differ from neoplasms in their response to 
X-radiation. 
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It has been repeatedly shown that with small doses 
of so-called superficial X-radiation, as distinct from 
radium or massive deep X-radiation—doses so small 
that they do not cause the slightest discomfort or 
reaction in the patient—fibroids and the symptoms 
due to them gradually disappear. I have never had 
a case which failed to respond in this way. The work 
of Prof. Lipschütz and Dr. Vargas supports the idea 
that irradiation acts by checking the formation or 
absorption of the hormones that cause growth and 
continuance of the fibroids. Whether this is or is 
not the whole explanation, the method certainly 
deserves more extensive use. 

I am, Sir, yours faithfully, 

Birmingham, June 17. . JAMES F. BRAILSFORD, 


SEX-INCIDENCE OF CANCER OF THE 
‘STOMACH 


Sir,—Sir Arthur Hurst suggests that I have mis- 
understood the statistics he quotes relating to cancer 
of the stomach. The statistics, I think, are clear 
and unequivocal, What I cannot understand is the 
rationale of his allowance for the female deaths 
from cancer of the breast and uterus. If Sir Arthur’s 
theory of extrinsic and intrinsic factors is correct 
it might possibly explain why the female gastric- 
cancer death-rate is lower than the male rate; but 
even should the theory be fully proved there can 
be no help gained by comparing percentages taken 
on a dissimilar basis. 

I am, Sir, yours faithfully, 
Derby, June 15. BARON RUSSELL, 


THE UNREGISTERED SPECIALIST 


Sir,—May I take this opportunity of drawing the 
attention of the profession to what might be con- 
sidered as an abuse of the privileges extended to 
those refugees of professional standing who are now 
amongst us. I refer to those refugee “‘ specialists ” 
who are not permitted to practise here on account of 
failing to possess the necessary qualifications for regis- 
tration. Abroad, these men have been well established 
at various clinics or spas, their clientele consisting of 
wealthy visitors from those countries where the élite 
are specially impressed by elaborate treatment and 
cures which are peculiar to the locality and the 
nationality of the physician concerned. Through the 
medium of refugee associations, these gentlemen are 
permitted to take up residence in fashionable quarters 
in this country, where they re-establish contact with 
the wealthy clientele which attended them abroad. 
The difficulties arising from lack of registration are 
surmounted by the foreign specialist’s adopting the 
réle of consultant, and advising his patients to com- 
municate with their private doctors, who are requested 
to prescribe according to his dictates. In those 
instances where the services of a registered practi- 
tioner cannot be secured by the patients, the con- 
sultant is able to suggest a doctor with whom he can 
collaborate. It is curious to observe that here the 
foreign consultant refers his patient to a physician or 
surgeon, to whom the matter may cause considerable 
concern, In refusing to associate with such a practice 
the registered practitioner loses his wealthy patients, 
and is left to attend hospital outpatients, whilst the 
foreign specialist is consulting privately throughout 


the day. As I have had experience of these methods 


on more than one occasion I have considered it 
necessary to place the matter before the secretary 
to the ethical committee of the British Medical 
Association. I am, Sir, yours faithfully, 


E. SUTHERLAND-RAWLINGS, 
New Cavendish Street, W., June 20. 
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UNORTHODOX ETYMOLOGY 


Siz,—I was a little puzzled to read in Prof. E. 
Mira’s article in your last issue (p. 1395) that ‘ fear 
makes a person terrified—i.e., converted into terra 
(earth). A terrified subject feels himself as inanimate 
and motionless as a stone (petrified).’”” Does Dr. 
Mira regard the derivation of “ terrified ” as analogous 
to that of ‘“ petrified’? He might with equal 
justice claim support from Genesis, 19, 26, where it 
is related that Lot’s wife was turned into a pillar of 


- salt—although in her case curiosity got the better 


of fear, The orthodox etymologist would derive 


PUBLIC 


Prompt Control 


AN outbreak of diphtheria in the urban district of 
Wilmslow led to the prompt isolation of fifteen persons 
in the Monsall Hospital, Manchester. We are informed 
by Dr. D. G. Anderson, medical officer of health for 
Cheadle and Wilmslow, that the first notifications 
reached him on June 9 about 5 P.M. ; all practitioners 
in Wilmslow and Alderley Edge were rung up and 
by 10 p.m. eleven cases of diphtheria had been traced. 
As all these persons, except two in one household, 
had partaken of milk from a particular supply, this 
supply was at once stopped by written notice. On 
the morning of June 10 a house-to-house canvass was 
made of the customers of the affected dairy, with an 
inquiry for any history of sore throats in the house- 
hold and the name of the family doctor. A meeting 
of local practitioners was then called, when each of 
them received a list of the customers who were his 
patients. It was then agreed that each practitioner 
should visit his own patients and offer passive 
immunisation if he thought fit, and that throat 
swabs should be taken from both adults and children. 
This was done during June 10-11, and at the same 
time contacts were followed up. The last definite 
case was notified during the night of June 11-12; 
two other persons have since been removed for 
observation. It has now been ascertained that the 
one infected household stated not to have had milk 
from the suspected source had in fact obtained a 
small bottle of milk from this source which was 
consumed only by the two children who contracted 
diphtheria. Up to date there have been 15 confirmed 
cases (with 2 deaths) and 2 observation cases. 


Militiamen with Infections 


Public-health authorities are being asked to 
collaborate with the civilian medical boards in the 
examination of men called up under the Military 
Training Act. Where a recruit’s present condition 
or history suggests that he may be suffering from 
pulmonary tuberculosis, the chairman of the board 
has authority to obtain a specialist opinion. Local 
authorities are asked to place their tuberculosis 
officers at the service of the board and to furnish 
a report on any of their patients or ex-patients. 
Where a recruit is receiving treatment at a V.D. 
centre the Ministry of Health has indicated to the 
local authority the desirability that his treatment 
should not be interrupted. The suggestion in this 


case is that the patient should be supplied at the. 


treatment centre with form V.15 setting out 
particulars,.and instructed to present it when under- 
going examination at the medical board. It is 
generally believed that such patients would be 
prepared to ask for this form and to pass it on as 
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“ terrify ” from terreo, which, together with Tpéw, 
“ tremble,” Irish tarrach, and Slavonic tresa, is akin 
to the Sanskrit tras (tremble). Terra seems to be 
derived from the same root as the Sanskrit tareh 
(dry) and is akin to torridus, ‘‘ thirst,” and German 
Durst, meaning dry land. Someone might attempt to 
connect the two words, “terrify ’’ and terra, through 
the medium of “ earthquake ” ; he would be following 
in the footsteps of the cricket fan of some thirty-five 
years ago who invented the equation: terracotta= 


terror Cotter. I am, Sir, yours faithfully, 


June 17. ‘¢ Dr, PANGLOSS.” 
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desired. The follow-up system offers a possible 
check, as absence from treatment would be noted 
and could be inquired into, but the secrecy regula- 
tions make it desirable to get the patient himself 
to be the bearer of the information. Evidently 
in both cases the possible danger to comrades has 
been a matter of close consideration. Probably a 
large majority of the new recruits are unconnected 
with youth organisations, and it is the policy of th 
British Social Hygiene Council to seé that the ned 
for sex guidance is supplied. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JUNE 10, 1939 
Notifications.—The following cases of infectious 
disease were notified during the week : Smallpox, 0; 
scarlet fever, 1321 ; diphtheria, 755 ; enteric fever, 3 


(29 “ expected ’’) ; pneumonia (primary or influenzal), © 


743 ; puerperal pyrexia, 209; cerebrospinal fever, 
30; acute poliomyelitis, 2; acute polio-encephalitis, 
1; encephalitis lethargica, 1; dysentery, 24; opł 


thalmia neonatorum, 115. No case of cholera, plague — 


or typhus fever was notified during the week. 


The number of cases in the Infectious Hos 
County Council on June 16 was 2891, which 
fever, 656; diphtheria, 514 (carriers, 23); 
whooping-cough, 878 ; 
babies); encephalitis lethargica, 304 ; i 
St. Margaret’s Hospital there were 26 babies (plus 9 mother 
with ophthalmia neonatorum. 


ed : Sark 


Deaths.—In 126 great towns, including London 


there was no death from smallpox, 1 (0) from enteri: 
fever, 3 (1) from measles, 2 (1) from scarlet feve, 
16 (0) from whooping-cough, 17 (2) from diphtheria 
39 (14) from diarrhcea and enteritis under two yeas 
and 17 (1) from influenza, The figures in parenthes! 
are those for London itself. 

ford reported the only death from typhoid. Liverpool bi 
5 deaths from whooping-cough. Fatal cases of diphtheria we? 
scattered over 15 great towns, Birmingham reporting - 
Birmingham had 8 fatal cases of diarrhea, no other great tov 
more than 2. 
The number of stillbirths notified during the wel 
was 243 (corresponding to a rate of 33 per 1000 tots 
births), including 42 in London, 


“I do not wish to underestimate the value of ti 
re-housing work that has been done; but few who bit 
seriously thought about the problem in a personal, humi? 
way could possibly feel complacent as to the results ®# 
far achieved. If we are content to consider the bus’ 
of home-building in the terms of an old-fashioned textbo! 
of hygiene, oblivious of the fact that men, women & 
children have needs other than cleanliness, neatness #4 
orderliness, then the average Council flat, like the mod: 
prison-cell and the modern infirmary ward, re : 
tremendous advance on the average industrial worl! 
house as it existed in the time of Queen Victoris. But! 
hygienic man, woman, or child is as imaginary 88 i 
economic man or the unicorn.”—Dr, Harry Rosi! 
in the New Statesman, June 3, 1939. 


itals of the London | 
includ 


; measles, i: 
puerperal fever, 16 mothers (plu! | 
poliomyelitis, $% 4 | 
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PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By Mepricvus, M.P. 


TuE House of Commons has finished with the Civil 
Défence Bill, which passed its report stage and third 
reading after three days of debate. The bill has now 
gone up to “ another place ” with a tail of undefined 
amendments still clinging about it. It must be a long 
time since such a detailed and complex measure has 
gone through the House, and the difficulty and the 
complexity have been increased by the subject of 
civil defence being so new as to need not only good 
drafting but good prospecting and exploring. As 
one member said, the bill which has passed is a 
foundation for a great deal more constructive work 
and not-.in itself a complete building. This applies 
especially to those parts of the organisation which 
affect the medical services and those by which the 
medical services may be particularly affected. 


The arrangements for first-aid parties to deal with 
casualties in the areas attacked, with the first-aid 
posts, some with and some without emergency beds, 
and the chain of other hospitals behind the first-aid 
area are only laid down in outline. It will be the 
business of medical officers of health in every area to 
coordinate the different services and see that they 
work smoothly together. The M.O.H. will be, under 
air-raid conditions, in the exact position of the com- 
manding officer of an area in so far as all medical 
services are concerned. He will get information and 
advice from organisations higher in the adminis- 
trative hierarchy, some of which will belong to the 
Ministry of Health and some to the Lord Privy Seal. 
But it will be the M.O.H. personally who will endure 
the heat and burden of the day. Efforts were made 
in the House to get the chain of command clearly 
marked out and clearly understood by all concerned 
from the Minister or Ministers to the rank and file 
workers in the field. But amendments directed to 
this end were not accepted. So the responsibility of 
creating the organisation which will make a number 
of different services work together devolves on the 


M.O.H. Presumably the M.O.H.’s of the London ‘ 


boroughs and of large urban areas all have to 
arrange for the services under their control to have 
exercises in mock air-raids. 

Another aspect of the bill of medical interest is 
that of compensation for injuries. It was necessary 
to make a special arrangement for dealing with com- 
pensation for injury or death in the case of volunteers 
in any of the A.R.P. services, for workmen’s com- 
pensation does not apply to them and their rights 
at common law are undefined and possibly non- 
existent. The scheme of compensation provided for 
in the bill will apply to volunteers, but the exact 
scope of. the compensation payments were not 
included in the bill when it left the House of 
Commons except in a left-handed way. The Lord 
Privy Seal said what the terms of compensation for 
A.R.P. volunteers would be in answer to a parlia- 
mentary question over two months ago. The outline 
provision for compensation provided in the bill was 
linked with this answer by both the Lord Privy Seal 


and the Financial Secretary to the Treasury. But | 


it was widely felt in the House that this patchwork 
method of legislation left a good deal to be desired. 
The scale of compensation is said to be rather better 
than that provided by the Workmen’s Compensation 
Act—let us hope that it is. 


Another compensation difficulty in the bill arose 
with regard to accidents caused by interference with 
the pipes or cables of water, gas, electricity or other 
public-utility companies. It was desired to guard 
these companies against unreasonable claims, but in 
the original draft of the bill they. were so far 
indemnified against having to pay compensation as 
to shut out possible just claims. The Government 
therefore accepted a Labour amendment to preserve 
the right to workmen’s compensation in appropriate 


Cases, 
* * * 


The organisation for evacuation will create a good 
many problems of medical practice and a good many . 
sanitary problems, especially where water-supply is 
not adequate. And this applies to arrangements for 
dealing with what the House has been calling the 
priority classes of children, women with children 
under five, and nursing and expectant mothers, To 
these will be added certain groups of invalids, and 
blind, disabled and old people of both sexes. But 
the opinion was expressed in the House again and 
again that in the case of the aerial bombardment of — 
any large town there will be, in addition to these 
priority classes, large numbers of other people who 
will, on their own initiative, seek refuge outside the 
town in the country reception area nearest at hand. 
If there flow out from London, Manchester, Birming- 
ham, Sheffield, Glasgow, Leith or any other large 
town or important industrial area any large number 
of “‘non-priority ” refugees, an acute public-health 
problem will be rapidly created. And this is another 
problem which will fall to be solved by the M.O.H. 
and the local emergency committee of the B.M.A. 


These are only some of the problems of civil 
defence which will have to be solved by adaptation 
of the administrative machine of local government 
plus the machine of local emergency organisation of 
the medical profession. The Civil Defence Bill has 
created the possibility of organisation, provided sanc- 
tions for necessary action and provided a financial 
basis for the work. But no-one in the House of 
Commons thinks that we have seen the last of civil 
defence legislation, I heard speculations on’ the 
probability of amending legislation in the early 


months of 1940. 
ok oie * 


‘ There has been a little misunderstanding about 
the priority classes, The Government, through the 
Ministry of Health, are making arrangements for the 
evacuation of school-children, women with children 
under five, and nursing and expectant mothers. 
These arrangements are being made through the 
elementary and secondary schools organisation under 
the control of the local authority. But children 
attending private schools at which they pay fees, or 
grammar schools, high schools or public schools will 
be eligible to take advantage of the Government’s 
plans for evacuation on exactly equal terms with 
those who attend elementary schools. And the 
provision for mothers of children under five and 
nursing and expectant mothers applies to all women _ 
of all classes or occupations. If the middle-class 
father desires to make private arrangements for his 
children or his wife he will be able to do so, but 
only before the main evacuation begins or after the 


-~ main evacuation is over, unless he can arrange private 


transport which will ‘not hinder the large public 
plans of evacuation and the large military movements 


t 
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which will be going on at the same time. There is 
also the question of petrol. All petrol at the outbreak 
of a war will at once, be severely rationed. This 
means in practice that the general public scheme of 
evacuation will be the only one practically available 
in the first few days-.of an emergency as far as 
children are concerned and except in very special 
cases. If evacuation can be timed by those with 
cars of their own so that children can be taken to the 
country—and all billets will need to be registered— 
in advance of an emergency then well and good. But 
that timing is not going to be easy. 


FROM THE PRESS GALLERY 
Evacuation of Hospitals 


In the House of Lords on June 14 Lord CRAIGMYLE 
asked for details of the arrangements made for the 
evacuation of hospitals in vulnerable areas in England 
and Scotland. He said that this question was causing 
a good deal of anxiety, and he hoped that real 
progress had been made since it was last debated. 
In a way this question was as important as any, 
because on the smooth functioning of our hospital 
system in a crisis depended public confidence., Hos- 
pitals would have to face a situation entirely different 
from that in the late war, for the peak would now 
be reached at once, and in the first days they would 
have to expect a load of additional cases which must 
be reckoned, as some of the most sober and experienced 
experts assured them, in hundreds of thousands. 
If our ‘hospital organisation proved unequal to the 
task of handling this sudden load the morale of the 
civil population would receive a most damaging 
blow. It was clear that there must be a great dis- 
placement of the existing hospital patients from 
vulnerable areas into less vulnerable ones. It was 
estimated that 50-60 per cent. of patients would be 
expected to return to their own homes. These 
patients were not in hospital except for most serious 
causes, and if they were to be dispersed to their 
homes he would like to know what medical and 
nursing provision was going to be made for their 
care. Another problem of moving on patients from 
vulnerable hospitals to those in less dangerous areas 
was that the inmates of the hospitals or institutions 
which had to receive them would also have largely 
to be removed elsewhere. In view of the vast 
numbers of hospital cases for which provision would 
have to be made there was probably not even in 
England, and certainly not in Scotland, sufficient 
accommodation adequately equipped to deal with the 
burden. He saw no adequate answer to the problem 
except the provision on a really wide scale of tem- 
porary accommodation in hospital units in safer 
areas, probably of several hundred beds each. The 
Minister of Health had said that 40,000 beds were 
being arranged for in temporary buildings. That 
was not nearly enough. He doubted whether it was 
a tenth of the number that ought to be provided for. 
And even that number was arrived at only by sending 
home many thousands of people who were in hospital 
in the interests of their life and health, or by crowding 
existing institutions in a way which made it most 
difficult for the personnel to carry on efficiently. 
He hoped that there would be no cheeseparing in 
this matter of temporary buildings, and also that in 
the interests of economy a larger number of patients 
would not be put in each hut than medical men 
considered advisable. 

Even more important than the provision of hut- 
ments, beds, stores and so on was that of trained 
personnel. During the last war 30-50 per cent. 
of all the non-fatal casualties were orthopedic cases, 
and in the air-raids in Spain 50 per cent. of the 
casualties were orthopedic cases. In England they 
were fairly well equipped to deal with these cases, 
there being no fewer than 40 orthopedic hospitals 
where surgeons and nurses could be trained. There 
was no hospital in Scotland during the last war capable 
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of giving nurses an orthopedic certificate; com 
sequently Sir Robert Jones arranged for American 
orthopedic surgeons to come to Scotland and it would 
be true to say that the United States ran the ortho. 
peedic surgery of Scotland during the war. Unfor- 
tunately Scotland still had no orthopedic hospitals 
which could treat adults and therefore could train 
surgeons and orthopzdic nurses. Scotland had to 
steal its orthopedic nurses from England, and there 
were none too many of them there. Lord Craigmyle 
asked whether in the allocation of doctors and surgeons 
to the various civil hospitals the requirements of the 
Navy, Army and Air Force had been kept in mind, 
He said that during the last war Sir Alfred Keogh 
at the War Office was assisted by a consultants’ 
council, and asked whether similar arrangements 
were being made now. He also emphasised the value 
of temporary buildings on an adequate scale as 
providing rallying points for supernumerary nurses, 
and he drew the attention of the Government to the 
necessity for providing domestic staff for the hospitals, 

Lord ADDISON wanted to know what the Govem:- 
ment had done with regard to emergency receiving 
stations in London. Many medical men thought 
that there ought to be underground clinics to give 
first-aid and other treatment for casualties; they 
ought to have been provided by now. 

Lord GREVILLE said he was informed that for every 
bed in London they ought to have at least four beds 
outside, but he thought that far from that being the 
case the beds in the base hospitals were more likely 
to be one for every four beds in London, unless ther 
were large hutting arrangements of which they kuer 
nothing. He understood that the group medical 
officers were more or less responsible for allocating 
medical men to the different hospitals. So far they 
had not been told of any allocation, nor had they 
been told how these medical men were to be paid; 
and whether they were to be under any sort of 
authority with a rank or merely civilians. 

Lord HUTCHISON OF MONTROSE said he did not 
know what arrangements had been made by the 
Government with the medical schools for earmarking 
the older students now for the staffing of the hospitals 
in the country to which patients were going to be 
evacuated. Many of the smaller hospitals were trying 
to arrange their evacuation themselves because they 
felt that many of their patients were quite unfitted 
to be sent home. These hospitals needed som 
guarantee from the Government that when the time 
came for reconditioning the houses which they took 
over for evacuation purposes they would receive 
financial aid from the state. | 


PROGRESS OF THE GOVERNMENT SCHEME 


The Earl of LUCAN, replying for the Government. 
said that the principle of the scheme was thal 
casualties should not be retained in hospitals in tk 
most dangerous areas for any longer than necessary. 
Accordingly, efforts had been concentrated on increas 
ing hospital accommodation in the safer areas ani 
on providing adequate means of transport. Fron 
30 to 50 per cent. of the existing beds in hospital 
could be cleared within twenty-four hours by sendin: 
home all persons who were no longer in urgent need 
of hospital treatment. The nursing of patients sent 
home would be provided for by the district nursin 
services augmented for the purpose. In Londo. 
which was better provided with hospitals than an 
part of the country, it was hoped to reduce the bed 
normally in use, and these hospitals in danger: 
areas would become virtually dressing or casualty: 
clearing stations. The hospitals had been requestel 
to make their own arrangements for the transpot 
of patients to their homes where possible, but whet 
it was not possible the women’s voluntary services Ver 
organising convoys of volunteer cars and drives 
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.The Ministry were proposing to extend the hospital 


accommodation in the safer areas first, by crowdių 
additional bedsinto existing hospitals and institution 
secondly, by up-grading existing institutions b$ 
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the provision of additional equipment, operating- 
theatres, and so on; and thirdly, by building hut- 
ments, which for the most part would be wards 
attached to existing hospitals and institutions, but 
were being formed into ad-hoc hospitals where 
no suitable parent institution existed. 

The great majority of the 100,000 additional beds 
in existing institutions would be in the safer areas. 
Nearly half of these beds had already been distributed 
and the distribution was expected to be completed by 
the end of July. Over 150 institutions in England 
and Wales had been earmarked for up-grading and 
arrangements were now in hand for the necessary 
adaptations and extra equipment. In the last ‘two 
months medical officers and engineering inspectors 
of the Ministry had been visiting these institutions 
and discussing with the hospital authorities what 
works of adaptation were required. In many cases 
the work had already begun. It had been decided 
to erect as soon as possible new hospital buildings 
in the form of huts capable of accommodating an 
additional 30,000-40,000 beds. The Department 
of Health for Scotland were simultaneously erecting 
huts capable of accommodating 9000-10,000 beds. 
Arrangements for the construction of three-quarters 
of the English programme were already well in hand. 
In London the whole region had been divided up 
into ten sectors radiating from the Thames outwards, 
and at the apex of each of these was one of the great 
teaching hospitals which was to act generally as 
parent to the sector. In war casualties would be 
drained outwards along each sector and the aim 
had been to provide sufficient hospital accommodation 
in the outer part of each sector to serve the hospitals 
in the inner part. Approximately 500 hospitals were 
included in this scheme. 


EQUIPMENT AND PERSONNEL 


In the London region administration and staffing 
was being developed as part of the sector scheme. 
Group Officers appointed from the teaching hospitals 
were now working out plans for the dispersal both 
of personnel and equipment from the well-provided 
institutions in the inner areas to the outer areas 
which were not ordinarily -accustomed to under- 
take acute surgical work. In some cases arrange- 
ments were being made for the complete transfer of 
such of the staff as could be spared from the centre 
- to one of the base hospitals in the outer part of the 
sector. In the provinces much the same scheme was 
being adopted. First-aid posts were being provided 
for every area of the country. 

It was estimated that there would be approximately 
3000 aid posts in England and Wales, of which between 
500 and 600 would be mobile units—that was to say, 
vans fitted to carry all the medical and surgical 
equipment of a first-aid post together with a doctor 
anda nurse. Drugs, dressings and surgical equipment 
sufficient to supply all these aid posts were in process 
of distribution. As a rule these first-aid posts would 
be accommodated in basements. The Ministry were 
contemplating a further order of beds. Orders had 
been placed for £234,000 worth of drugs and dressings, 
and it was estimated that this would provide an 
adequate initial supply for 250,000 casualty beds and 
also for the first-aid post service. Approximately 
nine-tenths of these drugs and dressings for casualty 
beds were being distributed to the provinces, as the 
London County Council had already acquired sufficient 
reserves for their own hospitals. The distribution 
of drugs and dressings would be completed by the 
end of this month. Orders had been placed for surgical 
instruments and equipment sufficient for 75,000 
casualty beds at a cost of nearly £500,000. This 
equipment was to be distributed to the hospitals 
being up-graded, and delivery had already begun. 
Schools were not to be used for hospitals, except 
one or two public schools which were to be converted 
into hospitals of a special character—for instance, 
meurological cases. There were to be 40 patients per 
hut, which gave a spacing of 5 ft. between bed centres. 
The requirements of the Navy, Army and Air Force 
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for medical officers were codrdinated with civilian 
requirements through the British Medical Association’s 
central emergency committee, which advised on all 
questions of medical personnel. As regards nurses, 
the Civil Nursing Reserve for the hospitals was being 
recruited by the central emergency committee for 
nursing. Recruiting was proceeding steadily, although 
many more were required. 


Civil Defence Bill 


In the House of Commons on June 14 the Civil 
Defence Bill was read the third time. Dr. HADEN 
GUEST said that the medical profession would welcome 
more information about the medical arrangements, 
and about first-aid parties and casualty work generally, 
not only for their own use but also to pass on to 
the public. If the public could be assured that a 
sound plan existed and that casualties would be 
adequately dealt with that would contribute to 
maintaining the morale of the people.—-Mr. HUBERT 
BEAUMONT complained that no provision was being: 
made to meet any proportion of the cost incurred 
by isolation hospitals for protective measures against . 
hostile air attack. If they were going to protect 
their patients, as all agreed they should, it would 
mean a great additional cost to local ratepayers.— 
Dr. EDITH SUMMERSKILL said that her father was 
a doctor, and she remembered that during air- 
raids in the last war there were waiting in the consult- 
ing-room men and women drawn from every grade 
of society. It was interesting to see how they 
reacted. They found that equal treatment was 
needed for these people, except in one or two cases. 
These became hysterical and could not be kept in 
the waiting-room with the others for fear of panic. 
Therefore they were induced to go to a deep air- 
raid shelter near at hand. The Lord Privy Seal 
had many times insisted on equal treatment for those 
exposed to equal danger. What was he going to do 
for the people who did not react equally and who 
could not bear the nervous strain? He might be 
forced to change his mind about deep air-raid shelters. 
Last July she was in Barcelona when two or three 
air-raids were taking place every week. In the 
hotel where she was staying most people were pretty 
phlegmatic, but there were some of a hysterical 
type who had to go to a deep air-raid shelter. She 
urged the Lord Privy Seal to open his mind a little 
more on this subject. 

Sir JOHN ANDERSON, Lord Privy Seal, said that 
in many ways this was a most unpalatable bill, 
but exceptional times demanded exceptional measures. 
He fully recognised the importance of education of 
the public. The Government had for some time been 
considering how best they could put before the public 
the things they ought to know about civil defence. 
Steps in that direction were already being taken. He 
assured Dr. Summerskill that problems of . mass 
psychology were by no means left out of account 
tv members of the Hailey committee. 


QUESTION TIME 
JUNE 14-21 
Militiamen: Standards, Tests and Records 


Dr. HADEN GUEsT asked the Minister of Labour what 
were the standards of physical fitness demanded for the 
four classes of militiamen when they were medically 
examined.—Mr. LENNox-Boyp replied: The following is 
a complete description of the four grades: The four 
grades in which men are placed after medical examination 
are: Grade I, men who, subject only to such minor 
disabilities as can be remedied or adequately compensated 
by artificial means, attain the full normal standard of 
health and strength, and are capable of enduring physical 
exertion suitable to their age. Grade II, those who, 
while suffering from disabilities disqualifying them for 
Grade I, do not suffer from progressive organic disease, 
have fair hearing and vision, are of moderate muscular 
development, and are able to undergo a considerable 
amount of physical exertion not involving severe strain. 
Grade III, those who present such marked physical 
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disabilities or evidence of past disease that they are not 
fit for the amount of exertion required for Grade II. 
Grade IV, those who suffer from progressive organic 
disease or are for other reasons permanently incapable of 
the kind or degree of exertion required for Grade III. 
These men are unfit for any form of service. 

Mr. GoRDON MACDONALD asked the Minister of Labour 
whether the same standard of physical fitness was applied 
in the medical tests of the militiamen as was done for 
recruits for the regular forces.—Mr. LENNox-Boyp replied: 
No, Sir; the medical examinations for the regular forces 
have in view the needs of particular units, whilst the 
examination of militiamen is of a more general character. 

Mr. De La BERE asked the Minister of Health whether, in 
connexion with the calling up of militiamen, any use would 
be made of the data collected at their initial medical 
examination to ascertain the physical state of this un- 


‘selected sample of the population.—Mr. Exxior replied : 


Yes, Sir. As my right hon. friend the Minister of Labour 
stated on the 12th instant, we hope that these data will 


‘supply valuable information as to the health and physique 


of men falling within the age-group concerned. 


Students and Military Training 


Mr. Harvey asked the Minister of Labour whether 
students entering in 1939 a residential college, other 
than a university college, would be permitted to postpone 
their period of military training until the conclusion of 
their course of study.—Mr. ERNEST Browwn replied : 
The students entering colleges in 1939 who will be permitted 
to postpone their period of military training include in 
addition to university students full-time students at 
medical faculties and schools, dental schools, training 
colleges for teachers, agricultural colleges, veterinary 
colleges, technical colleges, schools of art and schools of 
architecture. Applications from students at other colleges 
will be referred if necessary to the Military Training 
(Hardship) Committees. 

Mr. GRAHAM Wut asked the Secretary of State for 
War if university students beginning a period of military 
training at the end of the university year would be given 
reasonable facilities during their training to enable them 


to apply for posts which might be available on completion | 


of their training.—Sir VictoR WaARRENDER, financial 
secretary to the War Office, replied : All militiamen will 
be given due consideration in this respect. 


Civil Nursing Reserve 


Mr. Brooke asked the Minister of Health whether he 
was aware that volunteers for the Civil Nursing Reserve 
who sent in their application forms to Romney House 
as directed were liable to be left for many weeks without 
receiving any communication whatever in reply; and 
whether he would secure that in the future all volunteers 
for this service received, at any rate, an early formal 
acknowledgment of the receipt of their application, with 
a promise that they would be sent a further communica- 
tion when their application had been examined.—Mr. 
Eror replied : I am informed by the Central Emergency 
Committee for the nursing profession that all applications 
are sent within 48 hours of receipt to their local repre- 
sentatives to arrange the necessary interviews. In some 
places there may have been a little delay in getting into 
touch with the candidates, but every effort is made to avoid 
this and in London alone some 2000 candidates have been 
interviewed and accepted for training during the last 
month. I am asking the committee to consider issuing 
acknowledgements as suggested by my hon. friend. 


Protection against Liquid Vesicants 


Mr. Day asked the Lord Privy Seal what provisions 
had been made by the Government by which members of 
the civilian population would be able to protect themselves 
against vesicants in liquid form in the case of air-raids ; 
and whether it was proposed to issue protective clothing 
to the civilian population at public expense.—Sir JOHN 
ANDERSON replied : It is not proposed to issue protective 
clothing to the civilian population at the public expense. 
Members of the public need run little risk of coming into 
contact with vesicants in liquid form if they take cover 
when an air-raid warning is given and do not emerge, 
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if gas has been used, until the air-raid wardens have either 
signalled that the particular area is clear or have indicated 
which parts of it are contaminated. 


Medical Needs of Unemployed Persons 


Mr. LEONARD asked the Minister of Labour if he had 
considered the representation made by the county councils 
of Scotland, urging that the medical needs of persons 
receiving aid from the Unemployment Assistance Board 
be borne by the Board; and if he would take steps to 
gain such powers.—Mr. ERNEST BROWN replied : I have 
seen @ copy of a circular letter on this subject from the 
Association of County Councils in Scotland to all members 
of Parliament for Scottish constituencies. The question 
raised would obviously affect a wider area. ‘The present 
arrangements were deliberately adopted by Parliament and 
I know of no good reason for altering them. 

Mr. LEONARD : Has the Minister not considered the 
great amount of work falling upon local authorities in 
various parts of the country, and does he not think that 
ought to receive some recognition ?—Mr. Broww: To 
do what is asked would in many cases involve a duplica- 
tion of medical services. Thisis a highly specialised service 
and that was one of the factors taken into account in 
coming to a decision. 


Special Nourishment Allowances 


Mr. GALLAGHER asked the Minister of Health whether 
he was aware that serious delays often occurred in the 
granting of special nourishment allowances’ by the 
Unemployment Assistance Board, after the production 
of a doctor’s certificate, owing to the practice of Boards 
sending applicants to local authorities for milk or other 
items of diet ; and what steps he was talking to see that the 
cost of extra nourishment for Unemployment Assistance 
Board applicants and their dependants was borne by the 
Unemployment Assistance Board and not by local 
authorities, and was the same practice followed in recom- 
mendations for extra nourishment in connexion with 
maternity needs.—Mr. ErrrorT replied: I am not aware 
of any serious delays as suggested by the hon. member, 
but if he will send me particulars I shall be glad to look 
into any cases he may have in mind. With regard tothe 
second part of the question, where extra nourishment 
is given generally by a local authority under its public 
health powers as part of treatment, there would not appear 
to be any justification for excluding the Board’s applicants 
from the scope of the service. 


Motor Vehicles and the Noise Nuisance 


Wing-Commander James asked the Minister of Trans 
port what steps he was taking to deal with motor vehicle 
and motor-cycles now upon the roads equipped with 
inadequate silencers ; and what further steps he was taking 
to. check this continuing nuisance.—Captain Wa1ac 
replied: As & result of discussions following the report 
of the departmental committee on noise in the operation 
of mechanically propelled vehicles, the manufacturers of 
motor-cycles undertook in 1936 that no motor-cyck 
producing an offensive degree of noise would in future b 
el on the market. A similar undertaking was given 

y the manufacturers of motor-cars. Such an arrange 
ment seems to me preferable to the making of regulations 
imposing a precise maximum limit of noise which it would 
in any case be impracticable to enforce without the uw 
of a large number of delicate noise-measurin g instruments 
The police can take action with regard to inadequate 
silencers ; more than 10,000 noise offences were dealt witb 
by them during 1937, over 6000 of them bwy prosecution. 
Arrangements have also been made with the manufacturers 
of motor horns with a view to the elimination of the mor 
noisy types. 

Port Health Authorities 

Mr. BEN SmirH asked the Minister of Health whst 
arrangements existed for consultation and coöperation 
among port health authorities—Mr. Eyyiop A lied: 
The principal port health authorities in England and 
Wales are members of. the Association of Port Health 
Authorities of the British Isles. The association meets 
twice a year, and has a general committee and a medical 
committee which meet at more frequent intervals Special 
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committees are also from time to time appointed to deal 
with urgent or specially technical questions. 


Foreign Hides and Anthrax 


Mr. THORNE asked the Home Secretary whether foreign 
hides imported were required to be registered on entering 
this country; if he was aware that a man working at 
Messrs. Waring, Warrington, died after contracting 
anthrax from skins that he had been handling which 
were known as water-buffalo but their source could not 
be given; and if he intended taking any action in the 
matter.—Mr. PEAKE, under-secretary, Home Office, 
replied : I presume the hon. member is referring to the 
case of a woman named Lydia Clive. I understand that 
she had shortly before contracting the disease been handling 
hides of various kinds, including water-buffalo hide from 
Siam. It is recognised that hides from numerous parts 
of the world are often infected, and my right hon. friend 
is advised that there would be no practical advantage 
from the point of view of preventing the disease in establish- 
ing the precise origin of each consignment of hides imported 
into the country. 


Sanatorium Waiting -list 


Mr. GALLAOHER asked the Minister of Health the total 
number of patients receiving treatment for tuberculosis 
at the last convenient date and the number of persons 
who had been awaiting treatment for more than 10 days 
on that date from local authorities in England and Wales.— 
Mr. Error replied : The number of patients who, on the 
lst April, 1939, were receiving treatment in residential 
institutions under the arrangements made by local 
authorities in England and Wales for the institutional 
treatment of tuberculosis was 27,676, and the number of 
persons who had been awaiting such treatment for more 
than 10 days was 1772. 


Rheumatism in Children 


Mr. JAMES GRIFFITHS asked the Parliamentary Secretary 
to the Board'of Education whether there had been any 
increase in recent years in the incidence of rheumatism 
among school-children; whether such increase was 
pronounced in any parts of Wales; and whether any 
special attention was being given to the problem.— 
Mr. KennetH Linpsay replied : There does not appear 
to be any reliable statistical evidence of an increase in the 
incidence of rheumatism in school-children either in 
England or in Wales. Owing to the difficulty of diagnosis 
the returns of School Medical Officers vary considerably 
from one area to another. The percentages of children 
with organic heart disease, which is in the main due to 
rheumatism, are higher in Wales than in England, but 
have remained practically stationary during the last four 
years, and there is no evidence of an increase in mortality 
due to this cause. I am glad to say that, following the 
pioneer example in Wales of Cardiff, some other authorities 
in Wales are providing special hospital schools for rheumatic 
children, and supervisory rheumatic centres. Provision 
of this kind is very desirable. 


Sale of Drugs 


Mr. GARRO-JONES asked the Minister of Health whether 
his attention had been drawn to complaints in various 
Dominion government publications to the effect that their 
control over the sale of harmful or worthless drugs was 
hampered by the ineffective state of the law on this subject 
in Britain; and whether in his consideration of measures 
to deal with this evil he would undertake to include 
consideration of the more effective measures now in 
force in Canada, Australia, South Africa, and the United 
States of America.—Mr. Exuiot replied : The answer to 
the first part of the question is in the negative and to the 
second part is in the affirmative. 


Offence against Dentists Act 


Mr. PARKER asked the Home Secretary if his attention 
had been called to the case of Mr, A. E. Browne, 33, Harrow 
Road, Gidea Park, Romford, who was imprisoned when 
convicted by the Stratford police-court of an offence 
against the Dentists Act, 1921 ; and, as he was not allowed 
the time to pay the fine applicable to the offence although 
he wished to find the necessary money, would he consider 


remitting the ‘sentence.—Sir Samvrnt Hoare replied : 
The hon. member has been good enough to send to me 
particulars of this case. I have caused inquiries to be 
made and am informed that the defendant pleaded guilty 
and had been twice previously convicted of similar offences. 
The justices took a very serious view of the case and, in 
the exercise of their discretion, refused to allow time for 
the payment of the fine. I regret that, having reviewed 
all the circumstances of the case, I can find no grounds 
which would justify me in advising any interference. 


RESEARCH IN STOCKHOLM 


Another link in the chain of special institutes which is 
being established in connexion with the University of 
Stockholm, an institute for biological research, was 
recently opened by the Crown Prince of Sweden. The 
institute has been made possible largely through a generous 
grant from a fund established by the Swedish industrialist 
Axel Wenner-Gren, whose name it bears. Its purpose 
is research into the basic features of the physiology of 
the cells and tissues. It comprises five departments 
—cellular physiology, evolutionary physiology and 
heredity, physiological chemistry, metabolic research, 
and biophysics. The department for metabolic research 
will mainly study diabetes. The institute will maintain 
constant contact with both medical and industrial institu- 
tions, so as to contribute directly to the improvement 
of working conditions. Experiments are now being made 
in yeast cultivation, which are supported by the Swedish 
yeast factories, and the National Association for Combating 
Tuberculosis is financing investigations into the factors 
affecting the growth of the tubercle bacillus. 

The committee appointed to plan the distribution of 
the fund of £258,000 which King Gustav V of Sweden 
received as an 80th birthday gift from the Swedish people 
has now submitted its proposals. The King has expressed 
a wish that the fund should be applied to investigations 
into disabling diseases, especially infantile paralysis and 
rheumatism, It is proposed that the money should be 
divided into a research fund, an institute fund and a 
reserve fund, research into the origin of the diseases in 
question being the main purpose. Allocations will be made 
to enable research workers to devote their whole time to 
the work and to make visits abroad. During 1940-44 
maintenance grants will be made to Prof. Svedberg, 
Prof. Arne Tiselius and Dr. S. Gard for an investigation 
into the virus of infantile paralysis. The institute fund 
will contribute to the erection, equipment and maintenance 
of an institute for research in disabling diseases, which 
will collaborate with a projected rheumatism department 
at the Caroline Hospital in Stockholm, 
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From a note on the nervous system, by Dr. O. W. B. 
Lane, 


Thus, we have two distinct nervous systems in the 
animal frame. How are they combined ? How is the 
unity of the body constituted ? I believe that there is a 
communicating system of nerves, which we may denominate 
sympathetic, by which connection is established between 
organic and animal life.... Under the present system we 
attribute the locality of pain in disease to the affected 
organ itself, though no sentient nerves can be traced in 
its structure. Why should we attribute to a living solid 
in a state of disease a property of which there is not a 
trace in a state of health? The sensation arising from 
disease frequently is not even confined to its vicinity ; 
for example, in hepatic and renal affections. Again, in 
complaints of the internal organs, how exquisitely tender 
an adjoining surface may become, though no degree of 
compression is exerted which could produce physical 
effect on the diseased organ. Search through the vast 
range of morbid states, and in the above simple theory’ 
will be found some elucidation of the mystery yclept 
sympathy, which has ever engaged the attention of 
medical philosophers, 
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` OBITUARY 


JOHN BAKER 
KT., M.D., C.M. ABERD. 


Sir John Baker died on June 13 at the age of 77 
after a few weeks of illness. He had retired nearly 
twenty years ago from the public service to 
which he had devoted his life. Born in 1861 and 
educated at Marischal College he graduated in medi- 
cine at Aberdeen University in 1883, and in the same 
year became assistant medical officer at the Royal 
Asylum, Dundee. In September, 1886, he was 
appointed to a similar post at Broadmoor criminal 
lunatic asylum. In March, 1888, he was transferred 
to H.M. prison service and served at Portsmouth 
and Portland convict prisons and also at Pentonville 
prison. In 1898 he was made secretary to the 
departmental committee on prison dietaries and in 
the following year returned to Broadmoor as deputy 
medical superintendent. In 1910 he succeeded 
Richard Brayn as superintendent and remained in 
that office until his retirement in 1920. Before the 
opening of Rampton criminal lunatic asylum, with 
W. C. Sullivan in charge, Baker advised the Home 
Office about its planning and administration, and he 
was the accounting officer for Rampton as well as 
Broadmoor until the former was transferred to the 
Board of Control. During the late war he was in 
charge of insane German prisoners of war at the 
Crowthorne War Hospital. with the hon. rank of 
major, R.A.M.C. His work at Broadmoor during 
this time was extremely onerous owing to the type of 
patient and the unavoidable reduction of personnel. 
He was, however, ably assisted by Dr. H. P. Foulerton 
(who later became medical superintendent) and by 
his old friend James Scott, formerly medical officer 
of Brixton. prison and later governor of Holloway, 
who interrupted his retirement for the purpose. 
“There is no doubt,’ writes W. N. E., “that the 
difficulties of administration and the many anxieties 
inseparable from the management of such an institu- 
tion during the war hastened his retirement at the 
age of 58, for like many reserved men he felt things 
deeply. He was somewhat conservative in his 
professional outlook, but he introduced into the lives 
of the patients the improvements which were possible 
at the time and was always deeply interested in the 
welfare and happiness of the patients and staff. 
The years of his greatest experience were unfor- 
tunately hampered by the exigencies of the war 
period when innovations were necessarily restricted. 
He was a trusted and respected friend of the patients 
and was held in affectionate regard by the staff ; 
they recognised him to be an able administrator and 
admired and respected his great ability, distinguished 
service and uniform success.” In 1919 his services 
to the state were recognised by a knighthood. 

Baker was for some years a Home Offce expert 
in lunacy and took part in the statutory inquiries 
on convicted murderers under section 2 (4) of the 
Criminal Lunatics Act 1884. He contributed to the 
Journal of Mental Science articles on insanity in 
English local prisons, on epilepsy and crime, on female 
criminal lunatics and on general paralysis and crime. 
He also wrote (1892) articles—which are still of 
interest—on kleptomania and pyromania in Hack 
Tuke’s ‘Dictionary of Psychological Medicine.” 
In 1901 he found that the majority of epileptics of 
either sex received into Broadmoor had committed 
homicidal offences as distinct from other offences 
against the person and offences against property. He 


stated that the brain-weights of homicidal female 
lunatics were below the normal standard of sane 
women and the brain-weights of lunatic criminals— 
the thieves and fire-raisers—were still lower. He also 
found among the Broadmoor patients suffering from 
general paralysis of the insane that the majority 
had committed offences against property, about 
one-fourth of the total had committed crimes of 
violence, and less than 7 per cent. had committed 
sexual offences. This finding was instructive as at 
that time it was suggested that sexual offences were 
typical of the general paralytic. It is unfortunate 
that in later years administrative obligations prevented 
him from further publishing the results of his wide 
knowledge and experience. 

Sir John Baker was unmarried. He was a genial 
host, a staunch friend and interesting companion. 
He had few interests outside his professional work and 
no hobbies; but he enjoyed a game of bridge or 
golf until failing health deprived him of the zest for 
play. After his retirement he lived for some years 
at Southsea and then moved to Camberley, near to 
the institution in which he had worked for so long, 


DAVID WATERS SUTHERLAND 
C.I.E., M.D. EDIN., F.R.C.P., F.B.S.E., I.M.S. 


Colonel Sutherland, formerly professor of medicine 
and principal of King Edward Medical College, 
Lahore, died at Belhaven, Dunbar, on April 19 at 
the age of 68. He was an Australian by birth and 
was born at Byninyong, Victoria, and educated at the 
grammar school at Creswick, Victoria, and at 
Melbourne University. From there he went to Edin. 
burgh, where he took first-class honours in his M.B. 
in 1893. He joined the Indian Medical Service soon 
after qualification and saw active service in the 
Chitral campaign in 1895, being mentioned in 
despatches. In 1897 he was appointed to the chair 
of pathology at the medical college of Lahore and 
five years later became professor of medicine, He 
was a lucid and interesting teacher, and as dean of 
the medical faculty of Punjab University earned the 
confidence and respect of his students by his 
sympathy and strict sense of justice. Apart from his 
teaching he was from 1907 to 1920 medical superin- 
tendent of Mayo Hospital, Lahore, where he built up 
a large consulting practice. There was always more 
demand for his services than he could possibly meet 
and he came to be regarded as one of the leading 
physicians of northern India. His generosity and 
hospitality were unstinted and he made many friends 
throughout the Punjab. During the late war he was 
appointed hon. surgeon to the Viceroy and he acted 
as staff surgeon at divisional headquarters, receiving 
the C.I.E. for his services. In 1919 he was con- 
sulting physician to the Afghan Field Force. He 
retired from his chair at Lahore in 1926. 

Colonel Sutherland married Princess Bamba 
daughter of the Maharaja Duleep Singh, who survives 
him, They had no children. | 


WILLIAM HENRY NEALE 
M.D. LOND., F.R.G.S. 


Dr. William Neale, who died on June 16 aged 81 
was born in Java, the son of Dr. Richard Neale who 
had a large general practice in St. John’s Wood and 
compiled that remarkable work “ The Medica] Digest.” 
William Neale qualified from University College 
Hospital in 1879 and when he was house-physician the 
arctic explorer, Benjamin Leigh Smith, was admitted 
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under his care for a carriage accident. Neale had 
always been fond of the sea and he was a member, 
while still a student, of the volunteer naval reserve. 
Mr, Leigh Smith was glad to secure his services as 
surgeon to the expedition he was planning, and in 
the winter of 1880-81 Neale went with the Fira 
on a second exploration. The steam yacht was 
crushed by an iceberg and sank, and the whole crew 
lived through many months on the ice, under the 
modest shelter of huts constructed from sails and 
timber saved from the wreck. During the whole of 
this time they lived on fish and on wild fowl which 
they shot. Eventually they were brought home by 
a search party. Not one of the crew had scurvy or 
any other illness. Neale related this experience to 
the Royal Medico-Chirurgical Society and told the 


Zoological Society of London about the natural 
history of Franz Josef Land. 

On returning home he took the London M.D. and 
settled down in practice with his father, and later 
with two partners, carrying on this practice to the 
very evening of his death. A near contemporary 
writes of him: ‘‘ Brought up in the atmosphere of 
general practice, and with great ability and good 
judgment, he was an able and resourceful practitioner 
and was greatly beloved by a very large circle of 
patients. In fact all his patients were his friends.” 

Whilst seemingly in his usual health on June 16, 
Dr. Neale went out in the late evening, as was his 
wont, to post a letter; he collapsed and was found 
dead in the street only a hundred yards from his 
home. He leaves one daughter. 


MEDICAL NEWS 


University of Oxford 


The rector and fellows of Exeter College invite applica- 
tions for a Staines medical fellowship for research at 
Oxford in one of the medical sciences. It is tenable for 
not more than five years, and the annual stipend will be 
£400 with allowances. Particulars will be found in our 
advertisement columns. 


University of Cambridge 


. At recent examinations the following candidates were 


successful :— 
THIRD EXAMINATION FOR M.B., B.CHIR. 


Part I, Surgery, Midwifery, and Gynecology.—G. N. Allen- 
Williams, P. T. Anderson, L. B. G. Bennett, J. B. Bramwell, 
M. M. Bull, J. A. Campbell B. E. Camus, J. L. Cardwell, J. A. 
Cosh, K. M. Cossens, P. J. RÈ. Davis, H. P. Dick, J. E. G. Earle, 
W. J. G. E S. Eve, G. R. Faber, E. L. Fawssett, 
ell, G. S. Gladstone, G. D. Graham, 
‘ Gretton-Watson, L. N. Grunbaum, A. 

S. L. Hetherington, B. 
Howitt, K. G. Irvi 
. S. Kenchington, E. 
Kenrick, W. H. Kirkaldy Willis, J. A. Lorimer, A. 

P. D. M. Mennell, K. J. Merris, 


f Pollock, 
. Tufton, F. H. Tyrer, 


Z 


E. P. 
H. G. 
A. M. Stevens, J. F. 


University of Liverpool 

Mr. Owen Herbert Williams has been appointed pro- 
fessor of surgery as from Oct. l in succession to Sir 
Robert Kelly. 


Mr. Herbert Wiliams graduated in 1906 at Edinburgh and 
was resident medica] officer at the Leith Public Health Hospital. 
He took his Edinburgh surgical fellowship in 1909, and a 
D.P.H.in 1911. At Liverpool] he became senior resident medical 
officer, and later surgeon, at the Mill Road Infirmary, and was 
appointed to the honorary staff of the Royal Southern Hospital. 
During the late war he served in France with a field ambulance 
and as surgical specialist at the 51st Casualty Olearing Station, 
holding a major’s commission. He took the F.R.C.S. in 1923, 
and became lecturer in clinical surgery in the university. He 
is at present surgeon to the Royal Liverpool United Hospital 
and the Liverpool Radium Institute, and lecturer in operative 
a His publications cover a wide range of surgical 
subjects. 


University of Glasgow 

Mr. Charles Frederick William Illingworth has been 
appointed regius professor of surgery in place of Prof. 
Archibald Young, whose tenure of office expires on 
Sept. 30. 


Mr. Illingworth, who is 40 years of age and comes from 
Halifax, served as a piJot in the Royal Flying Corps and Royal 
Air Force from 1917 to 1919. He graduated at Edinburgh in 
1922 and after house appointments there and elsewhere returned 
as clinical tutor at the Royal Infirmary. He became F.R.C.S.E. 
in 1925 and in the same year collaborated with the late Sir 
David Wilkie in a study of cholecystography. Still working 
at the Royal Infirmary and in the department of experimental 
surgery he was appointed a part-time worker under the Medical 
Research Council], and with R. D. Mackenzie investigated the 
Rous sarcoma No.1. He was also granted a surgical scholarship 
by the Association of Surgeons and published observations on 
sgrall-bladder disease, recciving a gold medal for his M.D. thesis. 
He was appointed to the surgical stat? of the Edinburgh Western 
Gencral Hospital and the Edinburgh City Hospital, and in 
1932 became university lecturer in clinical surgery. In the same 
year he produced, with B. M. Dick, their ‘‘ Textbook of Surgical 
Pathology,” and in 1938 he published “ A Short Texthook of 
Surgery.” Our issue of May 6 contained a paper from him on 
heemorrhage in jaundice. 


Royal College of Surgeons of England 
At the recent primary examination for the fellowship 
of the college the following candidates were successful :— 


L. H. Aitken, M.B. N.Z., Middlesex ; Gwladys V. S. Aldridge, 
Univ. Coll.; M. Arnold, M.B. Witwatersrand, Middlesex ; 
M. Bates, St. Bart’s; W. M. Beattie, M.B. Camb., Lpool ; 
B. E. Blair, M.B. Lond., St. Thos.; R. V. Blaubaum, M.B. 
Melb., Univ. Coll. and Middlesex; K. E. Bond, M.B. Camb., 
St. Thos. ; R. N. Briggs, Univ. Coll. ; D. B. Brown, M.B. Glasg., 
Middlesex; Annette G. Cade, Univ. Col.; H. L. Catchlove, 
M.B., B.S. Melb., Middlesex; S. Chatterjee, M.B. Calcutta, 
Univ. Coll. and Middlesex ; R. A. Christianson, M.D. Western 
Ontario, Middlesex and Univ. Coll.; A. F. Clift, M.R.CS., . 
Middlesex and London Hosp.; D. D. Cranna, M.B. Manc. ; 
H. A. Daniels, M.B. Dubl., Univ. Coll. and Middlesex; O. B. 
Dickinson, M.D. Queen’s Univ., Ontario; H. D. Drury, M.B. 
Melb., Middlesex ; J. A. O. Edwards, M.B. Lond., St. Bart’s ; 
M. R. Ewing, M.B. Edin.; Nora F. M. Falk, Manc.; R. M. 
Fawzi, M.B. Cairo, London Hosp.; P. A. M. FitzGerald, M.B. 
N.U.I., Dublin; H. B. Gatenby, M.B. Sydney, Middlesex ; 
A. Gild, M.B. Adelaide, Durham ; J. E. Gray, M.B. Durh. ; 
S. G. Grifin, M.B. Lpool; G. J. Hanly, M.B. N.U.I., Dublin ; 
H. A. Haxton, M.B. St. And., Middlesex ; W. G, Hendry, M.B. 
Aberd., Middlesex ; L. Henry, M.D. Lpool; I. M. Hil, St. 
Bart’s and Middlesex ; C. Hollenberg, M.D. Manitoba, Univ. 
Coll. ; N. C. Hughes, M.B. Belf.; K. F. Hulbert, M.B. Lond., 
Middlesex ; I. Jacobson, M.B. Cape Town, Middlesex ; G. B. 
Jones, M.B. Lond., Univ. Coll. ; T. L. Kennedy, London Hosp. ; 
P. H. Lenton, M.B. Camb., Middlesex ; H. R. W. Lunt, M.B. 
Lpool; R. J. B. McEwen, M.B. Sydney, Univ. Coll., Middlesex 
and Lpool; A. M. Mair, M.B. Aberd., St. Mary’s ; M.A. Margo, 
M.R.O.S., Univ. Coll. ; J. P. Mitchell, Middlesex ; C. T. Moller, 
M.B. Witwatersrand, Middlesex and Univ. Coll. ; D. L. Molin, 
Cardiff and Middlesex; D. Narayan, M.B. Lucknow, Univ. 
Coll. and London Hosp. ; J. D. Ogilvie, M.B. Lond., St. Bart’s ; 
H. Petty, Leeds ; F. P. Raper, M.B. Leeds, Middlesex ; H. Rees, 
B.M. Oxfd, Univ. Coll. ; D. J. Robertson, St. Bart’s and Univ. 

-; T. F. Rose, M.B. Sydney, Middlesex; P. B. 

M.B. Brist.; N. C. Shah, M.B. Bombay, Univ. Coll. ; a oF 
Sinclair, M.B. St. And., Middlesex ; M. R. Sinclair, M.B. Camb., 
St. Barts and St. Mary’s; i Spence, M.B. Sydney, 
Middlesex; W. E. Springtord, M.B. Lond., King’s Coll. and 
Charing Cross; M. J. L. Stening ET ran Middlesex ; 
H. D. Sutherland, M.B. Adelaide, Middlesex; C. H. Tanner, 
M.B. Lond., Cardiff ; I. J. Thomas, London Hosp.; E. Troen- 
segaard-Hansen, M.R.C.S., Univ. Coll. and Middlesex; A. A. 
Wearn, M.B. Sydney, Middlesex ; R. W. White, Middlesex ; and 
R. Wilson, M.D. McGill, Univ. Coll. 


British Journal of Physical Medicine 

This journal has been purchased from the Actinic Press 
by Butterworth and Co. (Publishers), Ltd., and will be 
published by them from 3, Bell Yard, London, W.C.2. 
Dr. R. King Brown and Mr. B. D.’H. Watters, M.Sc., 
will remain medical and science editors respectively, and 
Dr. A. Clark will remain managing editor. 


Milk for Mothers and Young Children 

The Scottish Milk Marketing Board has introduced a 
scheme for supplying to local authorities, at a reduced 
price, the milk needed for nursing and expectant mothers, 
and children under the age of five. The aim is to provide 
one pint of milk free, or at a reduced price not exceeding 
2d. per pint, to those coming within the income limits 
adopted by the authority for the purpose. The Depart- 
ment of Health for Scotland have suggested that the 
application of a general medical test should not be a 
necessary preliminary to the normal supply of one pint of 
milk per day. They have approved the proposals of 
Glasgow corporation, which are the first to be submitted 
under the scheme. 
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Welsh National School of Medicine 


A committee of former students of the medical school 
at Cardiff is organising a London Welsh Medical Dinner 
which will be held at Grosvenor House, London, W.1, on 
Saturday, Oct. 14, at 8 p.m. The hon. secretary is Mr. 
A. L. Gunn, 51, Harley Street, W.1. 


Medical Department, Admiralty 


_ This department will move next week to Queen’s 
House, 64, St. James’s Street, London, S.W.1. Itis desired 
that during the week of removal correspondence should 
be reduced to a minimum, The new telephone number 
will be Regent 7481. 


St. John’s Hospital Dermatological Society 


Prof. G. Grey Turner will deliver the sixth Prosser 
White annual oration of this society at 5 P.m. on June 28 
at the Royal Society of Medicine, 1, Wimpole Street, W.1. 
His subject is malignant melanomata. 


Papworth Village Settlement 


The annual meeting of this settlement, which was 
announced for June 30, has been postponed. It will be 
held at the Park Lane Hotel, Piccadilly, London, W.1, at 
3.15 P.M., on Tuesday, July 4, and the Duke of Kent will 
preside. 


A Russian Pharmacopoeia 


A new Pharmacopoeia of the U.S.S.R. is being compiled 
by a committee appointed by the commissariat of health 
meeting under the chairmanship of Prof. Bergholtz. The 
last pharmacopeia was published in 1924; the new one 
will be issued in 1941. 


Service Prizes 


The Alexander memorial prize for 1938 has been awarded 
to Major H. J. Bensted, M.C., R.A.M.C. It consists of a 
gold medal and a sum of £40, and is awarded annually 
to an officer of the Royal Army Medical Corps for 
professional work of outstanding merit. The Leishman 
memorial prize, also given for work of. outstanding merit, 
and consisting of a silver medal and £30, goes to Major 
David Fettes, O.B.E., F.R.C.S.E., R.A.M.C. 


Dr. Thomas Simpson, medical officer in Nigeria, has 
been awarded the North Persian Forces memorial medal 
for 1938, for his paper entitled Yaws and its Treatment 
in the Bamenda Division of the Cameroons under British 
Mandate (West Afr. med. J. 1938, 10, 10). This medal is 
given for the best published paper on tropical medicine 
or hygiene by a medical officer, of under twelve years’ 
service, of the Royal Navy, Royal Army Medical Corps, 
Royal Air Force, Indian Medical Service, or Colonial 
- Medical Services. 


Mental Hygiene Congress 


The sixth congress of the European Committee for 
Mental Hygiene was held at Lugano, Switzerland, from 
June 4 to 6, under the presidency of Dr. A. Repond of 
Switzerland. The delegates included Sir Laurence Brock, 
chairman of the Board of Control, and Sir Hubert Bond, 
the senior commissioner, representing the British Govern- 
ment, and Dr. Doris Odlum, representing the National 
e for Mental ‘Hygiene. The subject of discussion 

“ Mutual Understanding and Mental Hygiene,” and 
sone the papers read was one on primitive civilisation 
and mutual understanding by Dr. Emanuel Miller and 
one on mutual understanding between human groups and 
between peoples by Dr. G. R. Hargreaves. 

The congress ended with a discussion on the immediate 
tasks of mental hygiene in Europe. Dr. Doris Odlum 
proposed that the committee should make a survey of 
the various aspects of mental hygiene in all the European 
countries, as the information would be of the utmost 
value both to those who were more advanced and those 
who were more backward in this field. She also proposed 
that the question of establishing an international nomen- 
clature of mental disorders should be pressed by the 
European committee, for this was one of the essential 
bases of scientific investigation in relation to mental health. 

The members of the congress were entertained to a 
banquet, and an evening party was held on the Lake of 
Lugano by the Swiss committee for mental hygiene, and 
by the town of Lugano. In all 14 countries were repre- 
sented, and the total attendance was over 80. Before 
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the congress opened a business meeting was held at which 
a constitution for the European Committee for Mental 
Hygiene was formulated. Prof. Auguste Ley of Brussels 
was elected president and Dr. H. Bersot of Le Landerson, 
Switzerland, hon. secretary and treasurer of the com. 
mittee. After the congress invitations were received from 
Sweden and Holland, and it is hoped that the next congress 
will be held in one of these countries in June, 1940. 


Medical Diary 


June 26 to July 1 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
SATURDAY. 
Orthopedics. 3 P.M. (St. Vincent’s Orthopedic Hospital, 
Pinner), demonstration of cases. 


BIOCHEMICAL SOCIETY. 
SATURDAY.—3 P.M. (at National Institute for Research in 
Dairying, Shinfield, near Reading), communications and 
demonstrations. 


ASSOCIATION OF CLINICAL PATHOLOGISTS 
SaATURDAY.—9.30 A.M. (at Coventry Joint Laboratory, Stoney 
Stanton Road, Coventry), meeting on the Clinical Pathology 
of Tuberculosis. Dr. S. Roodhouse Gloyne : Routine 
testing of milk for tubercle bacilli. Dr. Herta Schwabacher: 
Tests for differentiating saprophytic acid-fast bacteria from 
tubercle bacilli. Dr. E. N. Davey: Relative merits of 
culture and guineapig tests in the diagnosis of tuberenloss. 
Dr. C. E. Dukes: Excretion and identification of tubercle 


— —— ae 


bacilli in urinary tuberculosis. Dr. W. Pagel: The 
growth-retarding power of the blood-serum towards the 
tubercle bacillus, and the chronic type of disseminsted 


tuberculosis. Dr. A. 
and tuberculosis. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &e. 
BRITISH POSTGRADUATE MEDICAL S 
DDR TOS \L SCHOOL, Ducane 
R. ©. Wingfield : 


MONDAY.—4.30 P.M., Dr. 

T AA Oer nionl. $ sic aA 
UESDAY.— P.M., Sir ur Hall: Meningitis g Acute 

Infections of the Central Nervous System.. ingitis and 


F. Sladden : Association of silicosis 


Pulmonary 


WEDNESDAY.—NOON, ee and pathological conference 
(n medical). 2 P.M., "Dr. J. MacLennan : Bacteriological 
iagnosis of Intestinal intection. (I1) Dysentery, Cholera, 
and other Infections. 3 P.M., clinical and pathological 
conference (surgical). 
THURSDAY.—2.15 P.M., Dr. Duncan White : radiological 


demonstration. 3.30 P. M., Prof. Vernon Mottram l 
Nutrition and the Prenatal Child Pateri 
FRIDAY.—2 P.M., clinical ana 
obstetrics and gynæcology). 
ernia and its Treatment. 
Daily, 10 A.M. to 4 P.M., medical clinics, 
operations, 
operations, 
ST. GEORGE’S HOSPITAL, S.W.1. 
4 DAY.—5 P.M., Dr. ’ Anthony Feiling : 
demonstration. 


Boa FOR SICK CHILDREN, Great Ormond Street, 


ARUBRDA Y —2 P.M., Mr. Denis Browne : The Acute Abdome: 
Children. 3 P.M., Dr. Ian Cathie: The Collecti 

of Pathological Specimens. ne: AO 
Outpatient clinics daily at 10 A.M. and ward visits at 2 P.N. 


ST. JOHN'S HOSPITAL DERMATOLOGI 
5, Lisle Street, Leicester Square, WOS: i SOCIETY. 


pathological 
-30 P.M., Mr. 


Conference 
J. B. Hume: 


surgical clinics and 
obstetrical and gynæcological a and 


neurologia! 


WEDNESDAY. —ő P.M. a ME Royal Soo iety of Medicire, 
Wimpole Street, Prof. Grey T align 
Melanoma: (Prosser White oration.) a ed aS = 
FELLOWSHIP OF MEDIOINE AND POST 
MEDICAL ASSOCIATION, 1. Wimpole Sie we Reve 
MONDAY to FRIDAY.—ST. Mark’s HOSPITAL E.C. 1, all-dar 


course in proctology.—HOSPITAL FOR DISŠEASFS 
r SA F TH 
SEIN, Blackfriars, E.C.4, afternoon course in de EB OF Tet 


SOND AD oe De OL $ 

ONDAY.— A.M r mrie: Diabetes š 

plications. 2 P.M., Prof. E.F. F inch : T he Keats Aine. 
TUESDAY.—10 A.M., Dr. E. F. Skinner: Psychology i 


General Practice (I). 11.30 aar., Mr. R. St 

demonstration of casualty cases. 2 P.M., oe wey ue 
one Mr. J. PAD hie De ae Rectal Diseases. 

EDNESDAY.—10 A.M r. R. Platt: Nept s 4 

Diseases. 2 P.M., Mr. Glyn Day Mees iv ideo vagn 

Abnormalities. 3.30 P.M., Mr. F. W. Holdswort): 


Fractures. 

Bg is eget enti an H. = Yates : 
ocal anesthesia AM., Dr. J. L. A. G : v 
logy. 2 PM., Mr. W. Hynes: Acute Pyomonie Intenun 
Z TEMS Mr. A. W. Fawcett: P yogenic Infections of te 

FRIDAY.—2 P.M., Prof. G. L. Roberts : Diseases 
and Tongue. 3.30 P.M., Dr. F. Bllis : ‘pie ee 

SATORDAT T IOA M, Dr. A. G. Yates : Neurology. 11.3044 
Dr. E. F. Skinner: Psychology in Genera] Practice (I). 


demonstration & 


Pee fal sh eee 
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Appointments 


ARTHURE, H. G. E., F.R.C.S., M.R.O.0.G., obstetric surgeon to 
outpatients, Queen Charlotte’s Maternity Hospital. 

OHANOCE, LEON, F.R.C.S., resident, surgical officer at the 
Gordon Hospital, S.W.1 

DINGLE, W. T., M.D. Mane . junior assistant medical officer, 
North Middlesex County Hospital. 

Doses, R. H., M.B., M.R.O.P. Lond., assistant physician to the 
children’s department, City of London Mat ernity Hospital. 

HEPBURN, N. S., M.B. in., resident medical officer at the 
Park "Hospital, Davyhulme. 

MoDonaGu, V. P., M.B. Edin., D.P.H., assistant medical officer 
of ae and resident medical officer at the Isolation 
Hospital, Norwich. 

*MELLERSH, Mary D, M.B. Lond., D.R.C.O.G., 
assistant obstetric officer at the Crumpsall Hospit 

SKrEooH, H. Oh.M. Sydney, F.R.C.S. visiting ophthalmic 
surgeon, Redhill County Hospital, Edgw 

SmITH, A. F., B.M. Oxfd, research student | i ‘the department 
of clinical medicine, Oxford University. 

TAYLOR, R. A. R., M. . Glasg., assistant medical officer, North 

TEA County Hospital. 


Oentral Middlesex County Hospital :— 
Bony, J. M., M.B. Adelaide, junior resident assistant medical 


officer : ; 
HUMPHREYS, SYBIL M., M.B. Lond., assistant medical officer 


(aneesthetist) ; 
F.R.C.S.E., M.R.0.0.G., 


MaocvinE, S. S, 

`` (grade I); 

PAGEL, WALTER, M.D. renin assistant patbologist ; and 
Ruec- GUNN, ANDREW, R.¢. S., visiting ophthalmologist. 


London County a folowing appointments and 
transfers are announced (A.M.O. (I) or (II)= assistant 
medical officer class I or class IT 

BARRY, C. T., M.D. Paris, L.R.C.P. & S.E., A.M.O. (II), 
Highgate Hospital : : 
WALDEN, MARGHERITA N. , M.B. Lond., A.M.O. (II), Norwood 


resident 


obstetrician 


Hospital ; 
BURKE, JEREMIAH, M.B.N.U.I., A.M.O. (II), Paddington 
ospita 
Hay, MARGARET A., M.B. Aberd., A.M.O. (II), St. Mary, 
İslington ; ` 


LASKER, THEODORE, M.B. Lpool, assistant district medical 


officer : ; 
SAMUEL, I. N., o R.O.S., assistant district medical officer ; 
, E.R. Ò. S., A.M.O. (I), St. George-in-the- 


GUTHRIE, D. 
HARDIE, A. W., M.B. Aberd., A.M.O. (I), Lewisham. 


East ; E 
Medical Referee under the Workmen’s Compensation Act, 
1925: Dr. D. S. Murray of Stratford- er a a for the 
County Court District of Evesham (Circuit No. 22), the 
County Court Districts of Banbury and Shipston-on-Stour 
(Circuit No. 36), and the County Court Districts of Alcester, 
Stratford-on-Avon and Warwick (Circuit No. 53). 


Y acancies 


For further information refer to the advertisement columns 


seers ora Infirmary.—Asst. M.O. in X-ray and radium 
epts 

Army Denial Corps.—Commissions. 

Ashton-under-Lyne, District Infirmary.—H.S8., at rate of £150. 
Barbados General ’ Hosp. —Radiologist, £800. Also H.S. and 


angesthetist, £450. 
Beckenham, Bethlem Hosp., Monks Orchard, Eden Park.—Res. 
.P., at rate of £150. 
Birmingham, Queen Elizabeth Hosp.—Res. aneesthetist, Ne 
Darm ngham, The Children’s Hosp.—Sen. cas. H.S., at rate 
o 
Hill and 


Birmingham City—Jun. asst. M.O. for Rubery 
Hollymoor Divisions, £350. 
Birmingham Maternity Hosp.—Res. M.O. and reg., £200. Also 


H.S., at rate of £75. 

Bradford, ” Infectious Diseases Hosps.—Med. supt., £850. 

B ford: Royal Infirmary.—Res. M.O. and asst. pathologist, 
£250. Res. surg. Ja ean Also H.P. to radium and skin 
depts., at rate of £ 

Brighton, Royal e anan Hosp. for Sick Children.—H.P., £150. 

Bristol City and County.—Asst. M.O.H., £500 

Bristol General Hosp. —Cas. H.S., at rate ae £100. Two H.P.’ 8, 
three H.S.’s, res. obstet. officer, and H.S. to spec. depts., 
each at rate of £80. 

British Postgraduate Medical School, Ducane Road, W.12.— 
First asst. in dept. of medicine, £300 to £600. Also H.S. 
tos cal unit, at rate of £1 

British ie Cross Society Clinic for Rheumatism, Peto Place, 

W .1.—Hon. neurologist. 

Camb de Addenbrooke's Hosn.—H.S. and H.S. to spec. depts., 
each at rate of £130. 

Cardiff Royal Infirmary.—Res. anæsthetist, at rate of £100. 

Chelsea Hosp. for Women, S.W.3. —Anesthetist, 30 gns. 

Chester City Hosp.—Res. °M. O., £200. 

C'hesterfleld and North Derbyshire Hosp. —Res. surg. O., £300. 
Also cas. O. and fracture H.S., at rate of £225. 

Croydon County Borough. —Asst. M.O. H., £400. 
ewsbury and n coe Infirmary. —Sen. H.S., £200. 
SAIO second H.S., 

County Bria mara O.H. and school M.O., £900. 


* Subject to confirmation. 
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Durham County Council.—Res. med. supt. for School Aycliffe 
Colony, £800. 

Eastbourne, Royal Eye Hosp., Pevensey Road.—H.S., at rate of 
£100 and £175. 

Elizabeth Garrett Anderson Hosp., Euston Road, N.W.1.—Hon. 
first asst. to obstetric dept. Asst. pathologist, £250. Med. 
reg., £100. Also P., first, second and third H.S., and 
obstetric asst., each at rate of £50. 

Gloucester, Barnwood House TD: for Mental and Nervous 
Disorders.—Second asst. M.O., £450. 

lovers crehire Royal Infirmary, LC. bane to radiological dept., 


500 
Hartwoodhill Adult Mental Defective Colony, near Shotts, Lanark- 
Shire.—Med. supt., £700. 
Hosp: for Consumption and Diseases of the Chest, Brompton, 
W.3.—H.P., at rate of £50. 
oan. for Tropica Diseases, 25, Gordon Street, W.C.1.—Three 
each at rate of $120. Also ophthalmic surgeon. 
Hosp. Of st John and St. wet 60, Grove End Road, N.W.8.— 
Res. H.P., at rate of 8100. 
Huddersfield Royal Infirmary. —H.S. to abnormal maternity 
dept., at rate of £150. 
Hull, Beverley Road Institution.—Asst. M.O., £350. 
I ‘pswich, East Suffolk and Ipswich Hosp. —Radiotherapist, £600. 
Keighley and District Victoria Hosp.—First and second res. 
M.O.’s, at rate of £160 and £120 respectively. 
Kent Education Committee. Dental surgeon, £500. 
King Edward Memorial Hosp., Ealing. —Cas. O. 
res. M.O., at rate of £225. 
Leeds, St. James’s Hosp.—Res. surg. O., £350. 
Leicester City General Hosp.—Res. M. O., at rate of £300. 
Leigh Infirmary, Lanes.—Jun. H.S., at rate of £150. 
Lincoln County Hosp.—Jun. H.S., at rate of £150. 
Liverpool Hosp. for Consumption and Diseases of the Chest, 
Mount Pleasant.—Res. M.O., £150. 
ENDET DOOI Royal Children’s Hosp. 2 Two res. H.P.’s and two res. 
H.S.’s for city branch, Myrtle Street, each at rate of £100. 
Also res. M.O. and res. surg. O. for ’Heswall branch, each 
at rate of £120. 
Liverpool Sanatorium, Delamere Forest, Frodsham.—Agst. to 
med. supt., £225. 
eee Hn | School of Tropical Medicine.—Lecturer in parasitology, 


Pomon. O, Council.—Part-time obstetrician and gynæco- 

ogis 

London Homeopathic Hosp., Great Ormond Street, W.C.1—H.S., 
at rate of £100. 

London Jewish Hosp., Stepney Green, E.1.—Hon. clin. assta. 

London Lock Hosp. 283, Harrow Road, W.9.—Surg. reg., £100. 

Maida Vale Hosp. for Nervous Diseases, W.9.—Hon. radiologist. 

Manchester, Abergele Sanatorium.—Res. asst. M.O., £350. 

Manchester, Crumpsall Hosp.—Res. surg. O., £400. 

Manier Korgi Children’s Hosp., Pendlebury. —Res. H.S., at 
rate o 

Manchester Royal Infirmary.—Radiologist for X-ray diagnostic 

ae ama Also med. reg. to outpatient dept., at rate 
o ` 

Middlesex County Council.—Various eppomuacnte, £650 to £250. 

Oldham, Municipal Hosp.—Res. asst. M.O., at rate of £200. 

Ozford, ‘Exeter College. —Staines medical research fellowshi ,» £400. . 

Oxford, Wingfield-Morris Orthopedic Hosp.—Lord eld 

scholarship in oriiopædig surgery, £200. Also res. H.S., 

at rate of £100 to £120 

Pontefract General I nfirmary and Hydes Hosp.—Sen. res. surg. O., 
at rate of £175 to £200. 

Portsmouth, St. James Hosp. for Nervous and Mental Disease, 
Millon —Locum tenens asst. M. O., 7 guineas a week. 

Preston and County of Lancaster Royal Infirmary .—H.P., £150. 

Princess Elizabeth of York Hosp. for Children, "Shadwell, £.1.— 
Cas. O., at rate of £125. 

amanr Royal Berkshire Hosp.—H.8. to spec. depts., at rate 


Ponore oe solation Hosp. —Jun. asst. M.O., £25 

Royal Chest Hosp., City Road, E.C.1.—H. P., Ag ae of £100. 

Royal Goltev oft Physicians, Pall Mall East, S.W.1.—Asst. Pro phit 
scholar 

Royal College of Surgeons of England.—Examinership. 

Royal Naval Medical Service.—Medical officers. 

St. Mary’s Hosp. for Women and Children, Plaistow, £.13.— 
Res. H.P., at rate of £150. 

St. Thomas’s Paos ., S.E.1.—Hon. director of radiotherapy dept. 
Hon. neuro-surgeon. Also two physicians in charge of 
outpatients. 

Salford City.—Asst. M.O. for V.D. ens centre, £500. 

Sheffield Children’s Hosp.—H.P., £100. 

Shrewsbury, Royal Salop Infirmary. —Res. H.S., at rate of £160. 

Southampton County.—Asst. county M.O., £600 

Victoria Hosp. for Children, Tite Street, Chelsea, S.W.3.—H.P. 
and H.S., at rate of £100. Also cas. O., at rate of £200. 

Walsall General Hosp.—Res. surg. O., £300. ’ Also H. S., £150. 

Walthamstow Borough.—Asst. obstet. res. M.O. for Maternity 
Hosp., £200. M.o., 


Warlingham Park Hosp., 
7 guineas per week. 
West oes Hosp., Hammersmith, W.6.—Chief clin. asst. in 
X-ray (diagnostic) dept., £125. 
VII Hosp. —H.S., £120. 
a District War Memorial Hosp., Shooter’s Hill, 
S.E.18.—Cas. O., at rate of £100. 
Worcester Royal I njfirmary. —Hon. dermatologist. 
Worthing Hosp.—H.S. and H.P., each at rate of £130. 
Wrerham and East Denbighshire War Memorial Hosp.—Res. 
H.S. and res. H.S. to ear, nose and throat and ophth. 
depts., each at -rate of £150. 
York County Hosp.—H..S. to eye, ear, nose and throat dept., £150. 
York Dispensary.—Res. M.O., £20 0. 
The Chief Inspector of Factories announces a vacancy for 
psamnining Surgeon under the Factories Act, ECE ae 
segness 


and deputy 


Surrey.—Locum tenens 
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NOTES, COMMENTS, AND ABSTRACTS 


PLANT GENETICS AND HUMAN 
WELFARE* 


By R. RuGewies Gates, D.Sec., LL.D., F.R.S. 


PROFESSOR OF BOTANY IN THE UNIVERSITY OF LONDON, 
AT KING’S COLLEGE 


AGRICULTURE, which involved the domestication 
of plants, began very early, perhaps even 10,000 
years ago; and with it began selection to improve 
the type. Such selection was for long unconscious, 


but there is evidence that even in the early pre-. 


historic civilisations striking progress had been made 
in the improvement of various food plants. 

The most widely used food plants are now wheat, 
maize and rice. The cultivation of wheat began so 
early that it seems possible that the hexaploid bread- 
wheats were never truly wild species but that they 
originated from chance hybrids of more primitive 
forms which are known to have been in cultivation, 
and some of which are cultivated still. Maize 
appears to have been moulded by man even more 
than wheat and nothing like it has ever been found 
in a wild state. Rice, on the other hand, whose 
culture probably arose in China, required little altera- 
tion by man, and various nearly related wild species 
are found both in Asia and Africa, 

Since the development of genetics during the present 
century, the production of new types of cultivated 
plants has gone on apace. This applies not only to 
widely cultivated species such as the cereals, cotton, 
tobacco, sugar-cane, sugar-beet and a host of others, 
but also to many wild plants whose cultivation by 
man is just beginning. Even forest trees are now 
receiving the attentions of the plant-breeder, with 
results that are of great economic importance. . ` 

The principles of Mendel, rediscovered in 1900, 
and the subsequent researches on the structure and 


division of chromosomes and their relation to. 


hereditary processes, have given us a combined 
weapon for understanding how new forms of plants 
have been produced in the past, and therefore how 
they can be experimentally produced or improved 
in the future, 


SELECTION AND CROSSING OF WHEAT 


In all the wheats, as in many other plant genera, 
the chromosomes run in multiples of a fundamental 
number. Thus the diploid species of wheat (Triticum) 
have 14 chromosomes, the tetraploid species 28, 
and the hexaploid species 42. The diploid condition 
is undoubtedly the most primitive, and from it the 
species with higher numbers have been derived through 
later evolution. Hybridisation has taken a consider- 
able part in this evolution, and Percival has brought 
evidence to show that the nearly related genus 
Ægilops is also involved in the ancestry of the 
hexaploid wheats. 

The step from tetraploidy, in the durum or hard 
wheats, to the hexaploid bread-wheats can be pictured 
as taking place through a cross between a diploid 
and a tetraploid form, one of which probably con- 
tained already one set of Aigilops chromosomes. Such 
a hybrid would be triploid having three sets of chromo- 
somes, and would be sterile. But we know from 
various other actual cases that such a hybrid will 
occasionally double its chromosomes. This produces 


* Abridged from a Chadwick lecture delivered in the Chelsea 
Physic Garden on June 15. 


a form which is fertile because all the chromosomes 
have mates, and it will breed true because the mated 
chromosomes are alike. We thus have a new species 
resulting from a brief course of events which began 
with an interspecific hybridisation. Several wild 
species are now known to have originated in this way, 
and many more have been produced artificially in 
the same way. 

When I visited Russia in 1926 I was shown, at the 
famous plant-breeding station at Saratov on the 
Volga, hybrids between wheat and rye, some of which 
have since proved to be of similar character. Rye 
has only 14 chromosomes, so its hybrids wil get 
seven rye chromosomes. The vulgare or bread. 
wheat will supply 21 chromosomes to a hybrid, 
so that the wheat-rye hybrid will have 28. Such 
crosses are sterile, but some doubled their chromo- 
somes to produce a fertile form with 56 chromosomes, 
Such hybrids, in which the chromosome number has 
doubled, are known as amphidiploids. This amphi 
diploid with 56 chromosomes was crossed back to 
the wheat and thus gave rise to a series of forms 
showing extreme variation, One of these had better 
grain than the wheat parent, some showed a marked 
increase in yield, others had the very hardy qualities 
of the rye, others were very early, and so on. Similar 
constant hybrids between wheat and rye have been 
obtained in the United States, Sweden, Germanr 
and Canada. 

More recently, still wider crosses have been pro- 
duced between wheat and couch-grass, Agropyrum. 
These hybrids are perennial like the couch-grass, 
Some of them have doubled their chromosomes, 
producing a form which the Russians claim is an 
excellent perennial crop for grass or hay as well a 
a grain for fodder. Some of the derivatives from 
another similar cross are frost-resistant, some are 
drought-resistant, some annual, and some are said 
to have a greater yield and better quality than wheat. 
The flour from this source will have a distinctive 
flavour. Some of these hybrids are also immune to 
rust and smut, the two most serious diseases of wheat. 

These modern intergeneric hybrids, and their 
selection to produce useful economic types, hare 
only been made possible by the application of genetical 
methods combined with the microscopic study of th 
chromosomes. It may be expected that in the futur 
such methods will greatly extend the types of economi 
plants used by man. 


However, the main effort in wheat-breedin œ in the — 


numerous laboratories devoted to this 
many countries is confined to the more orthodox 
methods of improving the vulgare wheat itself br 
producing varieties which have a higher yield, ar 
immune to rust and other diseases, or which matur 
more rapidly and -so escape the frosts of norther 
latitudes. In Canada the wheat belt has _ steadil 
moved northwards for many years, and this has beet 


subject i 


made possible by the production of varieties whict | 


reach maturity in a shorter period after sowing 
g. 


BREEDING FOR IMMUNITY 


The great enemy of cereal crops is the 
fungi known as rusts. Yelow stem rust 
(Puccinia glumarum) is the active species in this 
country, and the success of Biffen. in 


i : showing (l) 
that resistance to it behaves as a Mendelian Boi 
in inheritance and (2) in producing resistant varieties 
for the English farmers, is well known. Tn Canada 


and Australia the black stem rust, Puccinia gramini, 


croup of- 
of wheat | 
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is mainly concerned, and wheat varieties which are 
partially resistant to it have been produced. Never- 
theless there is probably no such thing as complete 
immunity, and the problem of breeding for rust- 
resistance in addition to high yield and other qualities 
has become very complex. 

In Manitoba alone the loss to the wheat crop from 


stem rust is estimated at £2,650,000 annually during - 


the period from 1916-37. In the eight-year period 
from 1925-32 the average annual loss from rust in 
Manitoba and Saskatchewan, two of the three great 
wheat-producing provinces, was 37,000,000 bushels. 
The losses to wheat-growers from this source are 
therefore enormous, and the scientific problem of 
producing a crop which is resistant to the disease is 
correspondingly great. . 

The rust fungus completes part of its life-cycle 
on the barberry, so barberry bushes have to be 
eradicated as far as possible wherever wheat is 
grown. In Canada there is the additional difficulty 
that the crops are frequently infected by clouds of 
spores blown by the wind from the somewhat earlier 
wheat-fields farther south in the United States 
across the border. The spores have been found in 
the air by flying aeroplanes with exposed glass slides 
coated with Vaseline. In this way spores have been 
shown to be present in the air in summer at an altitude 
of 2-3 miles. Such spores can of course be carried 
long distances by the wind. Some two weeks before 
an infection appears in the field the spores can be 
found in the atmosphere, Barberry is now practically 
eradicated from Western Canada, and the summer 
spores are killed by the low winter temperatures, 
so that these possible sources of infection are 
eliminated. Spore-showers are also shown to be 
highly correlated with the occurrence of south winds, 
so there is no doubt that the spores from wheat 
crops further south are the source each year of infection 
of the Canadian wheat-fields, 


VARIATION IN THE ATTACKER 


_ The most difficult aspect of the problem, however, is 

the multiformity of the fungus itself. There are 
several different varieties of stem rust which affect 
different cereals, and wheat stem rust alone is known 
to contain about 150 different races or biotypes. 
These were recognised by their various effects on 
twelve different varieties of wheat. Stakman, of 
Minnesota, a pioneer in this line of investigation, 
has recently produced from one cell of the maize 
smut fungus 162 distinct strains by mutation in 
artificial culture in a few months. 


These physiological forms or biotypes of the 


fungus differ in their ability to produce infection. A 
particular variety of wheat may be highly resistant 
to several forms of the fungus, partially resistant to 
some and highly susceptible to others. All grades 
of susceptibility are found to exist. Moreover, 
a wheat crop which is relatively free from rust in 
one year may succumb to an epidemic if infected by 
the spores of a different strain of rust in the next year. 
A variety which is resistant in one part of the country 
or in one year may be susceptible under a different 
attack, and so the complicated battle between the 
unwelcome fungus and its resisting host goes on. 

The nature of the resistance offered by the wheat 
plant has also been much investigated, as well as the 
manner of its inheritance. It appears that one 
gametic difference is responsible for immunity to 
many forms of a particular fungus but not to all, 
while certain species of wheat may show group 
immunity to a number of different fungal parasites, 
Vavilov finds that each group of plants has developed 
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its natural immunity mainly in particular geographical 
regions. Thus the wheats from Transcaucasia and 
the Mediterranean contain the greatest number of 
resistance genes, In oats, he believes that immunity 
is concentrated in the Mediterranean group and the 
Pyrenees. Pears frm Eastern Asia and potatoes 
from Southern Mexico are resistant to fungal attack. 
Such forms are regarded as resistant to all the strains 
of a particular fungus. This principle may be 
important, but it requires verification. 

Each year a number of physiological forms of the 
rust are present in the Canadian wheat-fields, but 
usually one or two forms predominate. The form 
which is rare in one year may be the most common 
in another, and this as well as weather conditions, 
which may favour or hinder the fungus, accounts 
for the fact that the losses in some years are much 
more severe than in others. Thus 1916 and 1923 


_were disastrous years for the wheat crop. 


But this is not all, for Dr. J. H. Craigie made the 
discovery at Winnipeg some years ago that the various 
strains of the rust can hybridise on the barberry 
leaves, thus introducing a new sexual phase into the 
life-history which had not previously been under- 
stood. It has been shown that in this way new strains 
of the fungus can be produced by artificial mixing 
of the pyecnidial nectar on the barberry leaf. From 
one such cross a number of races of the rust were 
derived, some of which were already common and 
others new. Such new races are, indeed, continually 
being produced in nature both by hybridisation and 
by mutation. 

These facts show how the genetics of the parasites 
as well as of their hosts must be investigated 
in order to obtain a relative immunity. It also 
shows the somewhat precarious way in which the 
superiority of the crop over its enemies is maintained, 
But the problem of the production of resistant varieties 
of plants is much larger than J have yet indicated. All 
wild plants have their fungal parasites, and as the 
various fungi differ greatly in their life-histories 
and methods of attack, each case of host-parasite 
relationship has its own peculiar features. In North 
America already varieties resistant to certain parasites 
have been produced not only in wheat and other 
cereals but in lettuce, cantaloup, tomato, cabbages, 
sugar-beet and sugar-cane, Varieties of various 
legumes have recently been selected for resistance to 
leaf mosaic, a virus disease. 

As yet very little has been done in producing 
immune varieties of horticultural plants, but no doubt 
this can be accomplished as it has been with agri- 
cultural varieties. A few years ago a very serious 
rust disease of antirrhinum appeared in this country. 
Its effects are so serious that the only satisfactory 
solution will be the production of a highly resistant 
variety. 


HYBRID VIGOUR 


The important principle of hybrid vigour which 
Darwin observed was first made use of by geneticists 
in connexion with the modern breeding of maize. 
It was found that Fr hybrids between different strains 
of maize are much more vigorous as plants and give 
a much higher yield than the relatively pure parents. 
So important is this effect that methods have been 
introduced by which much of the crop each year is 
produced from seeds of an Fy cross. Extreme inbreed- 
ing in maize produces finally dwarfed plants with 
very small ears. A cross between two such strains 
produces hybrids with extreme vigour, but this 
vigour rapidly diminishes unless the full hybrid 
condition is maintained by out-crossing, 


1474 THE LANCET] 


What selection will do for maize has been 
strikingly shown by an experiment begun at the 
University of Illinois in 1902 and carried on until the 
present time. Dr. Cyril Hopkins selected from a 
field of maize of one variety, the ears growing 
respectively highest and lowest òn the stalks. Their 
seeds were sown separately and the resulting strains 
in six years of further selection showed a mean 
difference of 34-2 in. in the average height of the 
ears and an average difference of 34:7 in. in the mean 
height of the two strains of plants. After the selection 
had been continued for twenty-five years the two 
strains were so unlike that it was difficult to believe 
they had a common origin. The mean height of the 
ears was in one strain 8-1 in. from the ground and 
in the other 126:5 in. The low-ear strain was also 
much earlier and had a higher yield than the high- 
ear strain, I may remark that this type of experi- 
ment raises problems which are still difficult for the 
geneticist to explain. 

The principle of hybrid vigour will no doubt receive 
many other applications in the production of higher 
yields. A recent striking case has been shown in 
tomatoes, Twenty-nine crosses were made between 
different varieties and in twenty-seven of them the 
hybrids gave an increased yield over both parents. 
The average increase in yield was 95 per cent., and in 
a majority of cases the plants were also earlier than 
either parent. These results of experiments carried 
out in New Zealand show that in tomatoes hybrid 
vigour is of great importance, nearly doubling the 
yield, 

THE IMPROVEMENT OF TREES 

Nowhere is hybrid vigour more strikingly 
exemplified than in trees. Burbank produced a 
hybrid walnut tree of enormous growth many years 
ago. But large size in trees can also be produced in 
quite another way—i.e., by a mutational increase in 
the number of chromosomes. The European aspen, 
Populus tremula, normally has 2n = 38 chromosomes 
in its cells, Geneticists have recently found in three 
different localities in Sweden triploid trees with 
57 chromosomes, These trees are unusually tall and 
massive, with larger buds and twigs. The leaves 
are thicker and darker green and they have more than 
twice the surface of the normal leaves, 

Forest genetics is evidently a field in which very 
large future developments can take place. There is 
equal scope for its application to tropical trees. 
Coconut selection has begun in New Guinea, and in 
Malaya there are estates of dwarf coconuts, the tree- 
trunks being so short that the nuts can be picked 
from the ground, 


DRUGS, FODDER AND FRUIT 


Cinchona, the source of quinine, was introduced 
into Indo-China from South America in 1869. 
Genetical work to improve the strain in the yield of 
quinine only began in 1917, Many other plants 
yielding drugs have not yet reached the stage of 
cultivation, which is always followed sooner or 
later by attempts to improve the plant as a producer. 
An interesting example of this kind is the sweet 
lupin which Erwin Baur produced by selection from 
a very large number of plants. It was free from a 
bitter alkaloid, which is normally present in lupins, 
and has become an important fodder plant, valuable 
for its protein content and because it can be grown 
on light soils. By similar methods Baur obtained 
a sweet clover (Melilotus) which was free from the 
bitter alkaloid coumarin, 

The production of improved apple varieties can 
take place more rapidly now that we understand the 
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cell structures and changes underlying the production 
of new forms of this fruit. The chromosomes m 
apples, pears, plums, cherries and related forms are 
in multiples of 17. Some apple varieties, such as 
Northern Spy, have 34 chromosomes; but many 
of the best varieties, such as Baldwin, Gravenstein, 
Blenheim and Bramley’s seedling, are triploid, with 
51 chromosomes, This means that the pollen is 
sterile, because the chromosomes are not all in pairs, 
and the variety will only remain true from cuttings 
or grafts. In Sweden, Nilsson-Ehle has recently 
shown that it is relatively easy to obtain new tetra- 
ploid forms with 68 chromosomes from the triploid 
Belle de Boskoop and Blenheim simply by growing 
large numbers of open-pollinated seeds. <A few will 
have this high chromosome number. They are larger 
with broader leaves and other useful new characters, 
The crossing together of different tetraploids is a 
new line of apple fruit development, and, judging 
from the conditions in other plants, they may be 
more hardy and make it possible to grow apples in 
higher latitudes than now. Furthermore, by crossing 
such tetraploids with various diploids a whole series 
of new and probably valuable triploid apple varieties 
can be produced. 

Fortunately for man, large-fruited bud-mutations 
have appeared in many fruits such as grapes, plums, 
pears, apples, where they are relatively common, 
and citrus fruits, where they frequently occur, One 
branch of a tree will bear the new type of fruit, 
which can be perpetuated by cuttings and grafts 
from that branch. In some cases the cells of the large- 
fruited branch have doubled their chromosomes, 
but in others the chromosome number remains 
unchanged, Seedless varieties of many fruits have 
had the same origin, as bud-mutations propagated 
by man. 

In Russia, Michurin has produced large numbers of 
fruit trees of a new type, by resorting to mass selection 
on a large scale of the seedlings of the genus Actinidia. 
This genus of plants belongs to the mainly tropical 
Asiatic family Dilleniaces, but one hardy species 
of Actinidia occurs in the Amur region of Siberia. 
From it has been produced serviceable fruits for 
cultivation, while some forms are grown as oma- 
mental shrubs. 

That there is still abundant opportunity for bring. 
ing new plants into cultivation and improvement by 
man is shown by the history of the blueberry 
(Vaccinium pennsylvanicum) in America, The frits 
of this plant, which are much like our bilberry, but 
with a distinctive flavour, have been collected in 
moorlands and eaten by the aborigines from time 
immemorial, and by Europeans since their advent. 
One botanist, Dr. F. V. Coville of the American 
Department of Agriculture, set to work and in thirty 
years of selection and breeding produced a blueberry 
of excellent flavour which is as much as an inch in 
diameter, It is now grown as a prolific crop in 
areas where no other form of agriculture could 
succeed, 

At the plant-breeding station at Coimbatore in 
South India, sugar-canes have recently been crossed 
not only with other species of Saccharum but even 
apparently with Sorghum and bamboo These 
crosses appear to be realities and they should give 
a wide new series of hybrid types, selection from which 
might produce, for instance, perennial sugar-canes of 
great growth and of much value. iia 

Strawberries only came into cultivation in E 
in the fourteenth to sixteenth J 
long continued to be collected wild. 
in many countries, The European 
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berry have 2n = 14 chromosomes and small fruits. 
The modern huge strawberries are descended from 
crosses between the Virginian and the Chilean species, 
both of which are octoploid in their chromosome 
number, Philip Miller, who was in charge of 
the Chelsea Physic Garden for forty-eight years 
(1722-70) and did so much for gardening in 
England, brought to England from Holland in 1759 
some plants which must have had this origin. 

Our cabbages and their relatives belonging to the 
genus Brassica have been the subject of many interest- 
ing genetic developments in recent years. The 
cabbage itself is clearly descended from the wild 
Brassica oleracea on our coasts. Some twenty years 
ago I found that wild cabbages from Shakespeare’s 
Cliff at Dover (where they are practically the only 
plants to grow on the bare vertical face of the chalk 
cliffs), when cultivated from seeds under garden 
conditions, change their habit greatly and form 
enormous rosettes of much larger and more fleshy 
leaves. It is not generally recognised that in some 
plants the immediate effects of cultivation are very 
great. 

Modern genetic work with sugar-beets, potatoes 
and tobacco is also of immense importance. 


COLCHICINE AND CHROMOSOMES 


I wish finally to refer to a recent very effective 
method of doubling the chromosomes of plants and 
so producing new and largerforms, In 1937 Blakeslee 
and Avery discovered that the alkaloid colchicine, 
when applied to parts of a plant such as the seeds, 
roots or other tissues, causes doubling of the chromo- 
somes, This method is now being used in many 
, laboratories in different countries, A tetraploid 
, zinnia was produced by dropping a dilute solution 
-= of colchicine on very young seedlings, and a polyploid 
wild strawberry (Fragaria vesca) has been produced 
in this way. Tetraploid and octoploid petunias arose 
from seeds soaked in colchicine or seedlings in which 
the plumule was treated with the solution in agar. 
' Tetraploid sugar-beets have been produced in Sweden 

but their economic value is not yet tested. In Russia 
-@ large number of tetraploid forms of barley and 
flax have been obtained in this way, as well as 
polyploid tobacco, lettuce, rye and other plants, 

_ By repeated treatments of onion root-tips as many 
- as 1000 chromosomes have been obtained in a single 
=- cell, Dilutions up to five parts in a million are 
effective, 

~. Itis probably significant that colchicine is chemically 
- related to the carcinogenic hydrocarbons and the 
: sex hormones. Another substance, acenaphthene, 
has since been shown to have similar effects. High 
; temperatures have produced similar results in certain 
cases, 

These recent methods of chromosome doubling, 
combined with the method of distant hybridisation 
; in which a sterile hybrid can have its chromosomes 
, doubled and so produce a fertile new form, have 
; really opened a new era in plant genetics. Man 
may now expect to do in a short time what nature 
; has taken ages to accomplish. The present prospect 
: for the plant-breeder, given the new tools with which 
, he is now equipped, is brighter than ever before. 

. It should be pointed out, however, that there are 
i certain dangers accompanying plant-breeding which 
will require greater vigilance in future than they have 
received in the past. It is somewhat uncertain how 
cultivated musk lost its odour. Many beautiful 
; modern roses, produced by crossing for the loveliness 
- of their petals, have inadvertently lost their scent. 
. Plant genetics in the past has been mainly devoted 


_ NOTES, COMMENTS, AND ABSTRACTS 


[JUNE 24, 1939 1475 


to increased yield, larger fruits and resistance to 
disease. In the future, such qualities as vitamin 
content must not be neglected. It is known, for 
instance, that varieties of apples and other fruits 
differ greatly not only in flavour but in vitamin- 
content. It may even become necessary to protect 
food-supplies by enacting that new varieties of fruits 
and vegetables shall not be lacking in vitamins, 
however attractive they may be in other respects. 


MATERNAL SUPERVISION IN RURAL AMERICA 
BETWEEN September, 1929, and June, 1932, a 


survey! was made of maternity cases in the rural 


county of Cattaraugus, New York, especially from 
the aspect of the medical and nursing care received 
by these patients. Of the 312 pregnancies investi- 
gated 278 terminated in live-births (5 of which were 
multiple), 13 in stillbirths, and 21 in abortions. 

Though almost all the deliveries were attended by 
a doctor, only about half the women registered with 
a doctor before the end of the fifth month and a very 
small proportion made regular prenatal visits. The . 
report suggests that either the physicians failed to 
emphasise the need for regular supervision or they 
were unable to change the attitude prevalent in rural 
communities that a doctor is only needed in case of 
actual illness. The amount of prenatal care received 
was considerably greater among mothers in the 
highest economic group. Age of the mother had less 
influence than order of pregnancy, primipare being 
much more ready to seek advice than those who had 
already borne two or three children. The service 
given by public-health nurses consisted almost 
entirely of educational visits in the homes, there 
being no mothers’ clubs or prenatal clinics. One or 
more prenatal visits were paid by a nurse to a quarter 
of the cases, but only 8 per cent. were visited in the 
sixth month or earlier, so there was little opportunity 
for instruction in the hygiene of pregnancy or for 
preventive supervision. 7 

A surprisingly small amount of postnatal attention 
seems to have been given: a quarter of the women 
were not seen at all by a doctor after delivery, and 
another quarter only received one visit. Only 
37 patients out of the whole series were examined a 
month or more after delivery. Some postnatal super- 
vision was given by public-health nurses to about a 
third of the mothers, but a high proportion of those 
who reported some complaint after childbirth had 
received very little postnatal care or none at all. 

A large majority of country-dwelling mothers in 
America have their confinements in their own homes 
—in the present investigation only 11 per cent. were 
delivered in a hospital and 7 per cent. in a maternity 
home. This seems to be a particularly fruitful 
ground for a full service of home nursing. Two 
experiments ? in providing nursing assistance in rural 
homes during delivery have been made in New York 
state, and as a result the investigator feels that such 
a service is ‘‘an important, if not the most produc- 
tive, service in securing family and medical céoperation 
in maternal and child care.” 


A CATALOGUE OF MEDICAL BOOKS 


THE new edition of Lewis’s Medical and Scientific 
Lending Library has now been completed by the issue 
of part II, being the classified index of subjects 
(H. K. Lewis and Co., pp. 156. Both parts together 
16s.). The catalogue is now complete up to the end 
of December, 1937. A prefatory note contains a 
critic’s regret at the delay ; but the editor justifies 
it by the very large amount of work involved in 
preparing a catalogue of this kind. Another critic 
complains that he does not understand the terms 
used to describe the size of the books. This is stated 


1. Wiehl, D. G., and Berry, K., Milbank mem. Fa quart. Bull. 
April, 1939, p. 1. 
2. Sheahan, M. W., Ibid, p. 113. 
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in the time-honoured method of stating the size of 
the sheet of paper used in the printing press, and the 
number of foldings after leaving the press. The 
preface gives an explanatory table of what is meant 
by crown-folio, royal-quarto and demi-octavo, but 
“Wwe are inclined to agree with the critic that these 
terms, well understood though they may be in the 
printing-house, are not sufficiently current among 
book borrowers for their guidance. If the size of 
the book is to be given at all, it might be stated in 
inches or centimetres. The editor also hasa complaint. 
He deprecates the growing practice among publishers 
of giving misleading and frivolous titles to otherwise 
serious works. As a result, anyone who is compiling 
a catalogue such as this has to refer to the book itself 
before: he can determine its place in the subject index.. 
The difficulty is familiar here, and we would suggest 
to the publisher who, quite naturally, wishes to use 
an attractive title to sell his book that he should make 
it clear in a sub-title what the book is about. We 
may congratulate Messrs. Lewis on the completion of 
a laborious and difficult task. The catalogue is 
essential to subscribers to the library and will be useful 
to many others. 


URIC ACID IN THE SALIVA 


A CORRESPONDENT asks for details of the test for 
salivary uric acid referred to in our Bucharest letter 
for May 27 (p. 1226). The method was described by 
Dr. Joseph Kallés at a meeting of the medical society 
of Arad, Transylvania. Four reagents are required : 
(1) dissolve 25 grammes of sodium tungstate in 
100 c.cm. of water and add 20 g. of 80 per cent. 
phosphoric acid.: Boil the mixture for 1-2 hours 
and then make up to 250 c.cm. with water. If the 
solution is at all blue add 3 or 4 drops of bromine 
water and boil again. This reagent may be kept for 
years at room temperature. (2) A 20 per cent. 
solution of sodium carbonate. (3) A 20 per cent. 
solution of sodium hydroxide. (4) A N/1000 solution 
of potassium ferricyanide. The saliva is collected in 
a small cup, and for this purpose salivation can be 
usefully stimulated by making the patient suck a 
thermometer or glass rod. 

For the test measure 1 c.cm. of saliva into a test- 
tube, add 1 c.cm. of reagent (2) and shake. Then 
add 3 drops of reagents (1) and (3) and run in 
reagent (4) from a burette until the blue colour 
turns to an opalescent white. The uric-acid content 
of the saliva in mg. per 100 c.cm. is then found by 
multiplying the volume of reagent (4) used by 100 
and dividing by 11. Thus if 0°45 c.cm. of ferricyanide 
is used the result is 0°45 x 100 +11=4°0 mg. 

Dr. Kallés says that if the reagents are kept in 
stock the test can be carried out in under five minutes. 
The normal content is 2°5-4°0 mg., and a reading of 
over 4'0 mg. per 100 c.cm? indicates excessive uric- 
acid production, 


NEW PREPARATIONS 


FLAVOGEL is a homogeneous preparation of acri- 
flavine (1 in 1000) in a water-soluble jelly base. The 
antiseptic, it is claimed, is brought into intimate 
contact with the tissues, and its maximum effect 
continues until the dressing is removed. The jelly 
base is considered economical because it discourages 
absorption of acriflavine by the dressing itself, and 
it also enables the dressing to be removed without 
harming granulation tissue. Flavogel is recom- 
mended as a dressing for wounds (infected or 
uninfected), as a protective after incision of septic 
lesions, for the local treatment of septic conditions 
of the skin, and as an antiseptic lubricant. It is 


prepared in collapsible tubes by Glaxo Laboratories ` 


Ltd., Greenford, Middlesex. 


DmoL LAXATIVEs.—Dimol is an antiseptic used 
both internally and externally. Its active principle is 
dimethylmethoxyphenol, with tri- and tetra-methy]l- 
phenols, and the chief advantages claimed for it as an 
intestinal antiseptic are that its potency is high, that 


it is non-toxic even in very large doses, that it is not 
absorbed, and that it is not broken down in the gut, 
The makers, Dimol Laboratories Ltd. (34, Ludgate 
Hill, London, E.C.4), now offer Dimol Paraffin 
“ prepared from high viscosity liquid paraffin of the 
finest quality, emulsified with Dimol in a small 
quantity of pure vegetable oil.” They also issue 
Dimol Compound Syrup of Figs, a mild aperient 
particularly designed for women and children. They 
suggest that intestinal toxemia or excessive fer 
mentation can be conveniently corrected by the 
associated antiseptic and laxative action of these 
new preparations. 


A new packing for Cycliton is announced by 
RocuHe Propucts Lrp. (Welwyn Garden City, Herts). 
The drug is described as a circulatory and respiratory 
stimulant acting through the central nervous system, 
and it has hitherto been sold only in ampoules and in 
solutions and tablets to be taken by mouth. Itis 
now available in rubber-capped phials each con- 
taining 15 c.cm. of sterile solution for injection, 


ADAMANTINOMA AND MULTILOCULAR CyYSTS.—Mr. 
H. T. Roper-Hall, writing from 434, Calthorpe Road, 
Five Ways, Birmingham, 15, says that he would be 
grateful for “ cases, histories, radiographs, slides, and 
references to adamantinoma and multilocular cysts 
of the jaws and elsewhere. Everything will be well 
cared for and safely returned.” 


LEFT VENTRICULAR FAILURE: CORRIGENDUM— 
Dr. Evan Bedford wishes to correct a sentence in his 
lecture as published in our issue of June 10. In the 
second column of p. 1307 it should be stated that 
“ McMichael has shown that the normal increase in 
systemic output that follows change from the upright 
to the horizontal posture is preserved in left-sided 
failure only by a further rise in pulmonary pressure.” 


The reference to McMichael’s work in the biblio- 
graphy should be replaced by the following: | 


McMichael, J. (1938) Trans. med.-chir. Soc. Edinb. 
p. 161 (Edinb. med. J. August). 


Births, Marriages and Deaths 


BIRTHS 
ASKEY.—On June 15, at the nursing-home, 53, Ritherdon Road, 
S.W.17, the wife of Dr. S. G. Askey —a son. On 
BootH.—On June 7, at Barnton, Northwich, the wife of Dr 
Frank Booth—a daughter. 
OASTLER.—On June 16, the wife of Dr. Eric G. Oastler, of 


Glasgow—a son. 
OFFICER.—On June 4, at the British Military Hospital, Deolal 
India, the wife of Major W. J. Officer, R.A .M.C.—a danughte. 


MARRIAGES 


MaTHESON—REID.—On June 14, at the Parish Church, Mor 
cambe, A. Cameron Matheson, M.B., to Elisabeth Reid. 

NIGHTINGALE—LANCASHIRE.—On June 10, at the Hok 
Innocents’ Church, Fallowfield, Roland Nightingale, MB. 
to Mary Sidney Lancashire. ae Se 

RUSSELL—CAMPBELL.—On June 15, at St. Giles Cathedra 
Edinburgh, Charles Scott Russell, F.R.C.S.E., to Eyelin 


Campbell. 
-DEATHS 


BAKER.—On June 13, at Camberley, Sir Jol Bake D. 
3 Abord. Aged Ti + al ii DAR, Baker, J 
EWLEY.—On June 18, & verstoke, Colonel Alfre¢ ‘jlliac 
Bewley, C.M.G., L.R.C.P.L., late AMS. awed pace Willies 
CoLE.—On May 21, at 63, Connaught Avenue, Plymouth, Jo 
ë r Edwarda Cole, Nika M.B.Camb., D PÊH ` 
OLLINS.—On June 18, at Aldeburgh, Henry at ins. 
M.R.CS., L.S.A., in his 89th year. YOY Colin 
Davirs.—On June 13, at Kingsclere, James 
O.B.E., M.R.C.S., formerly of Ryde, 1.O.Ww 
year. 
Kemr.—On June 16, John Harold Kemp, 
Woodchester, Horsham (sometime of 
n eiar i — 
UNAN.—On June 15, a airgowrie, Charles Smi a 
k M.B., C.M, Edin., aged, 85. aries Smith Lu 
EALE.—On June 16, iliam Henry Neale d. 
of Loudoun Road, N.W.8. Seas MED. Loni 
RiaBy.—On June 17, in London, John 
Rigby, O.B.E., M.B. Camb., late of 
aged G8. 


N.B.—A fee of Ts. 6d. is charged for the ar ie te PE 
Marriages, and Deaths Comer of Bits 
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REFERENCES AND ABBREVIATIONS 


Iteaders in search of a given subject will find it useful to bear in mind that the references are in several 


cases distributed under two or more separate but nearly synonymous headings. 


Institutions 


and Corporations with the right to the prefix Royal will be found under that prefix, with the 
exception of Hospitals, which will be found under that heading; and Medical Societies, which 


are separately indexed 
versity, (A)=Annotation, 


(C) = Correspondence, 


under Societies. All Universities are indexed under the word Uni- 
(LA)=Leading Article, 


(ML) = Medico-legal, 


(NI)=New Inventions, (O) =Obituary, (PCP)=Panel and Contract Practice, (PI) = Parliamentary 


Intelligence and (R) = Review. 


A Concordance of page numbers and dates of issue will be found on page xxvi 


A 


Abdomen—acute, auscultation of (A. C. 
Fisher) (C) 6053; acute, in old age, 
1210; air-raid wounds of, 171, 469, 
719; Obronic Diseases of Abdomen 
(C. J. Marshall) (R) 579; Fowler 
position, tilting bed and, 568, 570; 
see also Lymphadenitis and Peritonitis 

Aberdeen, Lady, death of, 1001, (A) 999 

Abortion—induction of, in Denmark, 
1455; infected dressings and (R. 
Cruickshank) (C) 726, (LA) 881; 
prevention of, 491, welfare centres and 
(J. Malleson) 366, (M. H. Jackson) 

F. W. S. Browne) (C) 478, 

1360, L 1387 ; professional secrecy 

and ( ) 345, 1360, (LA) 1387 ; report 

on, 1360, (LA) 1387, (PI) 1409; see 
also Pregnancy 

` Abortus fever, see Undulant fever 

Abrahams, Sir A., hypotension (C) 60 

Accidents, see Industrial medicine, 
Injuries, and Road accidents 

Acland, Sir F., death of, 1394 

Acoustic, see Auditory and Ear 

Adamentinoma, multilocular cysts and, 

Adams, F. D., and Cabot, R. C., Physical 
Diagnosis (R) 825 

n J., on accommodation of eye, 


Addison’s disease—in child (A. Renshaw 
and G. B. Manning) 392; see also— 
Adrenal gland—cortical ormones of 

A) 706; cortical therapy in infantile 
iarrhœa, 1026; desoxycorticosterone 
in circulatory failure, 1384; desoxy- 
corticosterone, subcutaneous implanta- 
tion of (A) 1054; ostrin, mammary 
cancer and (W. Cramer and E. S. 
Horning) 192 ; progesterone and (A) 99, 
(A. Fischer and M. Engel) (C) 354; 
see also Addison’s disease and— 
Adrenaline, prolonging action of (A) 584 
Aerial] infection, see Air-borne infection 
Africa—African Survey (Lord Hailey) 
A) 37;  filarial blinding in, 801; 
rench equatorial, health of, 
health services in (A) 37, 


(A) 999; polyneuritis, epidemic (A) 
401 ; Science in Africa (E. B. Worthing- 
ton) (R) 880 ; Soil and Social Reclama- 
tion (G. C. Watson) (A) 462 
Age, see Old age and Vital statistics 
Agranat, A. L., M. & B. 693 in pneumonia, 
309, 380, (LA) 335 
Agranulocytosis—(A) 1274; chemo- 
therapy and (M. E. Sutherland) 1208 
granulopenia and (J. W. Crofton} 
(C) 1460; see also Sternal puncture 
Agriculture—nutrition and (A) 462 
(Cattle Fodder and. Human N utrition) 
(A. I. Virtanen) (R) 579, 880, (Wheel of 
Health) (G. T. Wrench) (R) 936, (PCP) 
952, 991, 1019, 1058, (PI) 1071, 1472 ; 
see also Africa, India, and Plants 
Air-borne infections—intracranial opera- 
tions and, 1193, (LA) 1215; Listerian 
idea and (R. Leriche) 803, (LA) 881, 
1215 ; staphylococcal, 1088, (LA) 1215 ; 
sterilisation by aerosols (R. J. V. 
Pulvertaft, G. C. Lemon, and J. W. 
Walker) 443, (LA) 457, 745, 1093, 
(LA) 1215, phenol vapour and (R. T. 
Hewlett) (C) 664, 1126, (LA) 1215; 
streptococcal (R. Cruickshank and G. E. 
Godber) 741; worms and (A) 1167; 
see also Respiratory 
Air-conditioned cubicle, 1244 
Air-raid—dead, disposal of, 1241; pre- 
cautions, in France, 477, 1000 ; see also 
Emergency, national, War, and— 


AIR-RAID (P. H. Mitchiner and E. M. 
Cowell) 41, (A) 35, 104, 171, 228, 
287, 347, 408, (A) 461, 469, 534, 


601, 639, 719, (Medical Organisation 
and Surgical Practice in Air Raids) 710 
(R) 763, (A) 1056, (L. H. Lerman} 
(C) 295. (H. W. Webber) (C) 354, 
(J. T. Raspall) (C) 847, (A. D. Wall) 
(C) 1403 


Air transport—hypotension and (Sir A. 
Abrabams) (C) 60; mosquitoes and 
(A) 942, 1227; repeated flights, 
intolerance and (A) 1448; see also 
Royal Air Force 

AIT Da, J. D., pneumococcal meningitis, 


Aitken, D. M., on lower limb muscles, 1268 

Aitken. R. S., on university medical 
department, 169 

Alcohol—Alcohol and Human Life (C. C. 
Weeks) (R) 215; physiological actions 
of (A)278, 527 ; see also Road accidents 
and— 

A2 


Alcobolism—1156; delirium tremens, 
1245 ; neuritis, vitamin B and, 92, 527 ; 
Salvation Army’s campaign against, 187 

Alimentary tract—cancer of (Sir A. Hurst) 
553, 621; see also Intestine and 
Stomach 

Allan, J., growth of school-children, 1300. 

Allen, C., therapy by laymen (C) 1005 

Allison, R. S., and Calvert, C. A., Whitla’s | 
Dictionary of Treatment (R) 151 

ee V. D., on streptococcal infections, 

Allott, E. N., sodium and chlorine reten- 
tion, 1035, (A) 1054 

Almoner, see Hospitals 

Alstead, S., Poulsson’s Text-book of 
Pharmacology and Therapeutics (R) 28 

sar G., M. & B. 693 in pneumonia, 


Ambulances—for national emergency, 
788, 898; home ambulance service, 
1022 ; L.C.C. service of, 1246; see also 
Air-raid and Emergency, national 

Amenorrhea, see Pituitary gland and 
Sex hormones 

America, see Brazil, Canada, and United 
States 

Amino-acids, see Protein 

Amputation—artificial limbs and (C. P. G. 
Wakeley) (C) 62; diabetes and, 329 

Anmmia—anorexia nervosa and, 268, 
269; bony changes in, 1384; hook- 
worm, vitamin B and (A. McKenzie) 
1143; in breast-fed babies, orange 
juice and (A) 1274; juvenile rheuma- 
tism and (A) 1332; megalocytic, 
intestinal stricture and (J. F. Brock) 72 ; 
red-cell diameters in (A) 40 ; sprue and 
(A) 40, 72, (A) 100, 460; tropical 
macrocytic (A) 708; see also Sternal 
puncture and— 

Anemia, pernicious—at 83 (M. O. 
Raven) (C) 905; gastric cancer and, 
553, 727 

Anmsthesia—barbiturates, liver and (A) 
277; closed circuit, Shipway machine 
and (F. B. Mallinson) 750, (R. B. 
Gould) (C) 846; coramine in emer- 
gencies (A) 1165; cyclopropane (A) 
1055; diabetes and, 330; divinyl 
ether for children (A) 834 ; explosions 
and (L. Colledge and C. F. Hadfield) 
(C) 604; Mayo fellowship in, 552 ; 
multiple (R. Binning) (C) 61, (R. B. 
Gould) (C) 118, (R. J. B. Broad and 
G. Organe) (C) $37 > pentothal sodium, 
thrombosis and (R. T. Payne) 816; 
Physiology of Anesthesia (H. K. 


iv Supplement to THE LANCET] 


‘thar (R) 1328; war-time, 41, 
Jarman) (C) 845, 1245, 
(J. Elm) (C) 1278, con- 


rhe » 

junctivitis and Lerman) (C) 
95, (H. W. Webbex) (C) 3543 see 
also Midwifery and— 

Aneesthesia, local—in arthritis (A) 38; 
see also Sympathetic 

Aneesthesia, spinal—for megacolon, 638 ; 
percaine, with cyclopropane sleep (H 
Dodd and J. Hunter) 685 ; Spinal 
Anesthesia (L. H. Maxson) (R) 1105 ; 
see also Midwifery 

Analysis, see Psychiatry and Psychology 

Anatomy—Applied Anatomy (R. H. 
Miller) (R) 1159; art and (Das Anato- 
menbildnis) (R. W. Wegner) 1418; 
Dental Anatomy and Physiology (T. W. 
Widdowson) (R) 152; of newborn 
(Anatomia del Neonato) F. Bellelli) 
S, 1328; see also Morphology and 


ery 
‘Andersoi, A. B., lead-poisoning, 559 
anderson, C. W., on tonsillectomy (LA) 


45 
Anderson, T S., a Searle fever, 328 


Anderson, P., vomiting during 
chemotherapy į Go, 1349 

Anderson, g hiza boti Garrett 
Anderson ace 13 

Anderson, T., “ now outlook in pneu- 
monia ” wae 478 

andamos , dermatomyositis, 80 


Anderson, T. F., pneumonia and 

M. &. B. 693,252, (LA) 335 

Andrewes, C. H., epidemic influenza, 589 

Androgens, see Sex hormones 

Aneurin, see Vitamin B 

Aneurysm—carotid ligature for (A) 1055 ; 
popliteal (C. Flemming) 322, (C. 
MacLeod) (C) 478, (D. Robb) (CY 1068 

Angina, see Agranulocytosis and Heart 
disease 

Animals—Avian Tuberculosis Infections 
(W. H. Feldman) (R) 515; Cattle 
Fodder and Human Nutrition (A. I. 
Virtanen) (R) 579; lymphocytic 
choriomeningitis, mice ‘and, 1285, (LA) 


1388; swine-influenza, worms and 
(LA) "1217: tuberculosis in dogs and 
cats, 1192 ; tuberculosis in voles, 
592 ; see also Bovine tuberculosis, 


Undulant fever, and Veterinary 
Ankylostomiasis, see Hookworm 
Anorexia nervosa—(J. C. G. Evans) 268, 

(H. A. Palmer) 269, (A) 279 
Anthrax, see Industrial medicine 

Anthropology—Man the Slave and Master 
© (M. ia gea M ration and 


Environment L. Shapiro and 
ties: Hulse) wale; miocene man (LA) 


Antigens, see Bacteriology and Hormones 
Antisepsis, see Air-borne infections and 


Dressings 
Anxiety, see Nervous disorder and 
Psychology 
Aperients, see Intestine 
Appendicitis—appendix mass (R. J. M. 


Love) 1252, (C. MacLeod) (C) 1401; 


in children (G. G. Bruce) 1247; 
lymphadenitis and (A) 1391; sero- 
therapy and, 1059; statistics of 


(LA) 994, 1285 

Appendix, testicular, see Testis 

Apples, see Diarrhea 

Appointments, weekly lists of, 65, 123, 
185, 244, 308, 364, 426, 490, 550, 612, 
673, 738, 796, 855, 908, 962, 1017, 
1078, 1134, 1189, 1242, 1298, 1358, 
1415, 1471 

Armstrong, J. V., on scarlet fever, 327 

Army—conscription (LA) 830, Military 
Training Bill and (PI) 1013, 1071, 
1079, (LA) 1051, (PI) 1120, 1180; 
1181, 1183, 1237, 1242, (A) 1278, 
(PI) 1293, 1412, 1466, medical examina- 
tion and (PI) 1410, 1411, 1412, 1462, 
1465 ; medical advisory board appoint- 
ment, 853; recruits rejected (PI) 545; 
tempora mutantur P. Clark) 
(C) 1138 ; see also Spain 

Arnott, M., on peripheral arterial 
disease, 226 

Arsenic, see Syphilis 

Arteries—air-raid wounds of, 347 ; carotid- 
cavernous fistula, 574 ; carotid ligature, 
cerebral damage "and (A) 1055 ; intra- 
arterial treatment of infections, 807 ; 
periarteritis nodosa (A) 833; poeri- 
pheral disease of (A) 221, 226, 329, 
(A) 340, 941, (W. J. Kolff) 1381 ; see also 
Aneurysin, Circulation, Embolism, and 
Sympathectomy 

Arthritis, see Joints and Rheumatism 

Artificial pneumothorax, see Tuberculosis, 
pulmonary 
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Artificial respiration—in anesthetic 
emergencies (A) 1165; in drowning 
(A) 1390; respirator method (U. 
Blackwell (C) fh (H. E. Collier) 
(C) 62, » (O. KeA Pratt) (C) 237, 
453, EA "(U. lakwa 1430, in 
r rance 1059; rockingi stretcher method 

A. Kerr) 5 24, (H. E. Collier) (C) 62, 
a "453, 568; see also Inhalation 
therapy 

Ascitic fluid—injection of (A) 770; 
also Abdomen 

Asepsis, see Air-borne 
Dressings 

Aspirin poisoning (A) 1278, (C) 1349 

Association of Surgeons of Great Britain 
and Ireland, 1336 

Asthma—adrenaline i in, prolonging action 
of (A) 584; Asthma Research Council, 
report (A) 156; see also Workmen’ 8 
compensation 

A.T.10, metabolism and (A) 7 

Athoe, '’G. B. J. er ted tanidi 
in workshops (C) 1179 

Atkin, triazol 156 a schizophrenia, 
435, Ea) 457, (C) 539 

Atlas, *transdental dislocation of, 552 

‘Atmospheric—pollution, 876, fog and 
(A) 1335; see also Air-borne l 

Atomic energy (A) 941 

Atomiser, all-glass, 1022 

Auditory—nerve, surgical anatomy of 

(E. P. Stibbe) 859, 918; 


8ee 


infections and 


see also 

Ear and Herpes 
Australasia—health insurance, 1227; 
ophthalmological society, 681, (A) 


1112 ; see also— 


AUSTRALASIA, CORRESPONDENCE FROM.— 
Association for Advancement of Science, 
111, 777, 1350—Journal of science, 1350 
—National insurance 55, abandoned, 
778—Nurses, 22 7—Pharmacy, com- 
pany, 227— Physical fitness, 227, 777— 
Royal Australasian College of 'Physi- 
cians, 111—Viruses, nature of, 1350 


Avian, sce Animals 
Avintioi, see Air transport and Royal 
ir 
aes S. o., diathermy sigmoidoscope 
(NI y 934 


Babies, see Infants 

Bacharach, A. L., on vitamin E, 699 

B. coli—serum against, in appendicitis, 
1059 ; see also Urinary 

B. pyocyaneus infections, sulphanilamide 
in (W. Stowart and T. Bates) 820 

B. welchit, see it psi 

Back, weak (A) 12 

Bactersemia, see Slan iriocosiai infections 

Bacteriology—artificial antigens (LA) 399 
592 ; Bacteriology (A. D. Gardner) (R} 
398; by-ways of, 598; lysozyme, 
action of, 963; ’Pasteur on, 476; 
standards for serological and bacterio- 
logical products, 343; Textbook of 
Bacteriology (T. B. Rice) (R) 8803 
Textbook of General Bacteriology 
(E.O.Jordan and W. Burrows) (R) 516 ; 
typhoid antigens (A) 770; see also 
Air-borne infections, Infectious dis- 
eases, and Microbiology 

Bact. cholera-suis, see Salpingitis 

Bailey, E. T., nail fixation of osteo- 
ans hip "980 

Bailey, Lotheisen’s operation (C) 
912 ; Pros Surgical Handicraft (R) 398 


Baileys a D., feet of industrial worker 
Ban, CW. C., interference dissociation, 
Bain, W. A. Schafer’s Experimental 


Physiology R) 28 
Baker, Sir J. (O) 1468 
Balkan doctors’ peace appeal (M. T. 
Day) (C) 606 
Ball, W. A., displaced ribs, 1102 
Ballantyne, A. J., on head injuries, 574 
Bomo; H., medical emergency in ‘China, 


83 
Banks, H. S., M. & B. 693 in peritonitis, 
983, (LA) 1330; on scarlet fever, 328 
Barber, G. O., on ‘poliomyelitis, 270 
Horbituraier, see Anesthesia and Danger- 
ous 
Barclay. A. A. Tu , on adult and foetal circula- 


tion, 
Barger, G . (0) 116 
Barker, A. oaae dilators (NI) 827 


Barlow, P. (O 


¢ 
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Barlow, Sir T., Royal Medical Benevolent 
Fund (C) 119 

Barnes, J., mercury poisoning, 89 

Barrie, °M. M. O., on vitamin E, 699 


Barrington- W ard, SIr Irn, OZ megacolon, 


637 

ae Pie A. B., death of, 1273, (O) 1353, 
1407 

Barsky, A. J., Plastic Surgery (R ) 95 

Barton, F. A. (O) 1015 

Bashford, Sir H., Doctors in Shirt Sleeves 
(R) 1047 


Batchelor, G. F. G., appliance for rectal 
prolapse (NI) 1212 

Bates, T., Bacillus pyocyaneus infections, 
820° 


2 
B.C.G., see Tuberculosis 
Beaumont, G. E., anginal syndrome and 
hypothyroidism, 682, (A) 1052 ; Diets 
for Diabetes (R) 455 ; and Dodds, E.C, 
Recent Advances in Medicine (R) 1046 
Beck, A., M. & B. 693in urinary infections, 
867 


Béclére, A., death of, 660 

Bed, tiltable, see Posture 

Bedford, D. E., left ventricular failure, 
1303, 1476; on coronary thrombosis, 
O34 

Beecher, H. K., Physiology of Anesthesia 
(R) 1328 

Beevor, H. R. (0) 546 

Behaviour, see Psychology 

Beit memorial fellowships, 611 

Bell, R. W., and Gibbon, Sir G., History 


of London County Council (LA) 704 


Bell, S., Lord Horder and the Daily Mai 
(C) 182 

Bellelli, F., Anatomia del Neonato (R) 
1328 

Be Ab T. H., pulmonary embolism, 1259, 
(LA) 12 71 

Bender, J. F.. and Kleinfeld, V. M, 
Principles and Practice of Speech 
Correction, 489 


Benham, A. M. (O) 1407 

Benjamin, B., abridged life tables (C) 78 

Benjamins, C. E., Les tumeurs osseuses 
du nez et des sinus (R) 1386 


Bennett, T. I., peptic ulcer, 500 
Berger, C. Q., and Sorokin, P. A , Time- 
Budgets of Human Behav iour, 1301 


Beriberi, see Vitamin B 

Berkeley, Sir C., Handbook of Midwifery 
(R) 515 

Bernal, J. D., Social Function of Science 
(R) 701, (LA) 765 

Berridge, F. R., suppurative pneurnonitis 


and ung abscess, JTO 

Berry, H.. sterilisation of sodium- 
bicarbonate solution (C) 665 

Berry, Sir J., and Lee, S. G., Cromwellian 
Major- General, 1361 

Bie, V. (O) 300 

Bier, August, work of (A) 1333 

Bile, see Jaundice 

Bilharzial cirrhosis, venous hum in 
(M. R. Kenawy) 821 

Binning, R., multiple anæsthesia (C) 61 

Biochemistry—biocoHoids, electrophoresis 
and, 911; of cancer, 1080, (LAY 1049, 
(A. T. Forbes) (OC) 1} 26, (A) 1166: 
Organic and Bio-Che mistry (R. H. A. 
Plimmer) (R) 96; Textbook of Bio- 
chemistry (R. J. Williams) (R) 5x0: 
see also C hemistry and I, aboratory 

Biography- Bier, August (A) 1333; 
Cantlie, Sir James (N. Cantlie and G 
Seaver) (\) 341; Comedy and Drams 
of a Doctor’s Life (J. L.` Dickie) 676: 
Consulting-room (F. Loomis) 1417; 
Doctors on Horseback (J. T. Flexner) 
248; Doctor’s Progress (M. Wilson) 
(A) 220; Elizabeth Garrett Andersen 
(L. G. Anderson) (A) 1392 = Horse and 
Buggy Doctor (A. B. He rtzler) (A.) 885: 
Karl Pe: arson (E S earson) (A) 
250 ; surgeon’s autobiography Leben- 
sweg eines Chirurge n) (A. F. van 
Kiselsberg) (A) 771; Tumbling in tke 
Hay (Oz Stx: Gogarty) (A) 163: Rt 
also History, medic al f 

Biological st indardisation, see RBacteriè 


logy and Hormones 


Biology, see Biochemistry, Plants, and 


Science 

Pomor, 212. 4: 53, 552 
ircher-Benner, l., deat} 

Birti see Child bint: 1 of, 301 
irth-control, see Contra 

Birth-rate, see Vital st: atintiog 

Births, marriages, and deaths. weekly 
lists of, 65, 122, 185, 243, $08, 364, 
8541 au ooo, G13, 674, 739, 19°. 

4, 909, 963, 1018, 1079.°1195" 11W 

1242, 1299, 1 359, 1 416, hese nw, 
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PNG) 354 P. M. F., stilboestrol, 5, (LA) 97, 


_Bitot’s Ppor, oe Vitamin A 

“Black, D. E DEER clearance in hæmat- 
emesis, 333 R., 339 

Blackburne, J. tilting bed, 570 

Blacker, C. P., and Glass, D. Y., 
tion and Fertility A) 651 

Blackwell, U., mechanical respiration 
(C) 61, 1430 

Blair, D., mental nursing (O) 958 

Blind—children, statistics of (PI) 610; 
income-tax and (PI) 1123; welfare 
ts Con 1274;-. see also Eyes and 


Blood-—clot-retraction, measurement of 
(R. G. Macfarlane) 1199; cyanosis, 
sulphanilamide and (A) 403, 1053 ; 


Popula- 


a tee diurnal variations in, 
440 hæmoglobin estimations, 67 6, 
1211, (LA) 1388 ; hæmoglobin kata- 


bolism (A) 157, 453; hypochloræmia, 
gastric secretion and (B. M. Nicol and 
A. Lyall) 144; in burns and Surgical 
conditions, 1383 ; ; in pneumonia (J. J 
Elphinstone and E. M. Ward) 1097, 
(A) 1112 ; in rheumatism (V. Hether- 
ington) (C) 783, (A) 1332 ; nucleated 
red cells, prematurity and (A) 588; 
polycythremia (A) 771 ; sedimentation- 
rate, acute rheumatism, anemia and 
(A) 1332 ; sedimentation test, oxalate 
or citrate for (N. H. Schuster) 872 ; 
see also Agranulocytosis, Anemia, 
Circulation, Heemorrhage, Leukeemia, 
and Sternal puncture 

Blood -fiow, see Arteries and Circulation 

Blood -pressure, high—malignant hyper- 
tension, rena] changes in (C. Wilson and 
F. B Byrom) 136, (C) 353, (LA) 153, 
(J. B. Duguid) (C) 295; myxedema 
and (A) 1052; nephro- -omentopexy 
in (A) 584; osteo-arthritis and, 1302 ; 
protein limitation in (I. Harris) (C) 
118 ; retinal vessels and, 762 

Blood- -pressure, low—(Sir A. Abrahams) 
(C) 60 ; see also Shock 

Blood-tcsts—Bastardy Bill (PI) 417, 406, 
1180 ; in cancer, 93 

Blood -transfusion—apparatus for (A) 
1450 ; donor blood, fate of (A) 1164; 
in infants (A) 832, 1026; stored blood 
for (G. A. Eliott, R.G. Macfarlane, and 
J. M. Vaughan) 3h A R. Boland, 


N. S. Craig, and Jacobs) 388. 
A) 405, (zh Vv. P (C) 728, (F. D. 
Jorda) 173 (A) 768, 796, (R.S. Saxton) 

), 905, pr, 12806, Harington 


se Miles) (C) 1348, (A) 1394, 
eT blood and (J. How kins, and 
Be en ae (C) 298, (A. M. 


. Seager, and E. M. Ward) 
200, MO) $58, (J. Halbrecht) 202, (C) 604, 
alley) (C) 237, 388, (A) 405; 


ea blood, plasma transfusion and 
(A) 1219; war- -time, 41, 200, (A) 223, 
230, 350, (A) 405, 534, 719, 773, (A) 768, 
796, 905, 1172, 1177, (A) 1394: ; see also 
Intravenous and Spain 

Board of Control—appointment, 1278; 
See also Mental disorder 

Board of Paucatlon, see See children 

Bodansky, M and Fay, M., Laboratory 
TT of Bhysiological Chemistry (R) 


Boeck’s sarcoidosis (H. B. Stallard and 
C. B. V. Tait) 440 


Boerhaave, Herman, bicentenary of 
(A) 39, 910 

Bolam, Sir R. (O) 1076 

Boland, C. R., transfusion of preserved 


blood, 388, (A) 405 

errs Ko I. on work of Sir V. Horsley 

Bone—blood diseases and, 1384 ; discases 
of, diagnosis of, 384: fibrocystic 
disease of, endocrine dysfunction and, 
85, 186, (K. Robson and J. a Todd) 
377, icterus gravis and (L. G. Parsons) 
(C) "479, (J. F. Brailsford) (©) 540, a 
Braid) (C) 604; grafts (E. W. 
Groves) 69, cesteogenic action of (A) 
652 in, breast cancer, 
ovarian irradiation, and (A) &84; 
osteomalacia, coeliac disease and, 552; 
ostcomalacia, diarrhea and (J. M. 


metast ases 


Holmes) 264: Paget’s disease of, 
osteitis fibrosa and, 186 ; surgery of, 
1268: see also Fractures, Staphylo- 


coccal infections, and Vitamin D 
Bonney, V., uterine dilators (NI) 827 
Boome, J.. and Richardson, M. A., 

Relaxation in Everyday Life (R) 456 
Bothman, L.. Brown, E. V. L., and 

Crowe, S. J., Yearbook of Eye, Ear, 

Nose, and Throat (R) 334 
Botreau-Roussel, Clinique 

des pays chauds (R) 646 


chirurgicale 
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Bonina, ra » names for endocrine products 

Bourne, G., angina of effort and coronary 
thrombosis, 1155 

Bovine tuberculosis—tuberculin tests and 
(A) 1275; see also Milk 

Bowel, see Intestine 

Bowlby, J., and Durbin, E. F. M. 
To onal Aggressiveness and War (RB) 

Bowman, R. M. (O) 790 

Box, C. R., illness in smallpox contacts 
(C) 906 

Boycott, M., Ayant ori mole, 1428; 
stilbæstrol, (LA) 9 

Boyd, A. R. 10} 1186 

Boyd, W., Surgical Pathology (R) 96 

Brachial plexus, see Nervous system 

Brackenbury, Sir H., on General Medical 
Council, 511; on State medical 
service, "176 

Bradsworth, C. 
Spain (A) 223 

Bragg, Sir W., on refugee scholars (A) 342 


C., on war surgery in 


Brad, F., fibrocystic disease of bone (C) 
Brailsford, J. F., fibrocystic disease of 


bone (C) 540 ; on radiographic localisa- 
tion (A) 651 ; origin of fibroids (C) 1461 
Brain—delirium tremens and, 1245; 
Story of the Brain (E. M. FitzAdam- 
Ormiston) 1022 ; see also Encephalitis, 


Epilepsy, Intracranial, and Nervous 
system 
Brain, W. R., on drug-addiction, 1156 


Bramwell, E., "on ocular manifestations of 
disease, 761 

Brazil, anopheles in (A) 942 

Breast—cancer of, heated fats and (A) 
1448 ; cancer of, 150, 1045, œstrin and, 
491, (LA) 581, (A) 1448, adrenal and 
(W. Cramer and E. S. Horning) 192 ; 

cancer of, ovarian irradiation in (A) 
884; stilbcestrol and, 5, (LA) 97, 581 ; 
see also— 

Breast-feeding—cClinical Studies in Lacta- 
tion (H. Waller) (R) 397; decline in, 
491; in China (A) 521; in prevention 
of gastro-intestinal disorders, 969, 


1026; lead nipple-shields and (A) 
462 ; orange juice and (A) 1274; see 
also Infants and Lactation 

Breathing, see Artificial respiration, 


Inhalation therapy, and Respiration 
Brend, W. A., Traumatic Menta] Dis- 
orders in Courts of Law (R) 645 
Brewer, H. F., placental blood-trans- 
fusion, 132, (C) 298 
Brews, A., on hydatidiform mole and 
chorionepithelioma, 283 
Brickel, A. C. J., Surgical Treatment of 
Hand and Forearm Infections (LA) 


Briscoe, Lady, 
congenita, 115 

Bristol, social survey of, 307 

PrE W .W. R., on fracturesinextremities, 


12 

British Association (A) 997, 1297 

British Dental Association, 1016 

British Empire Cancer Campaign, 121, 
464, 906, 1240 

British Health Resorts Association, hand- 
book (A) 7 

British etate of Philosophy, 66, 302, 
548, 1229 

Bunn Journal of Physical Medicine, 


quinine in myotonia 


BRITISH MEDICAL ASSOCIATION. —Ad- 
dress, 486—Cancer Bill, deputation 
on, 488, (A) 522— Katherine Bishop 
Harman prize, 384—National service, 
practitioners and (A) 1221—Nutrition 
conference, 736, 1057, (PI) 1071— 
Psychotherapy, lay (C. Allen) (C) 1005, 
(H. Weber) (©) 1125, (A. M. Spencer) 
(C) 1346—Research scholarships and 
grants, 121—Safe milk, deputation 
on, 406, (LA) 581 


British Pharmaceutical Conference, 1357 

British Postgraduate Medical School, 121, 
363, 671, 961, 1016, 1133, 1356 

British Provident Association, 1022 

British Red Cross Society—Chilean relief, 
280: home ambulance service, 1022 ; 
national defence, 1297; rheumatism 
clinic, 737 


road B., multiple anæsthesia 
(C) 237 
Brock, J. F., intestina? stricture and 


megalocytic anæmia, 72 
O as Ti J. A., erythema nodosum 
5 
Bronchial—therapeutics (A) 709; 
also Lung and— 


see 
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P. 


Bronchography, pernasal method 
Ellman) 448, oy 605, (L. P. E. Laurent) 
(C) 539, (R. Viswanathan and 


Kesavaswamy) (C) 1349 
Bronchopneumonia, see Pneumonia 
Brown, E. L. Bothman, L., and 

Crowe, S. J., Yearbook of Eye, Ear, 

Nose, and Throat (R) 334 
Brown, H. H., simple herpes (C) 726 
Brown, J. J. M., on peripheral arterial 

disease, 226° 
aera PN W., psychologist in war-time 

(C) 1 
Browne, oy W. S., pregnancy tests and 

notification (C) 478 
Bre G. G., appendicitis in children, 

1247 
Brucella, see Undulant fever 
Bryant, J., chemiothoraii, of cerebro- 

spinal fever, 923, (LA) 9 
Buccal, see Mouth 


BUCHAREST, CORRESPONDENCE FROM.— 
Death sentence, 842—Hospital, new 
1226—N arcotics, sale of, 842—-N ational 
insurance 842-—Negligence, profes- 
sional, natural causes or, 842—Pellagra, 
1226—Uric acid in saliva, 1226 


BUDAPEST, CORRESPONDENCE FRQM.— 
Eugenics and dermatology, 110— 
Jews, restrictions on, 892—Medical 


education congress, 892—Rabies from 
pork, 111 


Budget, the (F. C. Goodall) (C) 1007, 
(PI) 1013, 1014, (A) 999, (PI) 1071, 
1073, 1075, 1122, (A) 1218, (C) 1234, 
(PT) 1239, "1292, 1296, (A) "1393, (PI) 
412, (A) 14 51 

Buist, R. C. (O) 361 

pui J is radiology a specialty ? (C) 

Bue Neurological Institute (A) 462, 


Burettes, standard for, 1357 

Pone N. H. M. . on recreational therapy, 

Burkinshaw, J. H., nephritis in child- 
hood, 1255 


Burnet, . M., herpes simplex, 629, 
(LA) 647 
Burns—air-raid, 171, 347, 719; blood- 


chemistry in, 1383 : child’s death from, 
alleged delay and (ML) 891; inclusion 
cules and (A) 1333; treatment of, 
9 


Burns, B. H., nail fixation of osteo- 
arthritic hip, 978 

Buros, O. K., Research and Statistical 
Methodology 552 

Burrows, H. J., nail fixation of osteo- 
arthritic hip, 980 

Burrows, W., and Jordan, E. O., Text- 
book of General Bacteriology (R) 516 

ROA aa on spinal analgesia in labour, 
825, 119 

Butcher, T. A., applying extension to 
elbow, 757 

Butler, E. C. B., staphylococcal osteo- 
myelitis, 973 

Butler, T. H., on anterior capsule, 987 

Buttle, G. A. H., on sulphonamides in 
tropical medicine, 1441 

Byrom, F. B., renal changes in malignant 
hypertension, 136, ke) 153, (C) 353 


Cc 


Cabot, R.C. (0) 1406 ; and Scamp E D., 
Physical Diagnosis (R) 825 

caie S., on radiotherapy in urology, 
1265 

Cresarean, see Childbirth 

Cairns, H., bacterial infection during 
intracranial operations, 1193, (LA) 1215 

Caisson discase, see Diving 

Calcium—insulin shock therapy and 
(J. L. Clegg) 871; see also Bone, 
Nutrition, and Parathyroid gland 

Calculi—ureteric, 575; urethral (A. 
Miller) 1263 ; see also ‘Gall-stones 

Cal6é, A., Atlas de phonocardiographie 
clinique (R) 992 

Calvert, C. A., and Allison, R. S., Whitla’s 
Dictionary ‘of Treatment (R) 151 

Cameron, J. A. M., diaphragmatic hernia, 
757 

Cameron, L., apology to, 1070 

Cameron prize-winner (A) 584 

Cameron S. J., Hewitt, J.. Lennie, R. A., 
and Morton, E. D., Glasgow Manual 
of Obstetrics (R) 935 
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Campbell, Dame J., women on the 
G.M.O. (C) 1a 33 

Campbell, J. A., carcinogenesis in lung 
(C) 603; and Poulton, E. P., 
and Car pon Dioxide Therapy 

Campbell, R. M., diphtheria (C) 

Camper, pE commemoration of, 40 

Camps, see ‘School-children 

Camps, F. E., on scarlet fever, 452 

Canada—diphtheria immunisation in, 45, 
490, 1191 

Cancer—biochemistry of, 1080, (L A) 
1049, (A. T. Forbes) C) 1126, (A) 1166 ; 
blood-tests in, 93; chorionepithelioma, 
285, 1428; COLET EEN, 183; Devon and 
Exeter Cancer Fund, 1075; grading 
of (A) 1220; heated fats and’ (A) 1448 ; 
injury and ) 425; in old age, 1211; 
in twins (M. T. Macklin) (C) 847 ; 
mammalian tumour filtrate (LA) 33; 
problem of, 1384; research in (PI) 
667, 732, (LA) 703, (L. S. Michaélis) 
856, 1133, 1415; Scottish advisory 
committee on, 363 ; thorotrast and, 


128; treatment of, Cancer Act and, 
242, (A) 403, CD 417, ag (A) 522, 
(PI) 545, 609 850, 1362, 


research and pT) ETH 733, (LA) 703: 
virus of (LA) 33, 591, 1080, (LA) 1049; 
see also British Empire Cancer 
Campaign, Intracranial, Radiotherapy, 


and— 

Cancer - of—alimentary tract (Sir A. 
Hurst) 553, 621, 727, 1233, 1345, 
1461 ; liver (A) 996 ; lung, 451, carcino- 
genesis and (A) 521, (J. A. Campbell) 
(C) 603; mouth, 454, (A. J. Gardham) 
677, 1209; nose and sinuses (Les 
tumeurs osseuses du nez et des sinus) 
(C. E. Benjamins) (R) 1386; pancreas, 
800; rectum, abdominal resection 
for (EB. z Muir) 1094; stomach 
(Sir A. Hurst) 553, (C) 1345, (D. 
Jennings) (C) 727, (B. Russell) (C) 1233, 
461, ovarian tumours and, 877: 
see also Breast and Uterus 

Cannula, nore Intravenous 


Cantlie . and Seaver, N., Sir James 
Cantiie (A) 341 
Caplan, A., stricture of intestine, 689 


Carbohydrate, sce Diabetes and Pancreas 
Carbon dioxide, see Inhalation therapy 


Carbon Monoxide Asphyxia (C. K. 
Drinker) (R) 1269 
Carbuncle—diabetes and, 330; insurance 


patient and (PCP) 52 ; treatment of 
W. H. Coupland) (C) 1179; see also 
nfections 

Cardiac, sce Heart 

Cardiazol, see Convulsion and insulin 
therapy 

Cardiovascular, see Circulation 

Cardroom workers, sce Workmen’s com- 
pensation 

Carey Coombs Memorial Fund, 854 

variate R., whither the almoner ? 

Carotene, see Vitamin A 

Carotid, see Arteries 

Carrel, A., and Lindbergh, c. A., Culture 
of Organs (R) 272 

Carter, G. B., New Deal for Nurses, 188 

Carter, R., infantile diarrhea (C) 1346 

Carver, A , on drug addiction, 1157 

Cashell, ST W., on cataract, 988 

Castleden, L. I M., thrombocytopenic 
purpura, 981 . 

Cathcart, É. P., on nutrition, 1057 

Cattle, see Animals and Bovine tuber- 
culosis 

Cause, see Research 

Cawthorne, T., on colds, 396 

ae De Medicina (W. G G. Spencer) (A) 
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Central Mi Midwives Board, 672, 795, 854, 

a fever, see Meningitis 

Cervix, see Uterus 

Ocylon, Bitot’s spots in A Nicholls and 
A. Nimalasuriya) 1432 

Chadwick secouneE 486, 737, 1472 

Chamberlain N., Sym toms and 
Signs in Clinical Medicine L .) 28 

Chambers, H. D., Yaws (R) 28 

Chambers, J. W., PaT; G. and 
Cuthbertson, D. Practical Ta 
logical Chemistry FR) 1326 

Chance, O., on buccal cancer, 454 

Charing Cross Hospital medical school, 
address, 1337 

Charities—-register of, 616; also 
Hospitals 

r Rheurmalism Clinic, 854, 
074 

Chemistry—Laboratory Manual of Physio- 
logical Chemistry (M. Bodansky and 
M. Fay) (R) 1326; F raciical Physio- 
logical Chemistry” (G. M. Wishart, 


SEE 


D. P. Cuthbertson, and J. W. Chambers) 
(R) 1326; see also Biochemistry, 
Food, and Protein 

Chemists, see Drugs and Panel and 
Contract Practice 

Chemotherapy of one se i A. 
Werner) 18, (A. O. F. Ross) 26, (P. H. 
Long) (C) 60, (P. Hanssen) X y 61 
(E. D. Hoare) 76, (L. E. H. Whitby} 
(C) 181, (R. Lig twood) (0 183, 
(H. Loewenthal) _ AE A. D. 
Leishman) 207, (T Pree and 
R. M. Dowdeswell) dio (H. Schütze) 
266, (A. L. Agranat, A. Ò. Dreosti, and 

Ordman) 309, S80" 328, (LA) 335 

Dia, (J. McIntosh and L. B. H. Whitby) 

431, 452, (A) 460, a (T. Andersa) 


(0O) 478, 491, A aclean, K. 
Rogers and A . Fleming) 562, (A) 684, 
586, , 383 5 "(I. A. Sayed) (C) 665, 
(ha oe to, aye (C) 727, 740, 740, 
Moat pine and G. O. Thomas) 754, 
y Wade) 756, (A) 772, p (W. 
tevaat ana i T: Bates) 820, (G. 
Melton and A. Beck) 867 (G. iS) 
(R. omers) 921, 


Banks) 983, (K. & 
985, 1021, ancl 1081, (R. 
Mac pe ema) A 
(K. May) qa, & Raman) 1101 
(LA) 1107, 1173, igs, (R. W. Ross 
1207, 1222, (E. H. R. Harries, R. 
Swyer, and N. Thompson) 1321 (LA) 
1330, 1348, (R. Pakenham-Walsh and 
A. T. Rennie) 1382, 1396, 
Douthwaite) @) rod (R. Wien) (C ) 
1404, 1418, "hit tchison) 1436, 
(J. H. DaD 1436, (H Dunlop and 
J. Laurie) 1437 1441 ; complications 
of (A) 38, 61, (R. Lightwood) (C) 182, 
(E. D . Hoare) (C) 238, 252, ay (A) 403, 
430, (A) 460, (LA) 518, 5 , (La) 703, 
822. 867, (E. Davis) a. A) 1053 
(M. E. Sutherland) 1208, (P. Gibson} 
C) 1290, (L. A. P. Anderson and U. O. 
Datta) (C 1319, J. W. Crofton) (C) 
1460; Recent ‘Advances in Chemo- 
therapy (G. M. Findlay) (R) 1106 
Chérigié, E., Cottenot, a and Lévy, M., 
Le duodénum (R) 826 
Chesser, E. S., Five Phases of Love, 1361 
Child birth—ceosarean section, cerebral 
defects and (A) 999; lasting 182 hours, 
1417; pain of, 888: pituitary necrosis 
and (H. L. Shechan and R. Murdoch) 
818; radiological pelvimetry and 
(A) 36; ; split pelvis and, 332 ; see also 
Midwifery, Obstetrics, Placenta, Preg- 
nancy, and Puerperal 
Children— Addison’ 8 disease in, 392; 
appendicitis in (G. G. Bruce) 1247: 
b ind, statistics of (PI) 610 ; booklet on, 
for parents, 365; burnt child, alleged 
delay in treating (ML) 891; ; child 
guidance conference, 183; Clinical 
Peediatrics (W. R. F. Collis) (R) 1158; 
coin swallowed by child, alleged delay 
in operating for (ML) 110; diseases of, 
congress on, 672; divinyl ether anss- 
thesia for (ky 834; fumigation fatality 
(ML) 891 ; megacolon in, 636, 638; 
nephritis in Tallerman and 
J. H Burkinshaw) ree organic 
psychoses in (M. Creak) 626; 3; Play 
J peke DY. in Childhood (C. H. Rogerson) 
1418 ; pregnancy at five years, 1362 ; 
primary peritonitis in, 983, (LA) 1330 ; 
protection of, in war- -time (H. D. 
Watson) (C) 413; Tuberculosis Among 
Children and Young Adults (J. A. 
Myers) (R) 397; see also Infants 
Intussusception Maternity and chil 
welfare, and School-ch hildren 
Children’s Minimum Council, 346, (A) 
Smaa ocan feeding in (A) 521; medical 
emergency in (H. Balme) 836, hos- 
poo and, , 307, (PI) 668, 1246 ; medical 
A for, 616: see also Dangerous 
rugs 


Chiropody- Incorporated 
Chiropodists, 611, 735 


Society of 


Chiropractors, see Unregistered practi- 
tioners 
may derivatives, bronchial tubes and 


Chorea, see Erythema nodosum 

C horionepithelioma, 285, 1428 

Church, R., The Stronghold, 429 

Cigarettes, *see Tobacco 

Cinematograph films—Men of Medicine 
(A) 220; microfilms, 308, (LA) 765; 
scientific, 242 

Circulation—adult and foetal, 1384 ; Con- 
trol of Circulation of Blood (R. J. S. 
McDowall, G. BE. Malcolmson, and 
I McWhan) (R) 825; failure of, 


operative (A) 404, 1165; failure of, 
surgical conditions and, 1884; new 
stimulant for, 67; pregnancy and 


(A) 275; see also Arteries, Blood. 
pressure, Heart, and Veins 
Cirrhosis, we Liver 
Clark, C. A. (O) 729 
Clark, K. C Positioning in Radio. 
graphy (R) 516 
Pee ; .. tempora mutantur (C) 
Clark, W. G., on coördination of hospital 
services, 1117 
tT B. R., pulmonary tuberculosis, 
88 
Clarkson, E. R. T. (O) 1236 
Claudication, intermittent, see Arterics 
Claudius, death of, 635, hg 
Claye, A. M., and Sykes, S., Evolu- 
tion of Obstetric Raat (R)215 
Clegg, J. L., serum-potassium and serum: 
cale ram in insulin shock therapy, 871 
Olentow, : . (0) 546 
Clende iis A Workbook in Elementary 
Dincnoris (R) 826 


Climate—meningitis, ultraviolet radia- 


tion and (N. L. Corkill) 1203, (D. 
Hubble) (C) 1347; mortality and 
(A) 100 ; of Madeira, 1022.3 seaside, 
study of (A) 1447 ; see also British 
Health Resorts Association 

Clinic, The, 594, 740 

Clinical science—(J. A. Ryle) 1083, (C) 
1180, (C) 1234; practitioners and 
(Lord Stamp) 1337, (A. W. Sheen 
(C) 1403; Research in Medicine and 
other addresses (Sir T. Lewis) (LA) 
273; training in (A) 940, C) lùi, 
1083; see also Research 


auae EA) 
ub 
Coane, a SF 


336 
» Manhood in the Making, 


Coal: Yl reg see Miners 

Cochrane, W. A., foot-strain and posture 
(C) 58, 352 

Coeliac disease, see Gastro-intestinal 

Cohen, H., on cancer, 1384 

Colds, 396, in E skimos, 245 

Cole, G. J., and Je ‘nnings, W. I., Lav o! 
Food and Drugs (A) 101 

Cole, L., blood and vulcanite (C) 105; 

Dietetics in General Practice (R) 33! 

Colitis, see Colon and Enemata 

Colledge, L.. , explosions in operating: 


7 36, 961 


“dath of, 835, (0) 902 
’ X-ray therapy for tosi 


Cahay’ 146 (DA) 1 aa? G. 
Mummery} (C) 235, | P. Markit’ 
(C) 296 ; colostomy bint idee U. I. F. 
Knight) (NI) 827, 912; megacolon, 
36, 638: see aiso Enemata aii 
Intestine 
Colyer, J. F., and Sprawson, E., Dental 
Surgery and Pathology (R) 1 1213 


CONFERENCES AND CONGRESSES.—Bro- 
cella infections, 362—Burial and eemi 
tion, 1241—Cancer, 183, 46 

183—Deutsche Geel 


guidance, 
für Kreislaufforse ‘hung, 67—-First-sid. 
1075—Genetics (A) 1451— Healt 
services, 1226—Hospital, 302, 11- 
Maternity and child welfare, 36, 
1357— Medical education, 892— Medial 
hydrology, 1188—Mental hygiene, "9. 
(LA) 154, (A) 278, 352, 736, 140- 
Military medic ine and pharmacy, 48+- 
Neurolog ry, 1336, 141 t—Nutrition, (36 
892, (A) 998, 1057, (PI) 10l- 
Obstetrics and gyneecology, gti- 
Ophthalmology, 671, 853, 987, 1016 
(A)1112, 1127, 13: 57— Pediatrics, 61- 
Pathology, 241—Pharmaceuties, 1351- 
Public health and _ hygiene, E, 
1282— Radiology, 486, 1017 Revs 
Sanitary Institute, 120, 1357— Seient 
fic, in Australia, 111, 777, 135- 
Silicosis, 1132—So6cial hygiene, £- 
Social medicine, 1356- Students, il: 
Tuberculosis, 506, 1357- Workers fet 


Cripples, 501 


3 


Conjunctivitis, see Eyes 
Conscription, see Army 
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INDEX TO VOLUME I, 1939 


[Aue. 5, 1939 vii 


Consolidated World Research Society 

. (ML) 286 

Constipation, see Intestine 

Contraception ontrol of Conception 
(R. L. Dickinson) (R) 1159; Family 
Planning Association, 1240; preva- 
lence of (Natural History of Popula- 
tion) (R. Pearl) 428; safe period and 
128: see also Abortion and Vital 
statistics 


CONTROL OF COMMON FEVERS.—Diph- 
theria (E. H. R. Harries) 45, (M. B. 
Bayly) (C) 297—Influenza, epidemic 
(C. H. Andrewes) 589—Jaundice, epi- 
demic (W. N. Pickles) 893, (R. Light- 
wood) (C) 960—Pneumonias (R. Cruick- 
shank) 1222—Rheumatic fever (J. A. 
Glover) 465 


Convulsion and insulin therapy 
Fraser and ; . Stanley) 140 
(J. E. O. N. Gillespie) 391, (I. Atkin) 
435, (C) 539, (H. Stalker, W. M. Millar, 
and J. M. Jacobs) 437, (F. Reitmann) 
439, (LA) 457, (M. V. Govindaswamy) 
506, (C) 1232, (H. Hill) (C) 539, (L. M. 
Curtiss) (C) 604, (H. Hoff and J. A. 
Shaby) (C) 782, 846, (J. L. Clegg) 871, 
910 (L. Meduna and B. Rohny) 1139 

Conybeare, E. T., illness in smallpox 
contacts, 813, (C) 1125 

Conybeare, J. J., Textbook of Medicine 
(R) 515 | 

Cooke-Taylor, C. R. (O) 1295 

Cookson, H., toxic goitre, 1363 

Coope, R., epilepsy (C) 180 

Coramine (A) 404, 1165 

Corbet, R. M., on Krukenberg tumour, 
877 ; on placenta prævia, 577 

oe N. L., climate and meningitis, 


Corner, G. W., Attaining Manhood, 676 

Coronary, see Heart disease 

Coroners, see Inquests 

Cortex, see Brain and Epilepsy 

Cosens, W. B., shortage of nurses (C) 1233 

Cottenot, P., Lévy, M., and Chérigié, B., 
Le duodénum (R) 826 

Cotton-wool, see Dressings 

County councils, see Local] authorities 

Coupland, W. E., carbuncles (C) 1179 

Courts, see Legal medicine 

Cowan, A., Refraction of Eye (R) 826 

Cowdry, E. V., Textbook of Histology 
(R) 1269 

Cowell, E. M., femoral hernioplasty, 816 ; 
and Mitchiner, P. H., Air-Raid, 41, 
(A) 35, 104, 171, 228, 287, 347, 408, (A) 
461, 469, 534, 601, 639, 719, (Medical 
Organisation and Surgical actice 
in Air-Raids) 710, (R) 763, (A) 1056 — 

Cow pox virus (A) 1219 

Cox, A., on State medicine, 509 


arse T ia Chemical Analysis of Foods 
Craig, N. S., transfusion of preserved 


blood, 388, (A) 405 

Crain, G. L., and Nelson, N. A., Syphilis, 
Gonorrheea and Public Health (R) 455 

Cramer, W., hormonal relationship of 
ovary and adrenal, 192 

a M., organic psychoses in children, 


Crime—flogging, abolition of (PI) 732, 
784: mental disorder and (PI) 735, 
(A) 886, 1275, 1438 ; mental treatment 
and, 551, (LA) 583, (A) 768, 886 
1133; 1171, 1241; Modern Criminal 
Investigation (H. Söderman and J. J. 
O’Connell) 248; punishment and 
(LA) 1216; Sex Criminal (B. Pollens) 
1082; see also Legal medicine and 
Prisons 

Cripples—evacuation schemes and (PI) 
1355; work of, exhibition of, 796; 
workers for, conference of, 501 ; see also 
Orthopedics 

. H., as others see us (C) 414, 
(LA) 519 

Crofton, J. W., chemotherapy and white 
cells (C) 1460 

Crome, L., casualty organisation in air- 
raids, 655, (A) 650, (C) 1289 

Cromwellian Major-General (Sir J. Berry 
and S. G. Lee) 1361 

Crossley-Holiand, F. W., on Institute 
of Applied Pharmaceutics, 188 

Crowden., G. P., on air-conditioning, 1244 

Crowe, . W., Handbook of Vaccine 
Treatment of Chronic Rheumatic 
eae (R) 1158; Rheumatism (R) 
115 

Crowe. S. J., Brown, E. V. L., and 
Bothman L., Yearbook of Eye, Ear, 
Nose. and Throat (R) 334 

Cruickshank, J., on bacteriological by- 
ways, 598 


Cruickshank, R., aerial spread of strepto- 
coccal infections, 741; infection from 
dressings ©) 726, (LA) 881; pneu- 
monias, 1222 

Cullinan, E. R., on jaundice, 759 

Culture of Organs (A. Carrel and C. A. 
Lindbergh) (R) 272 

Cumberbatch, E. P. (O) 792 

Cumberlidge, W. I. (O) 791 

Cummins, H. A. (O) 64 

Cunningham, A. A., diphtheria (C) 1067 

art aber J. F., on placenta previa, 


ars Ci a J. H., Yearbook of Urology 
Curran, J. T., on recreational therapy, 
Curriculum, see Education, medical 
Curtiss, L. M., convulsion therapy (0) a 
Z, 9 


Tabes Dorsalis (R) 516 
Cushing, H., festschrift for (A) 833; 
A L., Meningiomas 
Cushing's syndrome (G. Hall, C. E. 


Kellett, and G. E. Stephenson) 862 

Cuthbertson, D. P., Wishart, G. M., and 
Chambers, J. W. Practical Physio- 
logical Chemistry (R) 1326 

Cyanosis, see Blood and Chemotherapy of 
infections 

Cyclopropane, see Anæsthesia 


D’Abernon, Lord, work of, 342 

Daguerre, Niepce and, 120 

Daleq, A. M., Form and Causality in 
Early Development (R) 27 

Daley, G., placental blood-transfusion 
`(C) 237 ¥ 

Damages, see Legal medicine 

Dangerous drugs—addiction to, 1156, 
autoserum therapy for (C) 356, (C) 479 ; 
by post, from Ireland, 1280, (PI) 1410; 
sale of narcotics, in Rumania, 842; 
traffic in, 248, 883, 1082, 1138; see 
also Poisons 

Datnow, M. M., on blood-tests in cancer, 


Datta, U. C., vomiting during chemo- 
therapy (C) 1349 

Davidson, A. H., on placenta previa, 576 

Davidson, J., and Miller, J., Practical 
Pathology (R) 214 

Davies, D. O., intussusception (C) 1067 

Davis, E., M. & B. 693 in pneumonia, 
with dermatitis and stomatitis, 1042 

Dawson, Lord, birth-rate and present- 
day difficulties, 1279 

M T Balkan doctors’ peace appeal 
( 

Dead, disposal of, after air-raids, 1241 

Deaf—questionnaire for (P. M. T. 
Kerridge) (C) 1178; school-children, 
1439; tests for (D. B. Fry and P. M.T. 
Kerridge) 106 ; see also Ear 

Death—sudden (A) 103; see also Dead 
and Vital statistics 

Dra of the Doctor’s Wife (W. Hall) 
9 


Debré, R., on familial hepatitis and 
chronic jaundice, 760 

Deficiency diseases, see Nutrition and 
Vitamins 

Degrees, see Education, 
Universities 

Dehydration, see Water metabolism 

DeLee, J. B., Principles and Practice of 
Obstetrics (R) 151; and Greenhill 
J. P., Yearbook of Obstetrics and 
Gynecology (R) 1327 

Delinquency, see Crime 

Delirium tremens, 1245 

Denmark—cleft palate and hare-lip in, 
911; diphtheria inoculation of nurses, 
858; health exhibition, 737; milk- 
pone scarlet fever in (A) 1053; see 
also— 


medical, and 


DENMARK, CORRESPONDENCE FROM.— 
Abortion, induction of, 1455—Brucel- 
losis, campaign against, 1455 


Denny, J. J., on silicosis (LA) 882 

Dental—caries (A) 276 ; Dental Anatomy 
and Physiology (T. W. Widdowson) 
(R) 152 ; Dental Surgery and Patho- 
logy (J. F. Colyer and E. Sprawson) 
(R) 1213; sepsis, chemotherapy of, 
1349: sepsis, gastric cancer and, 553; 
see also Teeth and 3 

A 


Dentistry—at Guy’s hospital (A) 587; 
Consens BLS: medical coöperation and 


RH G. Robinson) 964, (LA) 937 
L. Cole) (C) 1005, (A. Temple) (C3 
1234 ; new chair of, 611 ; position of 


(LA) 1216, (M. Rushton) (C) 1288; 
see also— 

Dentists—infectious (C) 1345 ; litigation 
and (ML) 167, 1171 ; national emer- 
gency and, 303, (PI) 609, 1132; see 
also— 

Dentists Register—names removed and 
restored, 1281, right of appeal and 
(ML) 1062 

Depar ment of Scientific and Industrial 
Teroare 120, 177, 857, 858, (A) 1335, 


Depressed areas—report on, 185; see 
also Unemployment 

Dermatology, see Skin and— 

Dermatomyositis—(A. W. Hendry and 


.T. E. Anderson) 80, (LA) 98; reticulo- 
endotheliosis and (J. H. Sheldon, 
F. Young, and S. C. Dyke) 82, (LA) 98: 
scleroderma, myasthenia, and (G. B. 
Dowling and W. J. Griffiths) 1424 

Desoxycorticosterone, see Adrenal gland 

Development, see Embryology 

Devenish, E. A., hematoma of flexor 
tendon sheaths of hand, 447; Staph. 
aureus and operating-theatre, 1088, 
(LA) 1215 i 

Devon, J. (O) 547 

de Wesselow, O. L. V. S., and Page, 
C. M., St. Thomas’s Hospital Reports 


(R) 702 

Diabetes—Diabetic Life (R. D. Lawrence) 
(R) 879; Diets for Diabetics (G. E. 
Beaumont) (R) 455; duodenal extract 
in, 1302 ; pituitary and, 526 ; sodium- 
bicarbonate solution for (E. Kirk) 
505, (A) 521, sterilisation of (E. P. 
Poulton) (C) 605, (H. Berry) (C) 665 ; 
Studies of Trauma and Carbohydrate 
Metabolism (V. Thomsen) (R) 1444; 
surgery and, 329; see also Insulin, 
Pancreas, and Renal 

Diagnosis—Physical Diagnosis (R. C. 
Cabot and F. D. Adams) (R) 825; 
symptoms and, 699, (LA) 1273; 
Workbook in Elementary. Diagnosis 
(L. Clendening) (R) 826; see also 
Laboratory 

Pisparagmatie hernia (J. A. M. Cameron) 


Diarrhæa—infantile (J. M. Smellie) 969, 
1026, (R. Carter) (C) 1346, pectin in, 
1082 ; see also Dysentery and Gastro- 
intestinal 

Diathermy, see Electricity 

Dick, G. F., and Dick, G. H., Scarlet 
Fever (R) 879 

Dickie, J. L., Comedy and Drama of a 
Doctor’s Life, 676 

Dickinson, R. L., Control of Conception 
(R) 1159 ' 

Dicks, H. V., Clinical Studies in Psycho- 

i pathology (R)1443; on drug-addiction, 


Diet—Dietetics in General Practice (L. 
Cole) (R) 334; Diets for Diabetics 
(G. E. Beaumont) (R) 455; gastric 
cancer and, 553; in casual wards, 
663; in Scottish prisons (PI) 1184; 
minimum, 367; sugar consumption, 
1331; see also Food, Nutrition, and . 
Vitamins 


DINNERS. — British Psycho - Analytical 
Society (LA) 649—Harveian Society, 
853, 1414—Hospitals Almoners’ Associa- 
tion, 421—Hunterian Society, 241, 
421—Incorporated Society of Chiropo- 
dists, 735—Indian Medical Service, 
1132, 1297, 1456— Medical Press and 
Circular, 303—Medical Society of 
Individual Psychology, 121, 241— 
Medical Society of London, 672— 
Moorfields Hospital, 737—Ophthalmo- 
logical Society, 1016—Ophthalmo- 
logica] Society of Australasia (A) 1112— 
Queen Charlotte’s Maternity Hospital, 
1400—Royal College of Surgeons in 
Ireland, 477—Royal College of Surgeons 
of England ,42 4— Royal Medical Society, 
528—Simpson Memorial Hospital, 598 
—Society of Apothecaries of London 
486—West London Medico-Chirurgical 
Society, 1414 


Diphtheria—(E. H. R. Harries) 45, 
M. B. Bayly) (C) 297; e-incidence 
of (A) 940; bacillus of, organism 


simulating, 94; contact, employment 
and (ML) 345: contracted in hospital 
(ML) 594; electronic reactions and 
(ML) 1457; mechanical respiration in 
(U. Blackwell) 1430; outbreak of, 
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1462 ; streptococcal air-borne infection 
and, os three types of, 592, (LA) 766 ; 
see a 

Diphtheria immunisation—45, 297, (PI) 
419, 525, (LA) 517, ree 667, (LA) ues 
(A) 8 "942, "1063, A.A unningham 

Campbe ) (C) En ( a 1161, 

(PI) i 355 ; in Canada, 45, 490 1191 ; 
in Denmark, - 858 ; Motes: 127, 
227, 476, 1067, 1172 ; ‘in Guernsey (PIS 
1410 ; : in Ireland, tube rculosis death 
and, 405, (PI) 484, (ML) 530 

Disclaimer, 182 

Discovery, see Research 

Disease, see Medicine and Public health 


Disinfection, see Air-borne infections and 


Dressings 
oe see Gout, Heart disease, and 


Diverticula,duodenojejunal (R. a Raven) 


203, (C. E. Shattock) (C) 3 
Diving. dangers of (LA Loe. 5A) 1277; 
see also Submarine 


Divinyl ether, see Aneesthesia 

Divorce, E Mental disorder 

Dobbin, R. S., death of, 710, (0O) 791. 
Dobbs,’ R. H., eumydrin in pyloric 


stenosis, 12 

Dockeray, G. C., on damaged heart in 
pregnancy, 878; Krukenberg 
tumour, 877 

Dr. Barnardo’s Homes, 1241 

Doctors, see Biography and Practitioners 

Dodd, H., cyclopropane with spinal 
aneesthesia, 685 

Dodds, E. C., on stilbcestrol (LA) 97; 
and Beaumont, G. E., Recent Advances 
in Medicine (R) 1046 

Dodds, O nnele of Human 
Embryology. (R) 646 

Doerr, R., and Hallauer, C., Handbuch 
der Virusforschung (RY 127 0 

Dogs—Who has a Dog? (Sir R St. 
ohnstone) 68; see also Animals 

mone Pe G., Cameron prize awarded 
o 

Domiciliary medical service, Paddington 
scheme for, 844 

ae and bequests, 280, 362, 787, 


Dorm B. miniature radiography, 
1309, (LA) 4330 


Dott, N. ,on carotid cavernous fistula, 574 
Do las, H. death of, 4 
Douthwaite, A. te eulphanilamide in 

typhoid fever (C) 1401 
Dowdeswell, R. M. N & B. 693 in 

pneumonia, 252, (LA) 335 
Powa. J.H., pneumococcal meningitis, 
Dowling, G. B., dermatomyositis and 

sclero lerma, 142 
Dreosti, A ,M. & B. 693 in pneumonia, 

309, 380, (LA) 335 
Dressings ` and ads, tetanus and 

gangrene from (LA) 582, (P. F ee 

and J. each ae (C) 664, (R. Cruick- 
shank) (C) 726, sterilisation and (LA) 

881, (E. G.T. Liddell) (C)1006,(LA)1215 


Drink, see Alcohol 
Carbon Monoxide 


Drinker, O. K., 
sphyxia (R) 12 69 
blet infection, see Operative infections 

een Streptococcal infections 

Drowning (A) 1390 

Drugs—advertisements of, in Gaited 
Sraten, 1227 ; Law of Food and Drug 
(W. I. Jennings and G. Cole) A) 
101 ; ; patent medicines, = of Ee 
ete (C) 783, Budget and an es 
Goodall) (C) 1007, PI) 2013; N 999, 
eh 1073, 1075, f ae X ) 1234, 
(PI) 123$, 1292, (À) 1393 
(PI) 1412, (A) 1451. 208, A 88 
representatives, status of, 188; sale of, 
in Australia, company pharmacy and, 
227; see also Dangerous drugs, Panel 
and Contract Practice, Pharmacology, 
and Prescribing 

Drummond, J. C., on vitamin E, 698 

Drunkenness, see Alcoholism 

Drury, E. G. D., Psyche and the Physio- 
logists, 1192 

Duff, K., vaginal hot-water applicator 
(NI) 1328 

D d, J. B., malignant hypertension 


a 

Duke, W., Trial of Field and Gray, 966 

Duke- Elder, Sir S., Textbook of Oph- 
thalmology (R) 579 

Dukes, C. E., examination of urine, 24 

Dunbar, H. F., Emotions and Bodily 
Changes (R) 880 

Pons H., pneumococcal meningitis, 
1437 

Dunn, N., on bone surgery, 1268 

Duodenum—duodenojejunal diverticula 
(R. W. Raven) 203, (C. E. Shattock) 
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(C) 355 ; extract, of, in diabetes, 1302 ; 
Le duodénum ( Ċottenot, M. Lévy, 
and E. Charigié) (R) 826; see also 
Hemorrhage, Intestine, and Peptic 


Durbin, E. F. M., and Bowlby, J., 
Personal Aggressiveness and ‘War 

Dyke, S. C., dermatomyositis, 82, (LA) 98 

Dysentery—-Dysenteric Disorders (P. 
Manson-Bahr) (R) 1385; see also 
Diarrhea 

Dysmenorrhea, see Menstruation and 
Stilbeestrol 

Dye ropie myotonica, sensory changes 
D, 


Ear—Diseases of Nose, Throat and Ear 
o W. Morrison) (R) 516; Menière’s 
sease, temporal bones and, 1440 ; 
ae Ear and Throat (M. Vlasto) (Rj 
Šurgery of the Ear (S. J. Kopeizky 
(Rj 1270 ; Theories of Sensation 
A. F. Rawdon-Smith) (R)28 ; Treatise 
on S cal Technique of Otorhino- 
laryngology (G. Portmann and : 
Viole) (R) 1326 ; vertigo, Portmann 
operation for, 1440 ; Yearbook of 
Eye, Ear, Nose and Throat (E. V. L. 
Brown, L. Bothman, and S. Crowe) 
(R) 334 ; see also Auditory, Deaf, 
torpon; and Otitis 
Earle V., & B. 693, in lympho- 
ahia venereum 985 


Earp, J. R., good quality in medical 
care, 798 
pari, T., constrictive pericarditis, 255 


W. N., on psychology and crime 
TA) 583, (A) 768 
Ebbisham, Lord, refugees in France 


ORT see Pregnancy 

Economic, see Social 

Ectopic, see Pregnancy 

Eczema, Bee nn 

Edington, J A , death of, 887, (O) 954 

Hiducatiou—troctom, discipline and zest 
in (A) 943; see also School-children 


and— 

Education, medical heres to medi- 
cine (Lord MHorder) 913; clinical 
science and (A) 940, (C) one 1083 ; 
clinica] sense and, 1083, 1180 ; one, 
culum, 528, 913; in 
675; in » 892 


M. D. ee over- 
seas, 1228; physical gaucation and 
(A) 942 ; see also Students, medical, 
and Universities 

Edwards, F. R., on peptic ulcer, 877 

Edwards, F. S., death ot 1273, (Ò) 1351 

Effort syndrome (A) 2 

Eggleton, P., and iernacke, W. O., 
Stuff We’re Made Of, 128 

Eggs, storage of, 675 

Egypt, narcotic abuse in, 1138 

Eighth nerye: see Auditory 

Eiselsberg, A. F. von, Lebensweg eines 
Chirurgen nd 771 

Eisenhardt, and Cushing, H., Menin- 
giomas (R) ) 27 

Elam, J., anæsthesia in war-time (C) 906 

Elbow, see Fractures 

Electricity—diathermy sigmoidoscope 
(S. O. Aylett) (NI) 934; electric 
shock, resuscitation after’ : 
Collier) C) 62; electro-encephalo- 

graphy, (A) i $ ” Blectrotherapy and 

Light Therapy (R. Kovács) (R) 1158 ; 
see also Heat therapy and— 

Electrocardiography—interference dis- 
sociation (C. W. ©. Bain) 20, 123; 
T wave, potassium and (W "A. R. 
Thomson) 808 

Electro-encephalography (A) 40 

Electrophoresis apparatus, 911 

aa ae R., on xenopus pregnancy 

8 

Elliott, G. A., stored blood in transfusion, 
384, (A) 405 
Ellis, F. W. (O) 1352 

Ellis, R., on Dore mortem findings in 
cardiovascular disease 

Ellman, P., bronch re 448, (C) 605 ; 
on psychological factors in rheumatism, 
‘Os igs tuberculosis in industry, 1016, 

Elmer, x W., Iodine oe and 
Th yrold Function (R) 2 

Elphinstone, J. J., blood ‘A pneumonia, 
1097, (A) 1112 
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696: Pulmonary (R. Sitshers 125), 
(T 


. H. Belt) 1259, (LA) 1271, (A. J. 

Gardham) (C) 1345, d Enbar 
operation for (I. Lewis) 1037, (LA) 
1271; see also Heart disease and 
Thrombosis 

Embryology—Essentials of Human Em- 
bryology (G. S. Dodds) (R) 646; 
Form and Causality in Early Develop- 
ment (A. M. Dalcq) (R) 27 

Emergency, see Hospitals, Medicine and 
the Law, and— 

Emergency, national—air-raid shelters 
(PI) 483, (A) 463, 655, (A) 650, (PI) 731, 
899, (PI) 956; aneesthesia and, 173, 
(L. H. Lerman) (C) 295, (H. W. Webber) 


(C)-354. (R: Jarman) C2) 845, 1245, 
(J. Elam) (C) 906, (A) 1278; antitoxins 
for, 839; casualty organisation, 168, 
(PT) 359, 424, (PI) 483, (A) 463, 
523, (PI) 542 , 544, 588, 608, (L. Crome, 
R. E. W. Fisher, and G. ; ) 
655, (C) 1289, (A) 650, 723, (PI) 731, 
788, 795, (P T) 850, 898, (PI) 899, 
(A) 943, (PI) 956, 1013, 1064, (C) 
1069, (PI) 1071, 1133, 1178 1184, 
1242” (J. B. Scott) (©) 1: 388, (Pİ) 1291; 
1293, 1414, (PI) 1463 dentists. and, 
303, (PI) 609, 1132 ; ev acuation 
schemes, 121, (LA) 98, eD rs A) 404, 
(PI) 483, (LA) SLi (A) 523 I) 543, 
544, 655, 4) 650. 3. (Pi) 731 ‘387, 788. 
824, (PI) $49, 899, 956, 1009, 1064, 
1069, (PI) 1120, 1122, 1132, (PY) 1183; 
1242, 1289, (PI) 1291, 1292, 11355 


1463, 1464 ; food, storage of (P1) 1183; 
infants, protection of, against gas, 675; 
maternity service and, 824 ; Medical 
Research Council and (LA) 517; 
morphine injection at first-aid posts 
(P. Hamill) (C) 1178 national service 


guide, 219; nursing services and, 67, 
168, 219, 242, (LA) 273, 304, (PI) 
359, 609, 719, (PI) 899, 957, 1009, 
(LA) 993, 1133, 1242, (PI) 1464, 1466; 
radium storage and (G. F. Stebbing) 
(C) 847 ; students, medical, and, re 
tuberculosis scheme and, 548 

See also Air-raid, Hospitals, Prati 


tioners, and War 

Emmens, C. W., on assay of sex hormones 
(LA) 1446 

Emotions—Emotional Factor in Visceral 
Disease (H. G. McGregor) (R) 150; 
Emotions and Bodily Changes (H. F. 
Dunbar) (R) 880 

Empire Rheumatism Council, 737,1017 

Empyema—pneumococeal meningitisand, 
M. 693 in (J... ‘DBD. Aitchison) 


1436 ; ` pulmonary embolectomy and, 
1037: see also Tuberculosis 
Encephalitis—eyes and, 761; Japanese, 
virus of {A) 2451 ;s parkinsonisn, 
Bulgarian treatment of, 591, (F. J. 
Neuwahl) 693, (A) 710, (C. C. Fenwick) 


(C) 802 ; researchin, 1075 ; Wernicke’s 

encephalopathy and (LA) 1107 
Encyclopredia—British Encyclopædia of 

Medical Practice (Sir H. Rolleston) 
* ROY 33< 
Endocarditis, see Heart disease 
Endocrine system—journal of endocrino- 


logy (A) 943; Major Endocrine Dis- 
orders (S. Li. Simpson) (R) 214; 
osteo-arthritis and, 1302: gee als) 
Hormones and Sex hormones 

Enemata—cod-liver oil, in ulcerative 
colitis (H. Gainsborough ) 1319; high 
and low (O. A. Marxer and 8. V. 
Patterson) 1136 

Engel, Mi; progesterone and adrna 
(C) 35: 

England, F. E., on lay psychotherapy, 
63 ; 

Entomology—Guide to a Srerina T 
Parasitology and Entomolo 
Southwell and A. Kirshner) ORT sce: 
Medical Entomology (W. A. Riley and 
x A. Johannsen) (R) G46 : see als) 
hnsects 

Environment, see Anthropolo 

Epanutin, see Epilepsy Poes 

Epidemiology, see Infectious diseases 

Epilepsy—driving licences and (L4) 
1329; electro-encephalography in (A) 
40 ; epanutin in (B. Schlesinger) (Ù 
61, (R. Coope) CCS 180, sums ard 
(A) 1056: head injury and, 573; histe- 
logical changes im CAS 1112 ~ "life of 


epileptic (Sir A. Hall) 1146, (L A) 1329: 
‘new treatment of (EB. P. Poulton) (C) 
128; pregnancy and, 209 


Epsom College—Sprig a8 
1241 gee fund (A) 121, 
cs dese ace Skin 
eben, » On cance 8 b 
"1049 » O neer, 1080, (L4 


aol i 
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Erythema nodosum, tnpberculosis and 

(A. S. Hall) 572, (J. A. Brocklebank) 
5, chorea and (G. M. J. Slot 

and D. Morris) 571 

Eskimos—epidemic diseases among (A. 
Hoygaard) 245; reproductive rhythm 
in (A) 338 

Ether—treatment of gall-stones (B. O. C. 
Pribram) 1311; see also Aneesthesia 

Ethics, see Secrecy, professional] 

Etymology, unorthodox (C) 1462 

Eugenics—dermatology and, 110 ; see also 
Sterilisation, voluntary 

Eumydrin, see Stomach 

Evacuation, see Emergency, national 

Evans, C. A. L., on metabolism of heart, 


98 | 
Evans, W. H. (O) 904 
Eve, F. C., tiltable bed, 568, 570 ; vac- 
cines with chemotherapy in pneu- 
monia (C) 727 ; 
Evidence, see Legal medicine and Medi- 
cine and the Law 
Evolution, see Anthropology 
Exercise, see Physical education . 
Expectation of life, see Life-expectation 
Explosions, see Ansesthesia 
Eyes — accommodation, convergence, 
lenses and, 988; air-raid wounds of, 
601; anesthesia and, 172, (L. H. 
Lerman) (C) 295, (H. W. Webber) (C) 
354; anterior capsule, 987; Boeck’s 
sarcoidosis and, 440; care of, in 
industry, 722; cataract, 987, 988; 
chemotherapy and (R. Wien) (C) 
1404; diathermy and, 988; disk, 
pallor of, 987; enucleation of one 
A filarial blinding, 801; 
“ Firle ” eye-magnet (N Harman) 
(NI) 638; 
patient and co 52 ; general disease 
and, 761, (F. P. (O) 845; 
glaucoma, 988; Handbook of Oph- 
thalmology (H. eame and F. A. 
Williamson-Noble) (R) 1269; head 
injuries and, 573; hereditary diseases 
of, 987; lightly pigmented, glare and 
(A) 523; myopia, control of (A) 939; 
neuromyelitis optica, 332; nystagmus 
(A) 36, 761; ophthalmia neonatorum, 
989, 1127; ophthalmic exhibition, 
183 ; ophthalmological congresses, 671, 
853, 987, 1016, (A) 1112, 1127, 1357 ; 
optic nerve, blood-supply of 988 ; 
prize in ophthalmology, 120; Refrac- 
tion of Eye (A. Cowan) (R) 826 ; 
Refraction of Eye (C. Goulden) (R) 
1214; refraction, problems of, 988; 
retina, blood-supply of, 988; retina 
detachment of, 988; retina, vital 
* retrobulbar 


staining of (A) 585; 
needle, curved, 988; St Konp Oph- 
thalmic Hospital, Jerusalem, work of, 
1022 ; sclero-corneal trephining, 987 ; 
support for, after excision of maxilla 
a G. Walker) 1209; Textbook of 
phthalmology (Sir S. Duke-Elder) 
(R) 579; Theories of Sensation (A. F. 
Rawdon-Smith) (R)28 ; tobacco ambly- 
opia, 988 ; trachoma, 989, 1442 ; vision 
physiology of, 551; Yearbook o 
Eye, Ear, Nose, and Throat ce VvV. L. 
Brown, L. Bothman, and S. J. Crowe) 
(R) 334; see also Blind and Vitamin A 


F 


Facey, R. V., stored blood for trans- 
fusion (C) 728 

Facial—wounds, air-raid, 601, 719; see 
also Herpes 

Factories, see Industrial medicine 

Faggee,C. H. (0) 1235 

Fairbank, H. A. 
location of hip, 393 ; 
bacterremia ? (C) 416 

Fairley, N. H., on methremalbumin 
(A) 157, 453 

Fairman, H. D., chemotherapy of cerebro- 
spinal fever, §2 3, (LA) 937 

Familial periodic paralvsis (A) 522 

Family allowance, see Wages 

Fantus, B., and Goldberg, A. L., Year- 
book of General Therapeutics (R) 1214 

Fats, heated, carcinogenesis and (A) 1448 

Fay, M., and Bodansky, M., Laboratory 
Manual of Physiological Chemistry 
(R) 1326 

Fear, see Psychology 


T., on congenital dis- 
septicemia or 


Fees—for emergency treatment (ML) 
168 ; for medical reports (A) 1334 
Feiling, A., on ocular manifestations of 


disease, 762 
Avian Tuberculosis 


Feldman, W. H., 
Infections (R) 515 

Fellowship of Medicine—State medical 
service, debate on, 362, 776 

Femoral hernioplasty, see Hernia 

Fenwick, C. C., postencephalitic parkin- 
sonism (C) 802 

Ferguson, W. J. W., on detachment of 
retina, 988 l 

Ferriman, D. G., herpes zoster and 
varicella, 930 ; oxycephaly (C) 118 

Fertility, see Sterility and Vital statistics 

Fever, see Control of Common Fevers, 
Infectious diseases, and Temperature 

Fever therapy, see Heat therapy ' 

Fibroids, subcutaneous cestradiol and 
(A. Lipschtitz, and L. Vargas) 1313, 
(LA) 1329, (T. F. Todd) (C) 1402, (J. F. 
Brailsford) (C) 1461 

Fifth nerve, see Trigeminal] nerve 

Filarial blinding, 801 

rudes, a da tetanus (C) 664, 

Films, see Cinematograph films 

Fincham, E. F., on accommodation of 


eye, 988 
Findlay, G. M., lymphocytic chorio- 
meningitis, 1370, (LA) 1388; Plas- 


Recent 
_Advances in Chemotherapy (R) 1106 

Finger. E., death of, 1061 

Fingerprints (G. W. Wilton) 912 
ingers, see Hand 

Finland—cleft palate and hare-lip in, 
911; tuberculosis in, 1245 

First-aid—congress, 1075; see also Emer- 
gency, national 

meat ae progesterone and adrenal 

Fisher, A. C., auscultation of acute 
abdomen (C) 605 

Fisher, A. G. T., Treatment by Manipu- 
lation in General and Consulting 
Practice (R) 826 

Fisher, R. A., Statistical Methods for 
Research Workers (R) 151 

Fisher, R. E. W., casualty organisation 
in air-raids, 655, Aye. (C) 1289 

FitzAdam-Ormiston, . M., Story of 
Brain, 1022 

Fitzgerald, C. (O) 480 

Fleming, A., M. & B. 693 and pneumo- 
cocci, 562 

Flemming, C., popliteal aneurysms, 322 

Fletcher, E., on osteo-arthritis, 1302 

Flexner, J. T., Doctors on Horseback, 


modum ovale infection, 1262 ; 


Flexor tendon, see Hand 

Flogging, see Crime 

Fluid, see Water metabolism 

Flying, see Air transport | 

Foetus—chemotherapy and (R. Light- 
wood) (C) 182, (E. D. Hoare) (OC) 238 ; 
circulation of, 1384; see also Childbirth 
and Vital statistics . 

Fog, see Atmospheric 

Folk-lore, medicine and, 160, 1082 

Food—advertisements of, in United 
States, 1227; Chemical Analysis of 
Foods (H. E. Cox) (A) 338; Chemica] 
Analysis of Foods and Food Products 
(M. B. Jacobs) (R) 516; Food Educa- 
tion Society, 737, 795; Law of Food 
and Drugs (W. I. Jennings and G. J. 
Cole) (A) 1013; research on, 858; 
storage of, 675, (PI) 11833 see also 
Diet, Fats, and Nutrition 

Foot—infections of, in diabetics, 329; 
see also Posture 

Forbes, A. T., biochemistry of malignant 
growth (C) 1126 

Forceps—clip (G. A. B. Walters) (NTI) 
878: for inserting radium into cervix 
(R. R. Morrison) (NI) 1048 

Foreign bodies—coin, swallowed, alleged 
delay in operating for (ML) 110; grit 
in eye, insurance patient and (PCP) 
2: i radiographic localisation of (A) 

d 


Forensic, see Legal medicine 
Forty, F., intestinal atresia and Meckel’s 
diverticulum, 986 ; intussusception (C) 


958 
Foss, G. L., administration of androgens, 


502 

Fractures—clips for (M. Sinclair) (NI) 91; 
in old age, 1210 : Manchester service 
for (LA) 218; ski-ing, 615; stirrups 
for ambulatory plasters (C. R. McCash) 
(NI) 578: tilting bed for, 570; 
Treatment of Fractures (C. L. Scudder) 
(R) 215; treatment of, in Cairo, 799; 
war (A) 223, 228. 408, (A) 461, 469, 
534, 601, 639, closed treatment of, 


763, (J. T. Raspall) (C) 847, (A. D. 
Wall) (C) 1403, „(g Trueta) 1452 ; 
wooden intramedullary pegs for (A) 
1276; see also Bone, Smith-Petersen 
nails, and— 

Fractures of—axis, 552 ; elbow, delayed 
diagnosis and (ML) 713; extremities, 
512 ; humerus (J. P. McGuinness) 508, 
applying extension to (T. A. Butcher) 
757 $ leg, bed frame and splint for, 
1269; long bones, compound (H. 
Poston) 1201; nose /A) 464; patella 
(M. M. Mehriz) 91, (G. O. Tippett) (C) 
182 ; pelvis, bilateral dislocation of hip 
and (R. H. Gardiner) 1265; pelvis, 
. urethral calculus and, 1263; radius, 
1268; skull, patient’s discharge from 
hospital and (ML) 1342 ; spine (Le 
traitment non-sanglant des fractures 
du rachis) (P. Mallet-Guy) (R) 580 

Fraenkel, A., death of (A) 834 

France—refugees in, from Spain (Sir 
A. Stanley and Lord Ebbisham) (C) 
541, (C) 541, (PI) 545, 611, 660, 796, 
1001, 1297; see also Paris, correspon- 
dence from 

Francis Amory Septennial.Prize, 961 

Françon, F., and Weissenbach, R.-J., 
Pen khumatismes, maladies sociales (R). 


1 
Frankai, C. H. S., on surgery in old age, 


Frantz, A. M., Timme, W., and Hare, 
C. C., Pituitary Gland (R) 397 
Fraser, I., recurrent intussusception, 874 
Fraser, R., insulin shock therapy, 140 
Frazer, W. M., on cancer, 1384 
Fremantle, Sir F., on nursing services, 
1282; public speaking (C) 236 
Friderichsen, C., tetany in suckling, 85 
Friedenwald, J., Morrison, T. H., and 
Morrison, S., Secondary Gastro-intes- 
tinal Disorders; Reciprocal Relation- 
ships (R) 333 
Fry, D. B., hearing tests, 106 
» R. M., on puerperal infection, 


452 
Fuller, C. J., on neuromyelitis optica, 


332; on osteomalacia and  cceliac 
disease, 552 
Fulton, J. F., Physiology of Nervous 


System (R) 214 
Fumigation fatality (ML) 891 


Gabriel, W. M. (O) 1187 
Gaddum, J. H., on hormones, 127 
Geba, J. F., ulcerative colitis, 146, (LA) 


15 
Gainsborough, H., ulcerative colitis, 1319 
Gaisford, W. F., on pneumonia, 823 
Gall-stones, ether treatment of (B. O. C. 
Pribram) 1311 
selpin, P. A., to worry or to forget ? (C) 


8 
Games, see Physical education 
Gangrene—diabetes and, 329; manage- 
ment of (A) 221; see also Gas-gangrene 
angulee, N., Health and Nutrition in 
India (R) 991 


Gardham, A. J., buccal neoplasms, 677 ; 
pulmonary embolus (C) 1345 

Gardiner, R. H., dislocation of hip with 
fracture of pelvis, 1265 

Gardner, A. D., Bacteriology (R) 398 

Garland, <A., suppurative pneumonitis 
and lung abscess, 375 

Garland, H. G., on neurological compli- 
cations of pregnancy, 210 

Gas-gangrene—(B. Walker) 150; anti- 
toxin for war emergency, 839; war 
injuries and, 171, (A) 223, 287, 409, 
601, 719, 763, 847, 1403, 1452; see 
also Dressings 

Gastric, see Peptic ulcer, Stomach, and— 

Gastro-intestinal disorders—colJiac dis- 
ease, 262, osteomalacia and, 552; 
diarrhea, chronic, osteomalacia and 
(J. M. Holmes) 264 ; Secondary Gastro- 
intestinal Disorders; Reciprocal Rela- 
tionships (J. Friedenwald, T. H. 
Morrison, and S. Morrison) (R) 333; 
sprue, nutritional deficiencies, and, 72, . 
(A) 100, 264, (A) 460: steatorrhea 
(A) 40, eczema and (I. D. Riley) 262 ; 
see also Diarrhea and Intestine 

Gates, R. R., plant genetics and human 
welfare, 1472, (A) 1451 
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Gauvain, Sir H., on poliomyelitis and 
artificial respiration, 211, 552 

General Medical Council—criticism of 
(A) 159, (G. Ward) (C) 236, (PI) 359, 
510; discussion on, 510; education, 
medical, overseas, 1228; election, 654 ; 
finance, 1228; names restored to 
register, 737 ; penal cases, 1281 ; presi- 
dential address, 1113, 1228; registra- 
tion, 1228; unorthodox methods, 
practitioner’s right to practice, 248; 
women on (Dame J. Campbell) (C) 1233, 
(D. H. Kitchin) (C) 1349; see also 
Dentists Register . 

General paralysis of insane, see Neuro- 
syphilis 

Genetics—congress of (A) 1451; familial 
hepatitis, 760 ; information service in, 
430; plant (R. R. Gates) 1472, (A) 1451; 
see also Eugenics and Twins. 


Germany—gynecological society, 671; 
health insurance in (PCP) 51; mass 
radiography in (A) 653, (LA) 1330; 
medical education in, 103, 675; 
spinster motherhood in (a) 943 ; 
see also Refugees ; 

Ghosh, B. N.; Treatise on Hygiene and 


Public Health (R) 152 
Gibbon, Sir G., and Bell, R. W., History 
of London County Council (LA) 704 
‘Gibson, P., progress against pneumonia 


(C) 1290 
Gibson, R. (O) 730 i 
Gil, M., aluminium hydroxide in 


peptic ulcer, 500 

Gillespie, J. E. O 

- vulsions, 391 i ; ; 

Gillespie, R. D., on escape into psychosis, 
740: on mental nursing, 532 

Gillis, L., vitamin A in night-blindness, 
149 


Gilmour, J. R., on parathyroid gland 


N., cardiazol con- 


(A) 884 : 
Gimlette, J. D., Dictionary of Malayan 
. Medicine, 968 , 
Girdlestone, G. R., on South ‘African 


orthopædic scheme (LA) 337, (A) 999 


Gjessing, H., on MHolth’s iridencleisis 
anti-giaucomatosa, 988 
Glaister, J., and Smith, S., Recent 


Advances in Forensic Medicine (R) 936 
Glandular fever (LA) 830 
Glasgow University Club, London, 1188 
Glass, D. V., and Blacker, C. P., Popula- 
tion and Fertility (A) 651 
Glossitis, see Mouth 
Glover, J. A., rheumatic fever, 465 
Glucose, see Insulin and Intravenous - 
Godber, G. E., aerial spread of strepto- 
coccal infections, 741 
Godwin, H., Plant Biology (R) 1159 


Goebel, W. F., on artificial antigens 
(LA) 399 
Gogarty, O. St. J., Tumbling in the 


Hay (A) 463 
Goitre, see Thyroid gland 


Gold therapy, 213 
Goldberg, rA L., and Fantus, B., Year- 


book of General Therapeutics (R) 1214 
Golding-Bird, C. H., death of, 588, (O) 669 
Gonorrhcea—chemotherapy of (A) 460, 

1021, nervous complications of (A) 

38: ophthalmia and, 989, 1127; see 

also Venereal disease 
Goodall, E., simple herpes (C) 906 
Goodall, E. W. (O) 63 _ 
Goodall, F. C., patent medicines (QC) 

783, 1007 
Goodwin, A., 

1142 
Gopalan, E. S., national language for 

India, 429, (C) 1290 
Gordon, M. ., illness 

contacts (C) 959 
Gordon, R. G., 

laymen, 164 
Goudsmit, J., excretion of 

aneurin (C) 540 


carcinoma of = cervix, 


in smallpox 
on psychotherapy by 
injected 


ould, ; . multiple anresthesia 
(C) 118 ; Shipway machine (C) 846 
Goulden, C. B., on problems of refraction, 
988; Refraction of Eye (R) 1214 
Gout—(A) 35; salyrgan diuresis and 
(N. L. Price) 22, (A) 35 l 
Govindaswamy, M. V., convulsion and 
insulin therapy, 506, (C) 1232 
Gradwohl, R. B. H., Clinical Laboratory 
Methods and Diagnosis (R) 702 
.Graham, E. A., Yearbook of General 
Surgery (R) 645 
Graham, H., Surgeons Al (A) 708 


GRAINS AND SoRrUPLES.—(C. K. Millard) 
(C) 59, (K. Walker) (C) 60, (N. N. 
Tereshchenko) (C) 60, (Sir A. MacNalty) 
(C) 119, (Doctors in Shirt Sleeves) 
(Sir H. Bashford) (R) 1047—A_Physio- 
logist in America (W. 


Hall, 


H. Newton)! 


48, 112, 173, 231—Autolycus (F. M. R. 
Walshe) 292, 357, 411, 473—A Part- 
time Professor (Henry Oohen) 537, 


597, 661, 717, (C) 857—An Oniooker 


(T. F. Fox) 780, 840, 895, 950, 1002— 
An Amateur Journalist (Sir Adolphe 
Abrahams) 1065, 1118, 1174, 1230— 
Peter Quince (George Day) 1286, 1343, 
1399, 1458 


Grant, I. M. (O) 791 ' 

Granuloma venereum, see Venereal disease 

oroubard, M., Man the Slave and Master, 

Graves’s disease, see Thyroid gland 

Gray, C. H., dislocations of shoulder- 
joint, 926 i 

Gray, É., on State medical service, 776 

Green, M. E., on food supplements, 346 

Greene, R., hypernesia (C) 1179 


Greenhill, J. P., and DeLee, J. B., Year- 
book of Obstetrics and Gynecology 
(R) 1327 


Gresham College, 362, 1016 

Griffith, F., Childless Family, its 
Cause and Cure, 1246 

Griffiths, W. J., dermatomyositis and 
scleroderma, 1424 

Grout, J. L. A., on diseases of bone, 1384 

Groves, E. W. H., bone-grafting, 69; 
on bed frame and splint, 1269 

Growth—in insects, hormones and (A) 
1334; see also Nutrition and Protein 

Growth, malignant, see Cancer 

Gum arabic, intravenous (A) 280 

Gums, see Mouth 

Gynsecology—German society of, 671; 
see also Obstetrics and Sex hormones 


H 


Hadfield, C. F., explosions in operating- 
theatres (C) 604 

Hromatemesis, see Heemorrhage 

Heematoma, see Heemorrhage 

Hremoglobin, see Blood 

Heemoptysis, see— 

Heemorrhage—gastro-intestinal, excretory 
changes and (D. A. K. Black) 323, 
(A) 339, 1035, (A) 1054; into flexor 
tendon sheaths of hand (E. A. Devenish) 
447; jaundice and, vitamin K in 
(A) 220, (C. F. W. Illingworth) 1031, 
(LA) 1050 ; prostatectomy and (A) 772, 
833; pulmonary, avitaminosis and 
(T. Jersild) 632 ; retinal, 762 ; uterine, 
radiotherapy in, 332, 931; uterine, 
thrombocytopenic purpura and, 931; 
war injuries and, 228, 350, 639, 719; 
see also Blood-transfusion, Sex hor- 
mones, and Wounds 

Hemorrhoids, prolapsed, 
(J. C. Ross) 90 

Hailey, Lord, African Survey (A) 37 

Hen re M., estimation of luteal activity, 

Hair—Give Your Hair a Chance (J. W. 
King) 128 

Halbrecht, J., placental 
fusion, 202, (C) 604 

Sir A., life of epileptic, 1146, (LA) 


1329 
Hall, A. S., erythema nodosum, 572 
Hall, G., Cushing’s syndrome, 862 


thrombosed 


blood-trans- 


‘Hall, W., Death of the Doctor's Wife, 968 


Hallauer, C., and Doerr, R., Handbuch 
der Virusforschung (R) 1270 

Halipike, C. S., on temporal bones in 
Meniére’s disease, 1440 

Hambly, E. H. T., abnormality of knee- 
joint, 269 

Hamill, P., morphine injection at first- 
aid posts (C) 1178 

Hand—clubbed fingers (LA) 336 ; hsema- 
toma of flexor tendon sheaths (E. A. 
Devenish) 447; Infections of Hand 
(A. B. Kanavel) (LA) 1108, (W. H. 
Coupland) (C) 1179; mid-palmar space 
and ulnar bursa (A. K. Henry) 16; 
surgeon’s finger injured (ML) 594; 
Surgical Treatment of Hand and Fore- 
AT ua (A. C. J. Brickel) (LA) 


369, 424 

Hankin, E. H. (O) 904 

Hansen, T., on year’s work as general 
practitioner, 430 

AT P., M. & B. 693 in pneumonia 


Hare, C. C., Timme, W., and Frantz, 
A. M., Pituitary Gland (R) 397 
Hare-lip in Scandinavia, 911 
Harington, C. R., stored blood (C) 1348 
Banne, A., psychotherapy by laymen (C) 
5 


B., “Firle” eye-magnet 


Harries, E. R., diphtheria, 45; 
sulphanilamide in typhoid fever, 131 

Harris, D. P., spinal anæsthesia for 
perineal operations (C) 905 

Harris, E£., and Harris, K., Minor Medical 
Operations (R) 27 f 

Harris, I., hypertension (C) 118 

Harris, J. H. (O) 547 

Harris, L. J., Vitamins 
Deficiencies (R) 825 

Harris, N., on chronic uncertified, 1437; 
on mental nursing, 532 

Harris, W., Morphology of Brachial 
Plexus (R) 935 ; trigeminal nerve, 1114 

Harrison, C. V., on hypertensive and 
ischeemic heart disease, $77 

Hart, A. E. T., 
(A) 223 e 

Be pee: S., on State medical service, 
77 


and Vitamin 


on war surgery in Spain 


Hawking, F., primary suppurative gas- 
tritis, 1434 

Hawthorne, C. O., on safe milk, 407 

Hayes, W., on organism simulating 
diphtheria bacillus, 94 

Head injuries, see Injuries 

Heaf, F. R. G., on tuberculous patient 
(A) 831 

Healers, see Unregistered practitioners 

Health education—child care pamphlet, 
365; Danish health exhibition, 73); 
economy in health insurance and (LA) 
829; Growing Up, 968; Housebold 
Doctor, 800; mental health and, 
166,188 ; Ministry of Health exhibition, 


121; nutrition and, 1057; Stuff We'r 
Made Of (W. O. Kermack and P. 
Eggleton) 128; see also Preventive 


medicine and Schools 

Health resorts, see British Health Resorts 
and Climate 

Health services—(PI) 542;  Finchkey 
health centre, 1131; in Africa (Ao 
African Survey) (Lord Hailey) (A) 37, 
55, (Science in Africa) (E. B. Worthing 
ton) (R) 880, (PI) 1408; in Australia, 
55, 778; in China, war and (H. Balme! 
836; in colonies (PI) 14083; in French 
colonies, 55; in Ireland, 301, 84, 
retirement age of medical officers and, 
477; in New Zealand, 1227; i 
Rumania, 842 ; in Sweden, ; 
in United States, 56, 169, (A) 220, 
344, 477, 715, 798, 1060, 1226, 128, 
(A) 14505 LOC. (LA) 704, 125; 
Peckham health centre, 496, (PI) 1239; 
psychiatric services and, 164, (A) 275, 
352, 414, (LA) 881, 1171, (A. M. Spencer) 
(C) 1346, 1437 ; quality of (J. R. Earp) 
798; State and, 509, 776, 106: 
Woolwich health centre, 234; see alo 
Insurance, health, Maternity and child 
welfare, Panel and Contract Practice, 
and Public health 

Heanley, C. L., arterial embolectomy, 6% 

Hearing, see Deaf 

Heart—kymography of (F. G. Wood)249. 
368, (A) 585; metabolism of, 13%: 
phonocardiography (Atlas de phon- 
cardiographie clinique) (A. Calð) (R! 
992 ; surgical revascularisation of 
(L. O'Shaughnessy, D. Slome, and 
Watson) 617, (A) 853: see also Circul- 
tion and— 

Heart disease 


coronary thrombosis, 634, £ 


effort and (G. Bourne) 1155; endo 
carditis, chemotherapy of (A) 5X6: 
fever and (A) 1219; _ heart-failur 
(K. S. Smith) 1168, (W. N. Leak 
(C) 1290, left ventricular (D. © 
Bedford) 1303, 1476; hypertensite 
and ischæmic, 877: hypothyroidism 
and (G. E. Beaumont and J. P 
Robertson) 682, (A) 1052; nephriti 
and (A) 832; pain, significance ° 


infarction and (A) 1): 
post-mortem findings in, 638; prt 
nancy and, 878; salyrgan in, gout 
following (N. L. Price) 22, (A) 8: 
tiltable bed for, 568; urea & 
mercurial diuresis in (A) 940; wor: 
men’s compensation and (ML) 1116; 
xanthomatosis and (A) 1275; see ak 
Circulation, Electrocardiograpby, Peri- 
carditis, Rheumatism, juvenile, & 
Thyrotoxicosis 


(LA) 1273- 


eA YT A fai ea T 


+ 


N 


Supplement to THE LANCET] 


Heat therapy—gangrenous limbs and 
(A) 221; hyperpyrexia in rheumatism, 
208; hyperpyrexia, temperature 
measurement in (A) 998; vaginal hot- 
water applicator (K. Duff) (NI) 1328 ; 
see also Electricity 

Heo nera py in tuberculous peritonitis, 


9 
men sacri -D. K., Psychopathic States 
mer Wr oN, D. W., on typhoid antigens 
i 

Henderson, I. F., and Henderson, W. D., 
Dictionary of Scientific Terms, 1418 
ehdry, A. W., dermatomyositis, 80, 
(LA) 98 

Henry, A. K., mid-palmar space and 
ulnar bursa, 16; operating chair 
(NI) 878 


Hepatic, see Jaundice and Liver 


Feti go; K., femoral hernioplasty (C) 
Hernia—anatomy of, 1417; diaphrag- 
matic (J. A. M. Cameron) 757 ; femoral 
(E. M. Cowell) 816, (K. Heritage) 
(C) 1005, Lotheissen’s operation and 
(H. Bailey and R. J. M. Love) (C) 
912, (G. G. Turner) (C) 968; in old 
age, 1211; postoperative thrombosis 
and (A) 402 
Herpes—occipito-collaris, 746, (W. J. 
Tindall) 1435 ; Ramsay Hunt syndrome 
(C. P. G. Wakeley and J. H. Mulvany) 
746, 1435; simplex (F. M. Burnet 
and D. Lush) 629, (LA) 647, (H. H. 
Brown) (C) 726, (E. Goodall) (C) 906 
(S. M. Laird) (C) 958, pneumonia and 
(LA) 647, 906, (J. A. Montgomery) 
1041: zoster, irradiation of (A) 771; 
sorter, varicella and (D. G. Ferriman) 
Herring, R., 
- Cholere-suis, 1154 


salpingitis due to Bact. 


Hertzler, A. E., Horse and Buggy Doctor | 


(A) 885 , 
Hetherington, V., colour of venous blood 
- in rheumatism (C) 783 
Hewitt, J., Cameron, S. J., Lennie, 
R. A., and Morton, E. D., Glasgow 
Manual of Obstetrics (R) 935 
Hewlett, R. T., tolerance of phenol 
vapour (C) 664, 1126 
ill, A. B., abridged life tables, 225, 
(C) 846: Principles of Medical Statistics 
: (R) 1105, (A) 1112 
Hill, H., convulsion therapy (C) 539;. on 
mental disease and public, 188 
Hill, R. M., spinal leptomeningioma, 87 
Hills, W. E. (O) 903 ree 
FAL ee H. P., on surgery in diabetes, 


3 

Hip—dislocation of, bilateral, fractured 
pelvis and (R. H. Gardiner) 1265; 
dislocation of, congenital, 393; 
also Rheumatism 

Hirschfeld, I., Toothbrush: Its Use and 
Abuse, 4g8 

Histamine, urticaria and (H. N. Horni- 
brook) (C) 960 

Histology—Histological Technique for 
Intracranial Tumours (D. S. Russell) 
(R) 763 ; limitations of (L. S. Michaélis) 
186; of brain, in epilepsy (A) 1112 ; 
Textbook of Histology (E. V. Cowdry) 
(R) 1269; see also Microscopy and 
Morphology 

History, medical—Boerhaave, Herman, 
commemoration of (A) 39, 910; 
Camper, P., 40; Celsus De Medicina 
(W. G. Spencer) (A) 158; Claudius’ 
death, 635, 740; folk-lore and, 160, 
1082 ; food analysis (A) 338; gout, 
early tract on, 1417; History of 
London County Council (Sir G. Gibbon 
and R. W. Bell) (LA) 704; Hunter, 
John, makers of (W. S. Handley) 369, 
424; infantile diarrhea, 969; Jenner 
portrait, 966, 1192 ; Jewish (Medical 
Leaves) 1244 ; LANCET, THE, 100 years 
ago, 52,117, 168, 213, 286, 356, 423, 454, 
524, 611, 672, 718, 758, 858, 898, 961, 
1004, 1066, 1131, 1176, 1228, 1299, 
1359, 1412, 1467; Liber de Diversis 
Medicinis (M. Ogden) 488; Listerian 
idea (R. Leriche) 803, (LA) 881; old 
medical books and MSS., 488, 857, 
1417; St. Thomas’s Hospital, story 
of (A) 520; Surgeons All (H. Graham) 
(A) 708; surgery in England (A) 706; 
Thomson, Guglielmo, 1302; tobacco 
therapy, 968 ; see also Biography 

Hoare, E. D., prophylaxis with sulphanil- 
amide, 76, (C) 238, (A) 460 

Hobart, F. G., and Melton, G., Concise 
Pharmacology (R) 398 

Hobson, L. J. (O) 546 

Hoff, H.. convulsion and insulin therapy 
(C) 782, 846 


see 


INDEX TO VOLUME I, 1939 


Holden, G. H. R. (O) 1186 

Holden, S. (0) 116 : 
Holidays, see Industrial medicine 
Holland—gastric cancer in, 553 
Höllering, H. F., excretion of aneurin, 


32 

Holmes, J. M., osteomalacia of spine 
and diarrhea, 264 

Honours—birthday, 1398, (A) 1394, 
1451; New Year, 54, (LA) 34 

Hookworm aneemia, vitamin B and (A. 
McKenzie) 1143 

Horder, Lord—approach to medicine, 
913; disclaimer concerning (S. Bell) 
(C) 182 ; on air-raid shelters (PI) 483, 
(A) 463 ; on control of disease (A) 1167 ; 
on misleading leading symptoms, 699 

Hormones—antihormones and, 127, (A) 
1393; growth, in insects (A) 1334; 
lactation and (A) 101, 886; recent 
work on, 127, 526, 592 ; renal function 
and (A) 339, 1035, (A) 1054; standard- 
{sation of, 343; standardised names 
for (A. Bourne) (C) 664;- see also 
Endocrine system, Pituitary gland, 
and Sex hormones 

Horne, M., on medical study of climate 
(A) 1447 

Horner, N. 
press, 166 

Hornibrook, H. N., 
urticaria (C) 960 

Horning, E. S., hormonal relationship 
of ovary and adrenal, 192 

Horse-serum neuritis (A) 771 

Horsley, Sir V., tribute to (A) 941 

Hosford, J., torsion of appendix of 
testis (C) 413 

Hopital Almoners’ Association dinner, 

Hospital pay-beds (A) 99, 114, 407 

Hospitals—administration of, lectures on, 
772; air-borne infections in, 443, 
(LA) 457, 741, 803; almoner’s work 

i (a) 38, (C) 119, (E. R. Carling) (C) 181, 
R. D. Lawrence) (C) 181 ; Bucharest 
hospital, new, 1226 ; Charitable Collec- 
tions Bil and (PI) 359, 1123, 1410; 
conferences, 302, 496; diet in, vitamin 
content of, 110; Edinburgh, coördina- 
tion of, 1117; emergency bed service, 
464, 796; employees’ wages during 
sickness (A) 1111; hospital school, 
234: Hospitals Day, 714, 1074; 
Hospitals Year Book (A) 1393; Irish, 
716, 779, 1227, 1397; jaundice 
epidemic, outbreak of (E. M. Martland 
and A. L. Winner) 161; librarians’ 
meeting, 1241; L.C.C. (LA) 704, 725, 
788, 1064, 1133, whole-time consultants 
at, 663; London, amalgamation of, 
1302 ; Manchester, coöperation of 
LA) 218; maternity service and, in 
cotland (PI) 785; medical dis- 
coveries and, 1063; Mediterranean 
hospital for Scandinavians, 110; 
Nottingham inquiry (PI) 668 ; patients’ 
home environment, disease and (A) 223 ; 
patients, inquiries about (L. P. Lock- 
hart) (C) 726, (C) 783; provident 

. scheme for middle-class families (A) 
1390 ; rates and (PI) 359, 783; road 
accidents and, 798; Sheffield, amalga- 
mation of, 183; voluntary, future of 
(A) 772, (PI) 1293, 1414, regionalisa- 
tion and (PI) 484, (A) 772, 1393; 
voluntary, municipal aid for, 722, 
(PI) 785, (A) 772; voluntary, muni- 
cipal and, coöperation between (LA) 
281, 783, 1117, (A) 1393; war and, 
41, 104, 168, 171, (PI) 359, 360, 419, 
424, (PI) 483, (A) 523, (PI) 542, 544, 
588, (PI) 608, 655, (A) 650, (PI) 668, 
723, (F1) 731, 763, 795, 824, (PI) 899, 
(A) 943, (PI) 956, 1013, 1056, 1064, 
1069, 3133, 1184, 1242, 1289, (PI) 1291, 
1292, 1411, 1464, in China, 307, (PI) 
668, 1246: Welsh, anti-tuberculosis 
work and, 658, (LA) 648, (PI) 1184, 
1188, 1411: see also. King Edward’s 
Hospital Fund, Medicine and the 
Law, Mental hospitals, Nurses, and 
Opeiatious 


G., on mental hygiene and 


histamine and 


HosPrraLS..— Aberdeen Royal Infirmary, 
407—Anglo-Yugoslav Children’s Hos- 
pital, 967—-Birmingham Hospitals 
Centre, 62—Central London Throat, 
Nose, and Ear Hospital, 853, 1240— 
Charing Cross Hospital, 1240 ristie 
Hospital and Holt Radium Institute 
1145, private patients’ home and 
new laboratories at, 114—Croydon 
General Hospital, casualty- depart- 
ment, alleged delay in (ML) 891— 
Edinburgh Royal Infirmary: 169, 
598; extensions to, 528; neuro- 
surgical department, 854—Edinburgh 


genre. 
baem Ea RF a 
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Royal Maternity and Simpson Memorial 
Hospital, farewell to, 598—Florence 
Nightingale Hospital, 1135—Glasgow 
Royal Maternity and Women’s Hos- 
pital, 672—-Guy’s Hospital: appoint- 
ment, 794; dentistry at (A) 587; 
lecture, 1075; psychiatric clinic at 
(A) 996—Hospital for Diseases of 
Nervous System, Paralysis, and Epi- 
lepsy, Belfast, 1397—-Hospital for 
Sick Children, 1016, convalescent home, 
671—-Internationa]l Peace Hospital, 
China, 307—King’s College Hospital, 
London, 736, 1017, 1297—London 
Hospital, 1297—-Lord Mayor Treloar 
Cripples’ Hospital, 1188—-Manchester 


Northern Hospital (A) 772—Man- 
chester Royal ary, ‘* blood- 
bank,’’ 796—Metropolitan Hospital, 
London, 1188—Middlesex Hospital, 


1357—National Hospital for Diseases 
of the Heart, London, 1240—Park 
Hospital for Functional Nervous Dis- 
orders, Oxford, 1413—Plymouth City 
General Hospital, 1188—Prince_ of 
Wales Hospital, Plymouth, 722— 
Queen Charlotte’s Maternity Hospital : 
dinner, 1400 ; Queen Charlotte’s Text- 
book of Obstetrics (R) 272—Red 
- Crescent Hospital, Cairo, 799— Royal 
Dental Hospital, 342, 853— Royal 
Free Hospital, 795, 1241— Royal 
London Ophthalmic (Moorfields) Hos- 
pital, dinner, 737—Royal Northern 
Group of Hospitals, 1014—Royal 
Sussex County Hospital, Brighton, 
783, 1414—Royal Westminster Oph- 
thalmic Hospital, 738—St. Bartholo- 
mew’s Hospital: 224, 1414; donation, 
280; postgraduate course, 907—St. 
Charles’s Hospital, 1133—St. George’s 
Hospital, rebuilding of, 524, 599— 
St. John Ophthalmic Hospital, Jerusa- 
lem, 1022—St. Luke’s Hospital, Brad- 
ford, maternity unit, 304—St. Mark’s 
Hospital, London, 789—St. Thomas’s 
Hospital: history of (A) 520; St. 
Thomas’s Hospital Reports (O. L. V. S. 
de Wesselow and C. M. Page) (R) 702— 
University College Hospital, 304, 548— 
Westminster Hospital: 1241; dona- 
tion, 787 ; grant, 672 ; new buildings, 
opening of, 955, 1188; Times articles 
on, 1362 


Housing—in Africa (PI) 1408; in Wales, 
tuberculosis and, 658, (LA) 648 
D 734, 784, 785, 848, 1184; rural 
PI) 668; slum-clearance expendi- 
ture (PI) 1123 

Howarth, W., on intranasal surgery, 110 3 


Howell, J. B., on preservation of chil 
life, 737 

Howkins, J., placental blood-trans- 
fusion, 132, (C) 298 


Hoygaard, A., epidemic diseases among 
Eskimos, 245 
aubele, D., sunshine and meningitis (C) 


1347 
Hubert, W. H., de B., on psychology and 
crime (LA) 583, (A) 768 
Hughes, H. L. G., on purgatives, 395 
Hulse, F. S., and Shapiro, H. L., Migra- 
tion and Environment, 1418 
Humerus, see Fractures 
Hunter, D., on industrial disease, 1021 
Hunter, John, makers of (W. S. Handley) 
369, 424 i 
Hunter, J. B., constrictive pericarditis, 
255; on surgery in diabetes, 329 
Hunter, J. T., cyclopropane with spinal 


anesthesia, 685; on anesthesia in 
diabetes, 330 
Hunter, W., on radium in uterine 


hremorrhage, 332 
Hurst, Sir A., cancer of alimentary tract, 
553, 621, (C) 1345; on purgatives, 394 ; 
psychologist in war-time (C) 1232 
Hussein, M. K., on fractures, 799 
Hutchison, R., presentation to (A) 461, > 


595 
Hybbinette, S. (O) 792 
Hydatidiform mole, 283, (M. Boycott 
and J. M. Smiles) 1428 
Hyder, M. G., abridged life tables, 225 
Hydrocyanic acid, see Fumigation 
Hydrology, medical, congress of, 1188. 
Hydronephrosis, see Kidney 
Hygiene, see Public health 
Hynes, M., sternal puncture, 1373 
Hypernesia (R. Greene) (C) 1179 
Hyperpyrexia, see Heat therapy 
Hypertension, see Blood-pressure 
Hyperventilation, spontaneous (A) 222 
Hypochlorremia, see Stomach 
Hypoglycemia, see Insulin 
Hypotension, see Blood-pressure 
Hypothyroidism, see Thyroid gland 
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Iceland—health of (A) 1333 

Icterus, see Bone and Jaundice 

Illingworth, C. F. W., heemorrhage in 
jaundice, 1031, (LA) 1050 

Immunology, see Bacteriology 

Incapacity, see Panel and Contract 
Practice — ` 

India—deficiency diseases in Kashmir 
(D. C. Wilson) 1019; Health and 
Nutrition in India (N. Gangulee) (R) 
991; national language for, 429, 

(E. S. Gopalan) (C) 1290 ; nutrition in, 
1244; tuberculosis in (LA) 219; 
see also Tropics 

ane Medical Service, 1132, 1297, 


Industrial medicine—accidents to railway 
employees (ML) 109, 1457; anthrax, 
foreign hides and (PI) 1467; Carbon 
Monoxide Asphyxia (C. K. Drinker) (R) 


1179; 
1354 ; 
Mycology (G. Smith) (R) 333; in 
tropics, 1188 ; lead poisoning, 559, 711 ; 
preventive work and, 1021, 1079; 
toxic solvents and gases, 525, 611, 
857, (A) 1449; tuberculosis and (LA) 
31, 119, (A) 831, 1016, (D. Stewart) 
(C) 1178, (P. Ellman) (C) 1232; see 
also Insurance, health, Miners, Wages, 
and Workmen’s compensation 
ee et es Welfare Society, 1016, 1079, 
Infant mortality, see Vital statistics 
Infants—blood-transfusion in (A) 832; 
diarrhoea in (J. M. Smellie) 969, 1026, 
(R. Carter) (C) 1346, pectin and, 1082 ; 
domiciliary medica] service for, 844 ; 
newborn, anatomy of (Anatomia de 
Neonato) (F. ellelli) (R) 1328; 
nutrition of, research on, 592; oph- 
thalmia neonatorum, 989, 1127; pre- 
‘mature, nucleated red cells and (A) 
588 ; protection of, against gas, 675; 
pyloric stenosis in, eumydrin and, 12 ; 
Recipes for Food and Conduct (Chelsea 
Babies Club) 247 ; streptococcal infec- 
tions in, 452; tetany, maternal hyper- 
calcemia and (C. iderichsen) 85; 
see also Breast -feeding, Children, Mater- 
nity and child welfare, and Paternity 
Infections—air-raid injuries and, 287; 
foot, diabetes and, 329; Infections of 
Hand (A. B. Kanavel) (LA) 1108, 
(W. H. Coupland) (C) 1179; Surgical 
Treatment of Hand and Forearm 
Infections (A. C. J. Brickel) (LA) 1108 ; 
X-ray therapy of (A) 1164; see also 
Air-borne infections, Chemotherapy, 
Operative infections, Respiratory infec- 
tions, and Wounds 
Infectious disease, weekly statistics, 
51, 117, 177, 234, 294, 346, 421, 475, 
545, 606, 663, 728, 802, 851, 898, 957, 
1008, 1079, 1127, 1192, 1246, 1287, 
1344, 1404, 1462 
Infectious diseases—among Spanish 
refugees, 660; contracted in hospital 
(ML) 594; Epidemiology in Country 
Practice (W. N. Pickles) (R) 1326; 
health education in, 365; in Eskimos 
(A. Hoyguard) 245; in schools, re- 
search On, 527; in United States, 663 ; 
in war-time, sanitation, water-supplies, 
and (LA) 98, 517, 539, (PI) 544, 787, 
788, (PI) 849, 957, 1064, (PI) 1120, 
1122, 1132, (PI) 1463; Ker’s Manual 
of Fevers (F. L. Ker) (R) 701; see also 
Control of Common Fevers 
Inflammation, see Infections 
Influenza—(C. H. Andrewes) 589; bacil- 
lus of, blood of pellagrins and, 170; 
caught from dentist (C) 1345; in 
‘Eskimos, 245; in pigs, infected earth- 
worms and (LA) 1217; neurotropic 
strain of (C. H. Stuart-Harris) 497; 
research on, 591; statistics of, 176, 
233, 294, 475 
Ingleby lectures, 969, 1026, 1082 
Inhalation therapy—212, 453; in bron- 
chopneumonia, 61; in drowning (A) 
1390 ; Oxford intlator (R. R. Macintosh 
and C. L. G. Pratt) 206; Oxygen and 
Carbon Dioxide Therapy (A. Campbell 
and E. P. Poulton) (R) 29 
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Inheritance, see Wills 

Injection, see Intravenous 

Injuries—Craniocerebral Injuries 
Munro) (R) 1443 ; disease and (A) 277 ; 
embolism and thrombosis following, 
prophylaxis of (R. Pilcher) 752; 
head, air-raids and, 172, 639, 719; 
head, late effects of, 573 ; 
1210; perineal, urethral calculus and, 
1263 ; ski-ing, 615 ; Studies of Trauma 
and Carbohydrate Metabolism (V. 
Thomsen) (R) 1444; see also Fractures, 
Industrial medicine, Legal medicine, 
Road accidents, and Wounds 

Inquests—puerperal tetanus death (LA) 
582; see also Legal medicine and 
Medicine and the Law 

Insects—growth hormones in (A) 1334; 
see also Entomology 

Institute for Soientific Treatment of 
Delinquency, 1241 

Institute of British Surgical Technicians, 
66, 247, 363 l 

Institute of Psycho-Analysis, 907 

Insulin—hypernesia (R. Greene) (C)1179; 
Insulin: Its Chemistry and Physiology 
H. F. Jensen) (R) 515; see also 
Convulsion and insulin therapy, and 
Diabetes 

Insurance—companies, examination for 
(J. H. Moynihan) (C) 355 ; see also— 

Insurance, health—economy in (LA) 829 ; 
family-doctor benefit, 1022; hospital 
provident scheme (A) 1390; see also— 


INSURANCE, NATIONAL HEALTH  (s€6 
also Health services and Panel and 
Contract Practice).—Denta] treatment 
and (PI) 734, (LA) 937—Dependants 
and (PI) 543, 786—National Health 
Insurance Acts (H. Lesser) (R) 879— 
Ophthalmic treatment and (PI) 734— 
Postgraduate course for practitioners, 
737—Public assistance and (PI) 787— 
Wages and (PI) 668, (LA) 648, (A) 1111 


Intellect, function of (W. Trotter) 1419 

Interference dissociation (O. W. C. 
Bain) 20, 123 

International Labour O/ffice—economy 
in health insurance (LA) 829 

Intersexuality (A) 224 

Intervertebral, see Spine 

Intestacy, State and (ML) 53 

Intestine—atresia of, Meckel’s diverti- 
culum and (F. Forty) 986% constipa- 
tion, purgatives and, 394, (A) 461, 
(J. E. H. Roberts) (C) 478, (LA) 1446; 
papaverine and, 1138; stricture of 
A. Caplan and W. B. Roantree) 689, 
megalocytic anæmia and (J. F. Brock) 
72; tuberculosis of, heliotherapy in, 

99; see also Colon, Duodenum, 
Gastro-intestinal, and Rectum 

Intra-arterial, see Arteries - 

Intracranial—damage, cesarean section 
and (A) 999; damage, carotid ligature 
and (a) 1055; operations, bacterial 
infection during (H. Cairns) 1193, 
(LA) 1215; pressure, oxycephaly and, 
118, 238, (A) 769; radiography, 665 ; 
surgical anatomy of subtentorial angle 
(E. P. Stibbe) 859, 918, 1114; see 
also Brain, Injuries, Meningitis, Nervous 
system, and— 

Intracranial tumours—cysts, neoplastic, 
communicating with ventricular system 
(W. McKissock) 259; Histological 
Technique for Intracranial Tumours 
(D.S. Russell)(R) 763 ; intraventricular, 
697 ; Journey round my Skull (F. 

Karinthy) 802; Meningiomas (H. 
Cushing and L. Eisenhardt) (R) 27; 
papilleedema and, 761; tentorial pres- 
sure cone and (A) 340 

Intranasal, see Bronchography and Nose 

Intravenous injections—apparatus for 
(H. Tod and W. M. Millar) (NI) 1160 ; 
ascitic fluid (A) 770; cannula for 
(C. J. C. Siggers) (NI) 29; gum arabic 
(A) 280; in infantile diarrhoa, 1026; 
saline, hypertonic (A) 223 ; uroselectan, 
thrombosis and (ML) 285; see also 
Aneesthesia and Blood-transfusion 

Intussusception, recurrent (I. Fraser) 
874, (F. Forty) (C) 958, (C. MacLeod) 
ts? 1006, (D. FP acbianie (C) 1067, 


Iodine, see Thyroid gland 

in, 1356; dangerous 
drugs by post from, 1280, (PI) 1410; 
diphtheria immunisation in, tuber- 
culosis-death and, 405, (PI) 484, (D 
630; goitre in (A) 1391 menta 
treatment in, 800; public ‘ health 
progress in, 844; road accidents in, 
1075; see also— 


in old age, |. 
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IRELAND, CORRESPONDENCE  FROM.— 
Aberdeen, Lady, death of, 1001— 
Army medical service, 57, 139i, 
1456—Census report, 779—Health in. 
surance, 301—Hospitals: Hospital for 
Diseases of Nervous System, Belfast, 
1397; Hospitals Bill, 779; report on, 
716; sweepstakes funds and, (16, 
779, 1227—Irish Medical Union, 1281, 
1397, 1456—Local medical services, 
age of retirement and, 477—Royal 
College of Surgeons in Ireland, dinner, 
477 


Iron, see Anæmia and Nutrition 

Iron ete Artificial respiration 

tee 
tions of pregnancy, 210 

Irradiation, see Light therapy and Radio- 
therapy 

Irwin, D. A., on silicosis (LA) 882 

Irwin, S. T., intussusception (C) 1067 

Israëls, M. C. G., chronic myeloid leuk- 
æmia, 317 , 

Italy—oriental sore in (A) 886 

Itching (A) 222 


Ironside, on neurological complica- 


Jeckaan, H., on intraventricular tumour, 
7 


Jarkaon, M H., mothers’ welfare centre 


Chemical Analysis of 


Jameson, Sir W., and Parkinson, G. S. 
Synopsis of Hygiene (R) 764 
Jarman, R., anesthesia in war-time 

(C) 845, 1245, (A) 1278 
Jaundice—chronic, familial hepatitis and, 
760; epidemic (E. M. Martland and 
A. L. Winter) 161, 759, (W. N. Pickle) 
893, (R. Lightwood) (C) 9603 hemor 


rhage in, vitamin K and _bDile-sal: 
for (A) 220, (CGC. F. W. Illingworth) 
_1031, (LA) 10503 see also Bone and 
Gall-stones 
Jaw—air-raid wounds of, 601, 719; 
multilocular cysts of, 14763 upper, 


excision of, prosthetic restorations and 
(D. G. Walker) 1209; see also Mouth 


Jerone, G., on intraventricular tumour, 

Jenkins, G. J., death of, 405, (0) 480 

Jenner portrait, 966, 1192 

Jennings, D., flexible gastroscope, 1153; 
is radiology a specialty? (C) 1007; 
precancerous conditions in stomach 
(C) 727 

Jennings, G. H., thrombocytopenio pur 
pura, 931 

Jennings, W. I., and Cole, G. J., Law el 
Food and Drugs (A) 101 

Jensen, H. F., Insulin: Its Chemistry 
and Physiology (R) 515 : 

Jersild, T., hemoptysis, lung infiltratica, 
and avitaminosis, 632 

Jews—in Hungary, restrictions on, sie 
Jewish medical symposium (Medi 
Leaves) 1244; see also Refugees 

Johannsen, O. A., and Riley, W. 4 
Medical Entomology (R) 646 i 

Joint Tuberculosis Council, 406, 54 
(LA) 581, LOTT 1356 i 

Joints—air-raid injuries of, 408; Scien® 
and Art of Joint Manipulation í. 
Mennell) (R) 455; tuberculosis ol, 
1265; see also Rheumatism ; 

Jolly, D., on war surgery in Spain (A) 223 

Jones, C. E. M., jubilee, 1188 

Jones, E., on psycho-analysis (LA) 649 


Jorda, F. D., Barcelona blood-tral® 
fusion service, 773, (A) 768 
Jordan, E. O., and Burrows, W., Tert: 


book of General Bacteriology (R) 516 
Jonas; H., aftercare of tuberculous (C) 


Journals, see Press and— 

Journals, medical—Royal Society af 
Medicine and (LA) 217, (F. J. Poyntor' 
a Rs see also Literature, medic 
and— 


JOURNALS (reviewed).—Acta Chirug® 
Scandinavica (A) 833—Acta Medio, 
U.R.S.S., 456-—Australian Journal ¢ 


Science, 1350—British Journal of 
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Children’s Diseases, 216, 764—British 
Journal of Physical Medicine, 1469— 
British Journal of Surgery, 216, 1048— 
Geburtshilfe und Frauenheilkunde, 646 
—Journal of Endocrinology (A) 943— 


Journal of Social Ophthalmology 
764—Medical ‘Leaves, 1244—Medical 
Press and Circular, centenary of 


A) 157—Psychosomatic Medicine (A) 
113—Quarterly Journal of Medicine, 
456, 1214—-Rheumatic Diseases, The, 
646—Tropical Diseases Bulletin, 490 


Joyce, J. L. (O) 729, 793; memorial to, 
1356 


Juler, F’ A., on hypotony after sclero- 
corneal trephining, 987 

Jung, O. G., on schizophrenia (A) 887 

J uristrudence, see Legal medicine 


K 


Kala azar, sternal puncture in (A) 37, 
(L. E. Napier) (C) 959 
seaneyel, A. B., Infections of Hand (LA) 


Kaplan, I. I., and Waters, C. A., Year 
Book of Radiology (R) 151 
eeerinthy, F., Journey round my Skull, 


Kashmir, see India 

Katherine Bishop Harman prize, 384 

Katzenellenbogen, I., nicotinic acid in 
endemic glossitis, 1260 

Kay, H: D., on phosphorus and nutrition, 


42 
Kellett, C. E., Cushing’s syndrome, 862 
Kelly, Sir R., on cancer, 1384 
Kelly, R. E., recurrent peptic ulceration, 1 
Kelynack, V., questionnaire to medical 
women (C) 905 


Kenawy, M. R., venous hum in bilharzial. 


cirrhosis, 821 
Kenneth, J. H., Dictionary of Scientific 
Terms, 1418 
Keogh, E. V., prophylaxis of whooping- 
(C) 1402 " 


cough 
Beri . L., Ker’s Manual of Fevers (R) 
Kerley, P., on radiography of acute 


respiratory diseases, 450 
Kermack, W. 0O., and Eggleton, P., 
Stuff We’re Made Of, 128 
Kerr, J. A., tilting stretcher in polio- 
myelitis, 24 
Kerridge, P. M. T., hearing tests, 106; 
' medical inspection and deafness (C) 
1R: on ear disease in children, 1282, 


Eonar neers; P., bronchography (C) 


1349 

Kettle, M. (O) 1128 i 

Key, J. A., on osteomyelitis (LA) 336 

Kidney—exercise and (A) 939, 1022; 
hydronephrosis, 1266;  periarteritis 
nodosa and (A) 833; see also Blood- 
‘pressure, Nephritis, Renal, and Urinary 

Kimber, W. J. T., mental nursing (C) 603, 
1007; on outpatient mental-treat- 
ment clinics, 164 

Kindersley, C. E., director for insertion of 
Smith-Petersen nails (NI) 990 

King Edward’s’ Hospital Fund, 672, 
736, 775, 1240, (A) 1390, 1393 

tne aoe VI, medical appointments 

King, J. E. J., on oxycephaly (A) 769 

J. W., Give Your Hair a Chance, 


Kirk, E., sodium bicarbonate in diabctic 
coma, 505, (A) 521 

Kirmən, B. H., medical celibacy (C) 1126 

Kirshner, A., and Southwell, T.. Guide 
to Veterinary Parasitology and Entomo- 
logy (R) 580 

Kissmeyer, A. (O) 547 


Kitchin, H., on General Medical 
Council, 510; women on G.M.C. 
(C) 1349 


Kleinfeld, V. M., and Bender, J. F., 
Principles and Practice of Speech 
Correction, 489 

Kletz, N., on gold therapy, 213 

Knee-joint—abnormality of (E. H. T. 
Hambly) 269: see also Patella 

Knight, J. I. F., colostomy appliances 
(NI) 827, 912 

Knudsen, K. A., on weak backs (A) 1218 

Kogl, F., on cancer, 1080, (LA) 1049 


_ Kolff, W. J., intermittent venous occlusion, 


1381 
Kon, S. K., on cataract, 988 
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Kopetzky, S. J., Surgery of Ear (R) 1270 

Kovács, R., Electrotherapy and Light 
Therapy (R) 1158 

Krukenberg tumour, 877 

eee R. R., on population problem 

Kymography, see Radiography 


L 


Laboratory—Clinical Laboratory Methods 
and Diagnosis (R. B. H. Gradwobl) 
(R) 702; Laboratory Manual of 
Physiological Chemistry a Bodansky 
and M. Fay) (R) 1326; Practical 
Physiological Chemistry (G. M. Wishart, 
D. P. Cuthbertson, and J. W. Chambers) 
(R) 1326 5 


Laborde, E. 
Education, 11 

Labour, see Childbirth 

Labyrinth, see Ear 

Lactation—hormones and (A) 101, 886; 
infantile (witch’s milk) 967 ; vitamin E 
and, 698, (A) 998; see also Breast- 
feeding and Œstrin 

Lady Tata memorial grants and scholar- 
ships, 1413 

Lafleur, H. A., death of, 1336 

Laidlaw, Sir P., viruses (C) 416 

Laird, S. M., lymphogranuloma venereum 
(C) 355 ; simple herpes (C) 958 

Lamb, D., on drink, 187 

Lambert, J., on poliomyelitis, 271 


Problems in Modern 


LANCET, THE—100 years ago, 52, 117, 
168, 213, 286, 356, 423, 454, 524, 
611, 672, 718, 758, 858, 898, 961, 
1004, 
1359, 1412, 1467 


Landor, J. V., vitamin-B, deficiency, 1368 
Lane-Roberts, C., woman in gyneecology 
‘and obstetrics, 491 
Langford-Jones, R. P. (O) 1015 
Langley, G. J., on pneumonia, 823 
Lauber, H., on glaucoma, 988 ; 
pallor of disk, 987 
Laurent, L. P. E., bronchography (C) 539 
Meanie; J., pneumococcal meningitis, 
Lawrence, R. D., Diabetic Life (R) 879; 
whither the almoner ? (C) 181 
, T. B., on swimming and otitis 
(A) 1052 
Lead—effects of, on body, 711 ; poisoning 
(S. L. Tompsett and A. B. Anderson) 
559, 711, nipple-shields and (A) 462 


on 


LEADING ARTICLES 


Abortion, professional secrecy and, 
1387—-Antigens, artificial, 399— 
Appendicitis statistics, 994— 


Aviation, medical aspects of, 767 
Cancer: biochemistry of, 1049; mam- 
malian tumour filtrate, 33; csstrin 
and, 581 ; research, State and, 703— 
‘Chemotherapy: indiscriminate, 518 
703: in United States, 703; of 
cerebrospinal fever, 937 ; of pneumo- 
coccal infections, 335, 703, 1107; 
of primary peritonitis, 1330—Clinical 
science, 273—Clubbing, 336—Colitis, 
ulcerative, surgery in, 154—Con- 
scription, 830, students and, 1051— 
Convulsion therapy, 457—-Crime: 


psychology and, 583; punishment 
and, 1216 
Dentistry: extractions, unnecessary, 


937; position of, 1216—Dermato- 
myositis, 98—Diagnosis, symptoms 
and, 1273—Diphtheria, 766—Diving, 
deeper, 400 

Epilepsy, driving licences and, 1329— 
Evacuation of children, 98 

Fibroids, origin of, 1329 

Glandular fever, 830 

Heemoglobin estimation, 1388—Hand, 
infections of, 1108—-Herpes, simple, 
647—-Honours, New Year, 34— 
Hypertension, malignant, 153 

Infection: air-borne, 457, 1215; at 
operations,. 881, 1215; from dress- 
ings and pads, 582, 881—-Infections, 
hand, 1108—-Influenza in pigs, worms 
and, 1217—Insurance, health : econ- 
omy in, 829; psychotherapy and, 
881; wages and, 648—Intestine: 
movements of, constipation and, 
1446; ulcerative colitis, 154 

Jaundice, hemorrhage in, 1050— 
Journals or micro-films ?, 765 


1066, 1131, 1176, 1228, 1299, 
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choriomeningitis, 1388 
Malaria, 1162—-Manchester’s hospital 
centre, 218—Medical Research Ccun- 
cil: annual report, 517; preventive 
medicine committee, 11 6i—Microglia, 
10o MUk, safe, 581—Miocene man, 
Nursing services, 273, 993 
Oarsmen, life-expectation of, 33— 
Orthopædics, planning in, 337— 
Osteomyelitis, 336 
Pensions for spinsters, 1445— Peri- 
tonitis, primary, in children, 1330— 
Placental infarcts and toxemia, 
1272—Poisons Rules amendments, 
155— Poliomyelitis, 217 — Psycho- 
POA ynIS, twenty-five years of, 649— 
Psychology : crime, punishment and, 
` 583, 1216; war and, 1163— Psycho- . 
therapy: for insured worker, 881 ; 
lay 154—Pulmonary embolism, 1271 
Radiography, mass, 1330—Refugee 
problem, 274, 519—Rheumatism : 
micro-organism and, 938; tonsil- 
lectomy and, 458—Royal Society of 
Medicine, medical journals and, 217 
School-children: evacuation of, war- 
time, 98; health of, 32; tonsil- 
lectomy in, 458—Sex hormones: 
assay of, 1446; cestrin, cancer and, 
fibroids and, 1329; 


League of Nations—biological standardisa- 
tion, 343; China, medical help for, 
616; medical work of (A) 103; mini- 
mum diet, 367; nutrition survey (A) 
222; pharmacopoial commission, 1356 ; 
sugar consumption, 1331; see also 
Dangerous drugs and International 
Labour Office 

Leak, W. N., heart-failure (C) 1290 

Learoyd, C., Physicians’ Fare, 1417 

Lee, E. S.,radon-seed introducer (NI) 1106 

Lee, S. G., and Berry, Sir J., Cromwellian 
Major-General, 1361 

Le Fleming, Sir K., on safe milk, 406 

ct Pook ciny, medical group of, 486, 

Legal medicine—Aids to Forensic Medi- 
cine and Toxicology (J. . Rytffel} 
(R) 992; asphyxia, gauze drain, 
alleged negligence and, 842; Carbon 
Monoxide Asphyxia (C. K. Drinker) 
ie 1269; damages for nervous shook 
T. A. Ross) (C) 58; fees for medical 
sd (A) 1334; Fingerprints ie. W. 
Wilton) 912; French practitioners, 
lawsuits and, 55, 1227; Recent 
Advances in Forensic Medicine (S. 
Smith and J. Glaister) (R) 936, 
swab-count, responsibility for (ML) 
242, (LA) 399, (ML) 949; Swiney 
prize, 242; Traumatic Mental Dis- 
orders in Courta of Law (W. A. Brend) 
(R) 645; Trial of Field and Gray (W. 
Duke) 966; see also Crime, General 
Medica] Council, Inquests, Medicine and 
the Law, and Workmen’s compensation 

Leipoldt, C. L., littritis (C) 356 

Leishman, A. W. D., sulphonamide in 
renal cdema, 207 

Leishmaniasis, cutaneous (A) 886 

Lemon, G. C., atmospheric sterilisation 
by aerosols, 443, (LA) 457, 1215 

Lennie, R. A., Cameron, S. J., Hewitt, J., 
and Morton, E. D., Glasgow Manual 
of Obstetrics (R) 935 

Le Play Society, 1188 

Leprosy— British Empire Leprosy Relief 

ssociation, 1239; in Africa (A) 342, 
eae Leprosy (E. Muir) (R) 96, 


( 

Leptomeningioma, see Spinal , 

Leriche, R., Listerian idea in 1939, 
803, (LA) 881, 1215; and Young, A., 
Surgery of Pain (R) 935 

Lerman, L. H., air-raid (C) 295 

Lesser, H., National Health Insurance 
Acts (R) 879 

Lett, H., on John Hunter, 424 i 

Leurocyten see Agranulocytosis, Blood, 
and— 

Leukæmia—bony changes in, 1384; 
chronic myeloid (M. C. G. Israëls) 317 ; 
see also Sternal puncture : 
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Levy, H., and Wilson, Sir A., Workmen’s 
Compensation (LA) 995 f 

. Lévy, -M., Cottenot, P., and Chérigić, E., 
Le duodénum (R) 826 

Lewis, C., on ureteric calculi, 575 

Lewis, I., Trendelenburg embolectomy, 

1037, (LA) 1271 

Lewis, Sir T., Research in Medicine and 
other addresses (LA) 273 

Lewis’s Medical and Scientific Lending 
Library, 1475 

Librarians, hospital, 1241 

Libraries—special, cataloguing in, 247; 
see also Literature, medical 

Lid sel is G. T., sterilisation of dressings 


Life expectation of oarsmen (LA) 33 
Life tables, see Vital statistics 
Light therapy—Electrotherapy and Light 
herapy (R. Kovács) (R) 1158; see 
also Heliotherapy and Ultraviolet 
Lightwood, R., catarrhal jaundice (C) 
960 ; gprophylaxis with sulphanilamide 


Liliingston, C., public speaking (C) 355 

Lindbergh, C. A., and Carrel, A., Culture of 
Organs (R) 272 

Lip, see Mouth 

Lipschütz, A., experimental) tumori- 
genesis, 1313, (LA) 1329 

Lister Institute (A) 1451 

Listerian idea in 1939 (R. Leriche) 803, 
(LA) 881, 1215 

Liston, P. St. L. (0) 116 

Literature, medical—research and, pro- 
blem of, 308, (LA) 765, (R. J. S. 
McDowall) (C) 1401, (G. A. Lloyd) 
(C) 1460 ; see also Journals, medical 

Littritis ? (C. L. Leipoldt) (C) 356 

Liver—aspiration biopsy of (A) 996; 
barbiturates and (A) 277; bilharzial 
cirrhosis of, venous hum in (M. R. 
Kenawy) 821; cirrhosis of, urea and 
mercurial diuresis in (A) 940; see also 
Aneemia and Jaundice 

Lloyd, D. J., and Shore, A., Chemistry 
of Proteins (R) 936 

Lloyd, G. A., problem of medical litera- 

C) 1460 

Lloyd, J. P. F., on glaucoma, 988 

Local authorities—jubilee of county 
councils (A) 652 ; liability of (PI) 1121 ; 
responsibility of, alleged, for doctors 
and nurses (ML) 713; see also Hos- 
pe London County Council, and 

ilk 

Lockhart, L. P., inquiries about hospital 
patients (C) 726 

Lockhart, R. D., on action of muscles, 169 

Lockhart-Mummery, J. P., surgery in 
ulcerative colitis (C) 235 

Loewenthal, H., serum and sulphanil- 
amide in streptococcal infections, 197, 
(LA) 335 

London—London Government Bill (PI) 
666; overgrowth of, 1191; water- 
supplies, 177, 474, (A) 463; see also 
Emergency, national, and London 
County Council 

London and Counties Medica] Protection 
Society (ML) 1171, 1287 

L.C.C.—ambulance service, 1246; con- 
tinuous towel cabinets, 474; hospital 
school, 234; hospitals (LA) 704, 725, 
788, 1064, 1133, consultants at, 663 ; 
jubilee (A) 652, (History of London 
County Council) (Sir G. Gibbon and 
R. W. Bell) (LA) 704, exhibition, 725; 
mental health, report on, 662; part- 
time medical work for, 788; voluntary 
hospitals and (PI) 484; see also 
London 

London (R.F.H.) School of Medicine for 
Women, 1075 

London School of Hygiene and Tropical 

_ Medicine, 407, 1188, 1240 

Long, P. H., oily suspension of sulphanil- 
amide compounds (C) 60 

Long, T. F. (O) 423 

mere T. C., on ear disease in children, 

Loomis, F., Consulting-room, 1417 

Lorenz, A., Richtlinien Practischer Ortho- 
pădie (R) 1386 

Love, see Psychology 

Love, J. G., on prolapsed intervertebral 
disks, 875 

Love, R. J. M., appendix mass, 1252; 
Lotheisen’s operation (C) 912 

Low, R. C., Common Diseases of Skin 
(R) 1444 

Lowenfeld, V., Nature 
Activity (A) 1449 

Lung—abscess of, suppurative pneu- 
monitis and (A. Garland and F. R. 
Berridge) 375; cancer of, 451, 
carcinogenesis and (A) 521, (J. <A. 
Campbell) (C) 603; clubbing and 


of Creative 


(LA) 336; congestion of, left ventri- 
cular failure and, 1303; heemoptysis 
infiltration, and avitaminosis (T. Jersild) 
632 ; postoperative complications and 
(A) 1110; psittacosis (A) 708; tiltable 
bed and, 568; see also Bronchial, 
Miners, Pneumonia, Respiration, 
Thoracic, and Tuberculosis 

Lunn, Sir H. (O) 730, 794 

Lush, D., herpes simplex, 629, (LA) 647 

Lyall, A., gastric secretions during hypo- 
chloreemia, 144 

Lymphadenitis, non-tuberculous mesen- 
teric (A) 1391 

Lymphocytic choriomeningitis—(F. O. 
MacCallum and G. M. Findlay) 1370, 
(LA) 1388; complement fixation in 
(A) 706; mice and, 1285, (LA) 1388 

Lym phogranuloma venereum, see Venereal 
disease | 

Lysozyme, Russian work on, 963 


McAlpine, D., M. & B. 693 in pneumo- 
coccal meningitis, 754 

MacCallan, A. F., on trachoma, 989 

MacCallum, F. O., lymphocytic chorio- 
meningitis, 1370, (LA) 1388; Plasmo- 
dium ovale infection, 1262 

ey ia R. A., on iron and nutrition, 


4 

McCardie, W. J. (O) 481 

McCarrison, Sir R., on nutrition, 1057 

MacCarthy, E. F., on diurnal variations 
in hemoglobin, 1440 

McCash, C. R., stirrups for ambulatory 
plaster cases (NI) 578 

McClendon, J. F., Iodine and Incidence 
of Goiter (R) 1213 

McCowan, P. K., on recreational therapy, 


2 

Macdonald, C. B., on Graves’s disease, 94 

Macdonald, N. J. (O) 1077 

McDowall, R. J. S., problem of medical 
literature (C) 1401; and Mailcolmson, 

. E., and McWhan, I., Control of 

Circulation of Blood (R) 825 

McFadden, G. D. F., torsion of appendix 
of testis, 320, (A) 339 

Macfarlane, R. G., clot-retraction, 1199; 
stored blood in transfusion, 384, (A) 405 

MacGowan, T. J. B. A., ossification of 
vertebral body, 258 

McGrath, J., on hæmoglobin estimations, 
1211, (LA) 1388 

McGregor, H. G., Emotional Factor in 
Visceral Disease (R) 150 

McGuinness, J. P., avulsion fracture of 
humerus, 508 

McIntosh, J., postoperative tetanus (C) 
ao (LA) 881; sulphonamide drugs, 


Macintosh, R. R., Oxford inflator, 206 

MacKeith, R. C., pneumococcal menin- 
gitis, 1099, (LA) 1107 

Mecke a S. A., stigma and prejudice 


C) 

MKoazie, A., vitamin B; and hookworm 
anemia, 1143 

Mackenzie, E. F. W, appointment of 
(A) 463 

ar obama S., on cancer treatment (A) 


McKissock, W., neoplastic cysts and 
ventricular system, 259 
ary pay M. T., tumours in twins (C) 


Maclean, I. H., M. & B. 693 and pneumo- 
cocci, 562 

MacLeod, C., appendix mass (C) 1401; 
intussusception (C) 1006; popliteal 
aneurysm K 478 

MacLeod, C. E. A. (O) 180 

McLorinan, W. (O) 482 

MacMahon, C., speech defects (C) 605 

McMillan, K., apparatus for teaching 
midwifery, 306 


Macmurray, J., on psychotherapy by 
laymen, 163 
McMurray, T. P., on fractures in 


extremities, 513 

M’Murrich, J. P. (O) 481 

MacNalty, Sir A., Grains and Scruples 
(C) 119; on cancer treatment (A) 
403; on health of school-child (LA) 32 

Macphail, K., on  Anglo-Yugoslav 
Children’s Hospital, 967 

McWhan, I., McDowall, R. J. S., and 
Malcolmson, G. E., Control of Circula- 
tion of Blood (R) 825 

Madeira, climate of, 1022 


“Mallinson, F. 


Malaria 


activation of, by vaccines (F. 
Murgatroyd, G. M. Findlay, and F. 0. 
MacCallum) 1262, (E. Rosenthal) (() 
1403 ; chemotherapy of (R. Pakenbam- 
Walsh and A. T. Rennie) 1382, IHl; 
in Palestine, 128; mosquitoes anid, 
368, (Die Malaria-U bertrager) (F. Weyer) 
(R)1158,in Brazil (A) 942 ; naturalistic 
control of (LA) 1162 ; see also Neuro- 
syphilis 

Malaya—Dictionary of Malayan Medicine 
(J. D. Gimlette) 968 

Malcolmson, G. E., McDowall, R. J. 8$, 
and McWhan, I., Control of Circula- 
tion of Blood (R) 825 

Malignancy, see Cancer 

Malleson, J., abortion, 

Mallet-Guy, P., Le 
sanglant des fractures 
(R) 580 


366, 1361 
traitement non- 
du rachis 


B., Shipway machine and 
closed-circuit anæsthesia, 750 

Man, see Anthropology 

M. & B. 693, see Chemotherapy 

Manipulation—Treatment by Manipula- 
tion in Genera] and Consulting Practice 
A. G. T. Fisher) (R) 826; see alw 
oints 

Manning, G. B., Addison’s disease, 392 

Manson-Bahr, P., Dysenteric Disorder 
(R) 1385 

Margarot, J., and Terracol, J., Tuber 
culose et tuberculides nasales (R) 132 

Markby, C. E. P., surgery of ulcerative 
colitis (C) 296 

Marlin, T., feet of 
(C) 415 

Marmite—552 ; in vitamin-B deficiency, 
1368 ; see also Anwmia 

Marrack, J., excretion of aneurin, 325 

Marriage Guidance Council, 303 

Marshall, C. . Chronic Diseases of 
Abdomen (R) 579 

Marshall, E. K., on indiscriminate chemo 
therapy (LA) 518, 703 

Marshall, W. L. W. (O) 852 

Martland, E. M., epidemic jaundice, 15l 

Marxer. O. A., high and low enemas, 1136 

Massage—in rheumatism, 208; Manual 
of Massage and Movements (E. X. 
Prosser) 968 

Masticatory muscle paralysis, potio- 
poy olitie and (O. Sittig and J. Urban) 


industrial worker 


Materia medica, see Pharmacology | 

Maternal mortalit y—statistics, 1079, 1006, 
(A) 1110 ; see also Puerperal infection 

Maternity and child welfare—conferent:, 


362, 1357; education in (A) NH: 
Hackney centre, 120; National Baby 
Week, 1297; preservation of child 
life, 7373; provision of sand 


meals, 346, (PI) 485, 848, 850, 103% 
1469; see also Abortion, Health 
services, and Midwifery 

Maturin, F. H. (O) 903 

Maxilla, see Jaw 

Maxson, L. H., 
1105 

May, K., M. & B. 693 in pneumococcal 
meningitis, 1100, (LA) 1107 

Mayer, J. H., on Colles’s fracture, 1269 

Mayo, C. H. (O) 1294 

M.D. Lausanne, 1302 

Meakins, J. C., Practice 
(RY T23 

Measles—convalescent serum, deaths and 
(Pr) -851 4 streptococcal  air-borme 
infection and, 741 

Meckel’s diverticulum, see Intestine 

Medical Diary, 64, 122, 184, 243, 30, 
363, 427, 487, 549, 612, 673, 738, 19 
854, 908, 962, 1018, 1077, 1133, 1%, 
1242, 1299, 1358, 1415, 1470 

Medical Insurance Agency (A) 1218, 1241 

Mo Peace Campaign, 538, 539, 6v6, 


Medical Practitioners’ Union, 14, 
General Medical Council and (A) 15 


Spinal Anæsthesia (R) 


of Medicine 


.(G. Ward) (C) 236 

Medical Press and Circular centepatt 
dinner, 303 , 

Medical Register, See General Medical 
Council 

Medical Research Council—aleobe 


physiological actions of, 527; annt 
report, 525, (LA) 517, 581; antigen, 
synthetic, 592 ; biological standani~” 
tion (LA) 1446; chemotherapy ° 
infections, complications of, 591; dipt- 


theria prophylaxis, propaganda aí. 
525... (LDA) .617 : diphtheria, tyre 
of, 592; Edinburgh surgical research 
unit, 526; encephalitis, 591: bor 
mones, 526, 592, (LA) 1446; malan, 
quinine in, 592; myasthenia, 5%. 
national emergency and (LA) Je 


National Institute, investigations #! 


N 


Supplement to THE Lancet] : 


591; National Institute, new build- 
ings "for, 527; nutrition, health educa- 
tion and, 525, (LA) 517; ; nutrition in 
colonies, 525; nutrition of infants, 
592 ; pellagra, 592; physical educa- 
tion, 525 ; preventive medicine, 525, 
(LA) 517 "1161; ; puerperal infections, 
593; pulmonary disease among coal- 
miners, 525; radium in cancer, 526; 
schools, epidemics in, 527; statistical 
methods, 527; toxicity of industrial 
solvents, 525; travelling fellowships, 
912 ; tropical medical research, 525, 
1132 ; tuberculosis in voles, 592 ; viruses, 
591 ; vitamin A, 592 ; vitamin D, 592 
Medical Research Council of Ireland, 611 
Medical services, see Health services 
Medical Sickness, Annuity and Life 
Assurance Society, 1074 
Medical societies, see Societies, medical 
Medical Women’s Federation, question- 
naire (V. Kelynack) (C) 905 
Medicine—British Encyclopedia of 
Medical Practice (Sir H. Rolleston) 
(R) 333 ; clinical sense and (J. A. Ryle) 
1083, (C) 1180, (C) 1234; Ry ih ook 
of Malayan Medicine (J. Gimlette) 
968 ; Neen te of enal Medi- 
cine W.M Yater) (R) 1386; Internal 
Medicine (J. H. Musser) (R) 1270; 
Medical Annual (H. L. Tidy and A. R. 
Short) (R) 991; medical technique 
and minor surgery (Minor Medical 
Operations) (K arris and E. Harris) 
(R) 27, (Petite chirurgie et technique 
médicale courante) (G. Roux) (R) 334 ; 
Nelson New Loose-Leaf Medicine (R) 
455; Practice of Medicine (J. C. 
Meakins) (R) 1213; Recent Advances 
in Medicine (G. E. Beaumont and 
E. C. Dodds) (R) 1046 ; Symptoms and 
Signs in Clinical Medicine (E. N. 
Chamberlain) (R) 28; Synopsis of 
Medicine (H. L. Tidy) (R) 1105; 
Textbook of Medicine (J. J. Cony- 
beare) (R) 515; Yearbook of General 
Medicine (R) 214; see also Air-Raid, 
Education, medical, Health services, 
Preventive medicine, and Research 


MEDICINE AND THE Law.—Consolidated 
World Research Society, 286— Dentists : 
litigation and, 167, 1171; name 
removed from register, appeal and, 
1062—Diphtheria: contact, employ- 
ment and, 345; electronic reactions 
and, 1457; ; inoculation, tuberculosis 
and, 530—Evidence, medical: missing 
link in, 53; professional confidence 
and, 345—Fee for emergency treat- 
ment, 168— Fumigation fatality, 891— 
Heart disease and workmen’s com- 
pensation, 1116— Hospitalis: addi- 
tional complaints contracted in, 594; 
burns, alleged delay in treating, 891 ; 
fractured skull, patient’s discharge 
and, 1342; radiograms, use of, 593; 
swallowed ` coin, aleer ed delay in 
operating for, 110—Inquest: ad- 
journed, criminal proceedings and, 
1000; trade-union representative at, 
109; verdicts, civil liabilities and, 
1457—Litigation, lessons from, 1171— 
Local authority, alleged responsibility 
of, for doctors and nurses, 713— 
Mental deficiency, schoolboy and, 
1061—Mental disorder: divorce and, 
53, 660, 1225; violent patient, main- 
tenance of, 1341—Mental ward, deten- 
tion in, damages for, 593—Paternity : 
gestation period, legitimacy and, oe 
spermatozoa count, aia test and 
891—Patient’s consent, 167, dental 
extraction and, 167—Public- house, 

alterations in, 345—Road accidents, 
53, 168, 1000, ”1342—Sarcoma, trauma 
and, 425—Speed limits, doctor and, 
1116—State as heir, 53—Surgeon’s 
finger, value of, 594—Swab-counting, 
242, (LA) 399, 949—Thrombosis, injec- 
tion and, 285—Tuberculosis: after 
anti-diphtheria inoculation, 530; con- 
tracted by nurse 1000—Undue 
influence, 475—Undulant fever, dam- 
ages for, 777—Unregistered practi- 
tioners, 167, 475, 1170, 1342, 1395, 
145 water from surgery tap, charge 
or 


Medicines, see Drugs 

Meduna, L., insulin and, cardiazol in 
schizophrenia, 1139 

Megacolon, 636, 638 

Megaw, Sir Í.. on leprosy, 1239; on 
nutrition in India, 1244 

Mebriz, M. M., fracture of patella, 91 

Mellanby, Sir E., on social implications 
of medical discoveries, 1063 


INDEX TO VOLUME I, 1939 


Melton, G., M. & B. 693 in urinary infec- 
tions, 867 ; and Hobart, F. G., Concise 
Pharmacology (R) 398 

Menière’s syndrome, see Auditory and Ear 

Meningioma, see Intracranial 

Mor Reb, U Somers) 9 chemotherapy 

f Somers) 921, (J. Bryant 

D. Fairman) 923, (LA) 937, 

li 3, ere meningococcal, climate 
and (N. L. Corkill) 1203, (D. Hubble) 
(C) 1347 ; pneumococcal, chemo- 
therapy of (D. McAlpine and G. C. 
Thomas) 754, (R. C. MacKeith and 
G. Oppenheimer) 1099, (K. May) TH 
P. S. Raman) 1101, (LA) o 
1207, (J. D. Aitchison) 1436, (J. 
Dowds) 1436, (H. Dunlop "and H. 
Laurie) 1437 ; E erythema 
nodosum and (G. Slot and D. 
Morris) 571 ; see Stas Tatra and 
Lymphocytic choriomeningitis 

Mennell, 
Manipulation (R) 455 

Menopause—arthritis and (A) 462; care 
of, 491; cestrin and (A) 462. 491, 
(B. C. Murless) 1205; see also "Stilb- 
cestro] 

Menstruation—cobra venom for dys- 
menorrhea, 740 ; in Indo-China, 1081 ; 
Precocious, bone disease and, 377, 
479; safe Period and, 128; see also 
Menopause, Sex hormones, and Uterus 

Mental deficiency—ceesarean section and 
(A) 999 ; courses on, 121, 854 ; medical 
certification and (ML) 1061, (PI) 1124; 
phenylketonuria, peripheral nerve tum- 
ours and (L. S. Penrose) 572 ; recrea- 
tional therapy, 1267; voluntary 
sterilisation and, 496; see also— 

Mental disorder— Burden Neurological 
Institute (A) 462, 1166 ; divorce and 
ML) 53, 660, 1225: in "Ireland, 800 ; 

.C.C. report on, 662; nursing of, 
532, (W. J. T. Kimber) (C) 603, F007 
(F. Pilkington) (C) 728, (A. M. Spencer) 
(C) 782, (D. Blair) (C) 958; organic, 
in childfen (M. Creak) 626 ; psychiatric 
services, outpatient clinics and, 164, 
(A) 278, (S. A. MacKeith) (C) 352, 414, 
health services and (LA) 881, 1171, 
(A. M. Spencer) (C) 1346, sae 
recreational therapy, 1267 Meme, 
prejudice and, 164, 188, (A) 378, (S. A. 
Mackeith) (C) 352, vi R. Whitwell) (C) 
414; Traumatic ent Disorders in 
Courts of Law (W 


patient, maintenance of ML) 1341 ; 
voluntary sterilisation and, 496; see 
also Convulsion and insulin therapy, 
rel a Nervous disorder, Psychology, 
and— 

Mental hospitals—Anerley, proposed, 
1241; Bristol, new, 1133 ; detention 
in, damages for (ML) 593; in France, 
170, 226, 779; see also Mental disorder 

Mental hygiene, see Psychology 

Mercury poisoning, sodium [0r MardeNyde 
sulphoxylate in (J. Barnes) 8 

Metabolism—pituitary and ca) 997 ; 
see also Water metabolism 

Methemalbumin (A) 157, 453 

Metheemoglobinemia, sulphanilamide and 
(A) 403, 1053 

Michaélis ar oi principles of medical 
research, 1 856 

Micks, R. 156, Essentials of Materia 
Medica, Eee and Thera- 
peutics. (R) 95 

Microbiolo Wee Microbiology and 
Public Health ee . Sharp) (R) 398 

Microchemica] Club 

Microfilms, 308, (LA) e 

Microglia (P. "del nic: Hortega) 1023, 
(LA) 1051 

Microscopy—Practical Microscopy of 
Teeth and Associated Parts (A. W. 
Wellings) (R) 29 ; see also Histology 

Midwifery—A.R.P. and, 824; anss- 
thesia in, 795, 888, spinal, 825, 1192, 
perineal] operations "and (D. P. Harris) 
(C) 905; Evolution of Obstetric 
Analgesia (A. . Claye and . S. 
Sykes) R) 215; Gas and Air Analgesia 
(R. J. innitt) (R) 880; Handbook 
of Midwifery (Sir C. Berkeley) (R) 515; 
in Scotland (PI) 785; in United States, 
1475; midwives and motor-licence 
duty (PI) 1122; progress in, 491; 
teaching apparatus for (K. McMillan) 
306 ; see also Childbirth, Maternity and 
child welfare, and Obstetrics 

Migration and Environment (H. L. 
Shapiro and F. S. Hulse) 1418 

Miles, A. A., Staph. aureus and operating- 
theatre, 1088, (LA) 1215; stored blood 

. (C) 1348 

Military service, see Army 


Science and Art of Joint. 
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Milk—diphtheria outbreak and, 1462 ; for 
mothers and children, 346, (PI) 485, 
848, 850, 1058, 1469 ; safe, in Ireland, 
1356 ; safe, pasteurisation and (LA) 
648 (PI) 666, 667, 786, 1057, (A) 1277; 

medical deputations on, 406, 548, 
(LA) 581; scarlet fever and (A) 1053 ; 
streptococcal sore-throat and, in New 
York, 1297; undulant fever ‘and, 406 
(ML)’ 777, 1455; see also Bovine 
tuberculosis, Lactation, Nutrition, and 
School-children 

Millar, W. M., apparatus for intravenous 
injection (NI) 1160; remissions in 
ecnizophrenla, 437, (LA) 457 

Millard, malipox (C) 59 

ci ae Klen in posterior urethra, 


Miller, E., on neurophysiology and 
sychology, 1044 

Miller , and Davidson, J., Practical 
Patholony (R) 214 
Sat septicseemia or bacterseemia ? 

Miller, R. H., Applied Anatomy (R) 1159 
er, S., on streptococcal infections and 
rheumatism, 452 

Mills, J., on surgeon’s mask, 365 

Milne- -Henry, D. K., operating chair 
NI) 878 

Mi T M., Human Problem in Schools, 
5 


Miners—accidents to, compensation and, 


127; dyspnea in (J. N. Peterson, 
J. M. Peterson, and C. W. Startup) 
147; health and safety of (A) 35, 
(PI) 359, 785, in United States, 
medica] care and, 1060 ; nystagmus 
(A) 36, 7613 see aiso Silicosis 
Minnitt, R. J., Gas and Air Analgesia 
(R) 880 
Minton, J., on one-eyed worker, 988 
bree man (LA) 1162 
Mira fear, 1395 
Mitebell, S D., bY a cR factors in 
nen mane 802, (C) 9 
Mitchell, W. L. M., on  Sulpieuiiayide 
eruption, 430 
Mitchiner, P. H., and Cowell, E. M., 
Air-Raid, 41, (A) 35, 104, 171, 228. 
287, 347, 408, (A) 461, 469, 534, 
601, 639, 719, (Medical Organisation 
and Surgical "Practice in Air Raids) 
710, (R) 763, (A) 1056 
Mobilisation, medical, see Emergency, 
national, and Practitioners 
Moir, C., on pain of labour, 888 
Monrad-Krohn, G. H., Clinical Pamina: 
tion of Nervous System (R) 15 
Montgomery, J. A., herpes teprilis in 
pneumonia, 1041 
Moore, R. F., on ocular manifestations 
of general disease, 761 
Morison, J. R. (O) 103, 178 
Morphine— injections of, at first-aid 
posts (P. Hamill) (C) 1178; papaverine 
and, 1138; see also Dangerous drugs 
Morphology—Morpholog} of Brachial 
Plexus (W. Harris) (R) 935; of para- 
thyroid glands (A) 884 
Morrin, F. J., on buccal cancer, 454 
Morris, "D. erythema nodosum, chorea,and 
tuberculous meningitis, 571 
Morrison, R. R., forceps for inserting 
radium into cervix (NI) 1048 
Morrison, T. H., Morrison, S., and 
Friedenwald, J., Secondary Gastro- 
intestinal Disorders : : Reciprocal Rela- 
tionships nS 333 
Morrison, W. ener of the Nose, 
Throat, and Tar (R) 5 
Mortality, see Death and Vital statistics 
Morton, E. D., Cameron, S. J.. Hewitt, 
J., and Lennie, R. A., Glasgow Manual 
of Obstetrics (R) 935 
Mosquitoes, see Malaria 
Motorists—epileptic (LA) 1329; medical 
in France, 170; medical, speed limits 
and (ML) 1116 ; midwives, motor- 
licence duty and (PI) 1122 see also 
Road accidents 
Mott, Sir F., memorial to, 412 
Mottram, V. H., on nutrition, 1058 
Mouth—cleft palate and hare-lip in 
Scandinavia, 911; epanutin, gums 
and. (A) 1056 ; neoplasms of, 454, 
(A. J . Gardham) 677, 1209; stomatitis, 
M. & B. 693 and (E. Davis) 1042 ; 
stomatoglossitis, vitamin-B deficiency 
ond. 92, (I. Katzenellenbogen) 1260, 
V. Landor) 1368 ; see also Herpes, 
rA Saliva, and Teeth 
Moynihan, J. H., examination for 
insurance companies (C) 355 
Mudaliar, A. Clinica] Obstetrics 
(R) 398 ; 
Miihlbock, O., cestrogens in blood during 
pregnancy, 634 


say 


xvi Supplement to THE LANCET] 

Muir, E., Leprosy (R) 96, (C) aoe 
leprosy in East Africa (A) 342 

Muir, E. G., rectal cancer, Tey 

Mullins, C., on delinquency and psycho- 
logy, 551 

Mony, J. H., Ramsay Hunt syndrome, 

Manro; D., Craniocerebral Injuries (R) 


Munro, Sir vt on freedom, discipline and 
zest (A) 943 

Murder, see_Crime and Legal medicine 

Murdoch, R., postpartum necrosis of 
anterior pituitary, 818 

Murgatroyd, F., Plasmodium ovale infec- 


tion, 1262 ; ; sodium and chlorine 
retention (C) 1125 
Murless, B. follicular hormone in 


menopausal flushes, 1205 
Murray, D. S., on State medical service, 


Murray, F., on A.R.P. and maternity 


work, 824 
Murray, R. C., on fractures of head and 
neck of radius, 1268; on tuberculous 


joints, 1268 
169;  blood-fow 


Muscle—action of, 
through (A) 941 ; dystrophia myo- 
‘changes in, 244; 


tonica, sensory 
leg muscles, posture and, 1268; 
myasthenia gravis, 592, 1151 ; 
tonia congenita, quinine, 
and, 592, (Lady Briscoe) 1151 ; 
toxic myopathy (F. B. Parsons and 
R. J. Twort) 1379 ; see also Dermato- 
myositis and Paralysis 

Mueni, J. H., Internal Medicine (R) 
27 

Mustard gas—action of, 912; see also 
Air-raid 

Myasthenia, 
Muscle 

Mycology—lIntroduction to Industrial 
Mycology (G. Smith) (R) 333 

Myers, J. A., Tuberculosis Among Children 
and Young Adults (R) 397 

Myopathy, see Muscle 

Myopia, see Eyes 

Myotonia, see Muscle 

Myxcedema, see Thyroid gland 


see Dermatomyositis and 


Napier, L. it 3 sternal puncture in kala- 
azar (C) 9 

Narcotics, ake anai drugs 

National Association for Prevention of 
Tuberculosis, 1357 

National Council for Mental Hygiene— 
conference, 163 ; intelligence, national, 
163; outpatient mental- treatment 
clinics, 164, (A) 278; press, mental 
hygiene and, 166 ; psychotherapy by 
laymen, 163, (LA) "154 

National emergency, see Air-raid and 
Emergency, national 

ieee a Institute of Industrial Psycho- 


67 
Naval ‘Medical Compassionate Fund, 242, 
Nee eae: 67; health in, 307 
Neale, W. H. (0) 14 68 
Neame, H., and Williamson-Noble, F . Å., 
Handbook of Ophthalmology (R) 1269 
Negligence, see Legal ee 
Nelson, N. A., and Crain, G Syphilis, 
Gonorrheea and Public Health R) 455 
Nelson New Loose-Leaf Medicine (R) 455 


Neonatal, see Infants and Vital statistics 
Nephritis—cardiac menci and (A) 


832; in childhood (K. Tallerman 
and J Pun Daan a zsp preg- 
nancy toxemia and (R. H . Paramore) 


(C) 1348: see also Renal 

Nervous disorder—anorexia and (J. C. G. 
Evans) 268, (H. A. Palmer) 289, 
(A) 279; effort syndrome, hyper- 
ventilation and (A) 2223; eyes and, 
761; head injuries and, 573; peptic 
ulcer and, 877; shock, damages for 
(T.A. Ross) (C) 58 ; see also Emotions, 
Mental disorder, and Psychology 

Nervous system—Burden Neurological 
Institute (A) 462, 1166; Clinical 
Examination of Nervous System (G. H. 
Monrad-Krohn) (R) 152 conference 
on, 1336, 1414 ; dystrophia myotonica, 
sensory ’ changes in, 244; influenza 
virus and (C. H. Stuart-Harris) 497 ; 
itching and (A) 222; microglia (P. del 
Rio-Hortega) 1023, (LA) 1051; Mor- 
phology of Brachial Plexus (W. Harris) 
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(R) 935; neuromyelitis optica, 332 ; 
ocular manifestations and, 761; peri- 
pheral nerve injuries, air-raid, 639 ; 
peripheral nerve tumours, phenyl- 
ketonuria and (L. S. Penrose) ee 
Physiology of Nervous System (J. 
Fulton) (R) 2143; physiology ae 
psychology and 1044, oe and the 
Physiologists) (E. G Drury) 1192 ; 
pregnancy and, Te aoas embo- 
lectomy and, 1037 ; ; scorpion bite 
and, 472; sodium an chlorine 
retention and, 1035, (A) 1054. 1125; 
Theories s Sensation (A. F. Rawdon- 
Smith) R uleron and (A) 38; 
see also ain, a i Paralysis, 
Spinal, Sympathetic, and— 
Neuritis—epidemic oi] and (A) 401; 


horse-serum (A) 771; mechanica 
respiration in ( Blackwell) 1430; 
vitamin and, 92, 209; see also 


Nervous system and ‘Trigeminal nerve 
Neurology, see Nervous system 
Neuros ypa e- congenital, 626 ; malarial 
therapy in, w erpes and (E. Goodall) 


(C) 906, (S. M Laird) (C) 958 ; mer- 
curial Bolsoning’ an (J. Barnes) 89; 
Tabes Dorsali Gurtias, H. Schlotter, 
and E. Scholtz) (R) 5 

Neuwahl, F. J., par o and Bul- 
garian belladonna, 693, (A) 710 

Neve, O. T. (0) 7 


793 
Newcastle medical school (A) 522 
Newfoundland, tuberculosis in, 246 


NEw INVENTIONS.—Clip forceps (G. A. B. 
Walters) 878—Clips for fractures (M. 
Sinclair) 91—Colostomy appliances 
(J. I. F. Knight) 827, 912—Diathermy 
sigmoidoscope (S. Aylett) 934— 
“ Firle ” eye-magnet (N. B. Harman) 
638— Forceps tor inserting radium 
into cervix (R. R. Morrison) 1048— 
Intravenous cannula (C. J. C. Siggers) 
29—-Intravenous injection apparatus 
H. Tod and W. M. Millar) 1160— 


Perating chair (A. K. Henry and 
K. Milne-Henry 878— Radon- 
seed anroducer (E. Lee) 1106— 


Rectum, prola pee of, appliance for 
controlling (G. Batchelor) 1212— 
Smith-Petersen nails, director for (C. E. 
Kindersley) D e upe for ambula- 
tory plaster cases (C. R. McCash) 578— 
Uterine dilators (V. Bonney and A. C. 
Barker) 827—Vaginal hot-water appli- 
cator (K. Duff) 1328 


NEW PREPARATIONS. —Carovit tablets 


(Continental Laboratories) 967— 
“ Desibyl’’ Capsules (Parke, Davis 
and Co.) 676—Dichloro-indopheno] 


Tablets B.D.H. (British Drug Houses) 
68—Dimo) Laxatives (Dimol Labora- 
tories) 1476—Epanutin (Parke, Davis 
and Co.) 68—Flavogel (Glaxo Labora- 
tories) 1476—-Neo-cestranol 1 Crookes 
(British Colloids) 308—Nicamide (Bur- 
roughs Wellcome and Co.) 967— 
Nicotinic Acid Tablets A. and H. 
(Allen and Hanbury et ee 
Globulins (Human) et le (British 
Drug Houses) 616—St boestrol and 
Stilbcestro] Dipropionate B.W. and Co. 
(Burroughs Wellcome and Co.) 676 
Stilbestrol B.D.H. (British Drug 
Houses) 308—Stilbæstrol Boots (Boots 
Pure Drug Co.) 308—Veguva Nos. 1 
and 2 (A. Wander, Ltd.) 967— 
“ Wellcome ”? Brand Tuberculin P.P.D. 
(Burroughs Wellcome and Co.) 616 


Nicholls, L., Bitot’s spots in Ceylon, 1432 

Nicholson, C. J., on radiological pelvi- 
metry (A) 36 

Nicholson, W. F., salpingitis due to 
Bact. cholere-suis, 1154 

Nicol, B. M. gastric secretions during 
hypochlorremia, 144 

Nicotinic acid—in glossitis (I. Katzenell- 
enbogen) 1260; in stomatitis and 
eczema (J. V. Landor) 1368 ; see also 
Pellagra . 

Night-blindness, see Vitamin A 


P MAA SURYA; A., Bitot’s spots in Ceylon, 


1 
Nissé, B. S., Souma (R) 992 
Nitrous fumes (A) 14 
Nixon, J. A., Medical referees under 
HA Workmen’s Compenśation Acts, 944 
Noise abatement in France, 55 
Norris, T. C., Thought and Speech, 489 
North, E. A., prophylaxis of w hooping- 
cough (C) 1402 


NORWAY, CORRESPONDENCE FROM.— 
ee ec ae, legal restrictions on, 
1 


Nose—and 


Nursery schools, 
Nurses—diphtheria 


Nursing—of 


a 


‘[Aua. 5, 1939 


sinuses, bony tumours of 
(Les tumeurs osseuses du nez et des 
sinus) (C. E. Benjamins) (R) 1386; 
broken (A) 464; Diseases of Nose, 
Throat and Ear (W. W. Morrison) 
(R) 516; Nose, Ear and Throat (M. 
Vlasto) (R) 96; surgery of, 1103; 
Treatise on Surgical Technique uf 
Otorhinolaryngology (G. Portmann and 
P. Viole) (R) 1326; tuberculosis and 
tuberculides of (Tuberculose et tuber- 
culides nasales) ACE Margarot and J. 
Terracol) (R) 152; Yearbook of Eye, 
Ear, Nose and Throat (E. V. L. Brown, 
L. Bothman, and S. J. Crowe) (R) 334; 
see also Bronchogr aphy, Operative 
infections, and Respiratory infections 
see Schools 

inoculation of, in 


Denmark, 858; in Australia, 227; 
national emergency and, 67, 188, 219, 
242, (LA) 273, 304, (PI) 359, 609, 
719, (PI) 899, 957, 1009, (LA) 993; 
1133, (PI) 1184, 1242, (PL) 1464, 1466; 
New Deal for Nurses (G. B. Carter) 
188: refugee, 183, (PI) 544 ; shortage 
of, 281, (LA) 273, 421, (PI) 957, 961, 
(PI) 1009, (LA) 993, CW. B. Cosen) 
(C) 1233, 1282 ; tuberculosis contracted 
in hospital (ML) 1000 ; see also 


air-raid casualties, 719; 
see also Air-Raid and Mental disorder 


Nutrition—anorexia nervosa and, 268, 
269, (A) 279; Committee again 
Malnutrition, 1132, 1244 ; conferences, 
736, 1057, (PI) 1071 ; dental caries and 
(A) 276; diseases of, in Kashmir 
(D. C. Wilson) 1019 : health education 

and, 525, (LA) 517; in colonies, 525, 
(PI) 1408; in Fernando Po (PI) 419; 
in India (Wheel of Health) (G. T. 


Wrench) (R) 936, (Health and Nutrition 
in India) (N. Gangule e) (R) 991, 1019, 
1244; iron, calcium, phosphorus, and, 
129; League of Nations = survey 


(A) 222: meals and milk for mothers 
and children, 346, (PI) 485, 848, 859, 
1058, 1469 ; public health and TPI is 86, 
$48, 1057 ; starvation in Spain (A) 169, 
341, foodship and, 183 ; tuberculosis 
and, in Wales, 658, (LA) 648, (PI) 734, 
784, 785, 848; unemploy ment and 
(PI) 483, 1353; see also Agriculture, 
Diet, Infants, School-children, and 
Sociál 


Nystagmus, ‘761, lighting and (A) 36 


O 


Oarsmen, life-expectation of (LA) 33 


OBITUARY 

Aberdeen, Lady, 1001, (A) 999— 
Acland, Sir F., 1394 

Baker, Sir J., 1468— Barger, » 116— 
Barlow, P., 610— Bass N B. 
1273, 1353, 1407 — Barton, F. A, 
1015—Béc lére, A. 660——Beevor, 
EER: 546—Benh: im, A. M., 1407— 
Bie, V., 300—Birche >r- Benner, M. 
301—Bolam, Sir R., 1076—Bowman, 
Ro Mi 790—Boyd. A. R., 1186— 
Buist, R. C...36] 

Cabot, R. C., 1406—Clark. C 29— 
Clarkson, E. R. T:. 19 '36— lemor, 
F. G., 546—Collins, D. J.. 835, %?— 
Colis, A.. J 070 —ä 'ooke Taylor, 


C. R., 1295—Cumberbatch, E. P. 
792—Cumberlidge, N. 791— 
Cummins, H. A.. 64 
Devon, X 547—Dobbin. R. 3, 710, 
405 


791— Douglas, H. E. M. 

Eding ston, J. Ws BSST Os iE pran 
HP, , 1273, 1351— Ellis, F. » 135: 
- i vans, W. H. 904 

Fagge, C. H., 1235- —Finger. E., 1061— 
Fitzgerald, C., 480—Fraenkel, A. 
(A) 834 , 

Gammel W. M., 1187— Gibson, R. 73) 

Golding- Bird, GOG: He sxe: 66%— 

eee Es WM 63—Grant, I. M, 

Hankin, E. yer, 904-— Harris, J. H., a 
—Hills, E., 903—Hobson, L. J 
546 Molden. G. H. R. ‘1186— 
Holden, S., 116—Hybbinette. S. 79 

Jenkins, s8. J., 405, 480— Joyce, J. L, 
72 , 

Kettle, M., 1128—Kissmey ‘aT, À 54° 

Lafleur, H. A., 1336 forded 
R. P., 10 15—Liston, Langtord-Jo Jona 


Long, T. ye” ae 
730. 794 3— Lunn, qE, 


er, ies a Oe 
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McCardie, W. J., 481—Macdonald, 
N. J., 1077—-MacLeod, C. E. A., 180 
—McLorinan, W., 482—M’Murrich, 
J. P., 481—Marshall, W. L. W., 852 
—Maturin, F. H., 903—Mayo, C. H., 
1294—Morison, J. R., 103, 178 

Neale, W. H., 1468—Neve, C. T., 
7 


93 
Okell, C. C., 422, 482 
Park, W. H., 887, 953—Paterson, 
D. R., 1221, 1296— Paterson, R. S., 
902— Payne, . L., 280, 361— 
Perdrau, J. R., 1273, 1351—Philip, 
Lady, 464—Philip, Sir R., 299— 
Price, G. B., 670 
Reid, R., 64—Relton, B. 
Richardson, G., 362—Ross, J. R. H. 
547—Russell, J. S. R., 710, 790 
Samman, C. T., 1237—Sandford, A. W., 
1186—Sargant, E., 954—Sey- 
mour, F. R., 1406—Simpson, G. S., 
481, 547—Smith, H. G., 1186— 
Smithells A., 423 — Stansfield, 
T. E. K., 852—Stephens, G., 63 
—Sutherland, D. W., 1468 
Thomas, R. J. F. D., 1187—Thompson, 
J., 1296—Todd, T. W., 115, 179, 
344—Turner, A. L., 1336, 1405— 
Turner, P. D., 669—Twining, E. W., 
waggelt. E. B., 115—W G., 772 
aggett, E. B. agner, G., 77 
— Weygandt, W., 654—Whitla, M. R., 
1185—Whittle, E. M. G. 4 
Widmer, A., 482—Wilkinson, H. B., 
793—Williams, A. ©.,  1015— 
Williams, R. P., 1236—Woollard, 
H. H., 239, 361 


O bstetrics—Clinical Obstetrics (A. L. 
Mudaliar) (R) 398; Evolution of 
Obstetric Analgesia (A. M. Claye and 
W. S. Sykes) (R)215 ; Glasgow Manual 
of Obstetrics (S. J. Cameron, J. Hewitt, 
R. A. Lennie, and E. D. Morton) 
(R) 935 ; gynecology and, congress of, 
888; gynecology and,. woman in 
(C. Lane-Roberts) 491 ; Principles and 
Practice of Obstetrics (J. B. DeLee) 
(R) 151; Queen Charlotte’s Textbook 
of Obstetrics (R) 272; Yearbook of 
Obstetrics ‘and Gynecology (J. B. 
DeLee and J. P. Greenhill) (R) 1327; 
see also Childbirth, Gynecology, and 
Midwifery 

O’OConnell, J. J., and Söderman, H., 
Modern Criminal Investigation, 248 

Odlum, D., on outpatient mental-treat- 
ment clinics. 165 

CEdema, see Heart disease and Renal 

CEOP aagus; cancer of (Sir A. Hurst) 

1 


OEFstrin—adrenal gland and (W. Cramer 
and E. S. Horning) 19? ; in blood 
during pregnancy (O. Mühlbock) 634 ; 
in menopausal disorders (A) 462, 491, 
(B.C. Murless) 1205 ; mammary cancer 
and, 491. (LA) 581, (A) 1448, adrenal 
and (W. Cramerand E. S. Horning) 192 ; 
tumorigenesis and (A. Lipschütz and 
L. Vargas) 1313, (LA) 1329, (T. F. 
Todd) (C) 1402, (J. F. Brailsford) (C) 
1461; see also Sex hormones and 
Stilbestrol ; 

Cee M., Liber de Diversis Medicinis, 
48 


Ogilvie, W. H., on misleading leading 
symptoms, 700 

Okell, C. C. (QO) 422, 482 

Old age—surgery in, 
Pensions 

Onchocerciasis, see Filarial 

Operations—in respirators (A) 1056; 
Minor Medical Operations (K. Harris 
and E. Harris) (R) 27; see also 
Anesthesia, Legal medicine, Post- 
operative, Surgery, and— 

Operative  infections—air-borne, 443, 
(LA) 457, 664, 803, (LA) 881, 1088, 
1126, 1193, (LA) 1215; integral asepsis, 
805; intracranial (H. Cairns) 1193, 
(LA) 1215 ; staphylococcal, skin carrier 
and (E. A. Devenish and A. A. Miles) 
1088, (LA) 1215; surgeon’s mask and, 
365, 1088, 1193, (LA) 1215; see also 
Dressings and Postoperative 

Ophthalmology, see Eyes 

Opium, see Dangerous drugs 

Oppenheimer, G., pneumococcal menin» 
gitis, 1099, (LA) 1107 

Order of St. John of Jerusalem—appoint- 
ments and promotions, 120, 611; 
home ambulance service, 1022 

Ordman, D., M. & B. 693 in pneumonia, 
309, 380, (LA) 335 

Organe, G., multiple anesthesia (C) 
237 

Oriental sore in Italy (A) 886 

Orley, A., on pituitary tumours, 698 


1210; see also 


Otitis—air-borne, 


Pain—diagnosis and, 699, 


Palate, see Mouth 
Palestine—malaria in 


Pancreas—cysts of, 


Paralysis—familial periodic (A) 


Paramore, 


scheme and (LA) 337, (A) 999; prac- 
tical, principles of (Richtlinien Prac- 
tischer Orthopädie) (A. Lorenz) (R) 
1386; preventive, 501; see also 
Posture 


O’Shaughnessy, L., arene ao rescuieriees 


tion of heart, 617 


(A 
Osteo-arthritis, see Rheumatism 
Osteomalacia, see Bone 
Osteomyelitis, see Staphylococcal infec- 


tions 


Osteopathy—displaced ribs and (Sir R. 


Stanton Woods) (C) 1179; see also 
Unregistered practitioners 

741; infantile diar- 
rhea and, 969; in school-children, 
1282, 1439; scarlet fever, 327; swim- 


ming and (A) 1052 ; see also Ear 


Otorhinolaryngology, see Ear, Nose, and 


Throat 


Ovaries—irradiation of, in breast cancer 


(A) 884; Krukenberg tumour of, 877 ; 
see also Œstrin and Sex hormones 


Oxford Graduates’ Medical Club, 1413 
Oxycephaly (D. Ferriman) (C) 118, (R. S. 


Handley) (C) 238, surgical relief in 
(A) 769 l 


Oxygen therapy, see Inhalation tkerapy 


P 


Pads, see Dressings 
Pædiatrics, see Children , 
Page, A. P. 


M., placental blood-trans- 
fusion, 200, (C) 355 


Page, C. M., and de Wesselow, O. L. V. S. 


St. Thomas’s Hospital Reports (R) 702 

(LA) 1273; 
Surgery of Pain (R. Leriche and A. 
Young) (R) 935 


Pakenham-Walsh, R., M. & B. 693 in 


malaria, 1382 


128; St. John 
Ophthalmic Hospital, Jerusalem, 1022 


Palmar, see Hand 
Palmer, A., stilbcestrol, 933 
Palmer, H. A. 


, anorexia nervosa and 
beriberi, 269, (A) aan 
in Graves’s disease, 94 i 
Diabetes 


extract of, 
see also 


PANEL AND CONTRACT PRACTICE (see also 


Insurance, National Health).—Ageing 
of insured population,596—Agriculture, 
nutrition and, 952—Complaints against 
practitioners, 52, 175, 789, 901, 953, 
1351—Dependants in war-time, 953— 
German voluntary health insurance, 
51—London health insurance statistics, 
1066—National Formulary, 597—Post- 
confinement pregnancy, 351—Practi- 
tioners’ Fund, 789—Prescribing: costly 
291,789 ; in Scotland, 1351 ; irregular, 
953 ; limited company, advertisement 
and, 597—Prescription test, chemist’s 
objection to, 596—Refund, voluntary, 
901—Regulations, new, 1173—Rela- 
tion between doctor and patient, 
901, workmen’s compensation claim 
and, 175—Scotland : incapacitating 
sickness, 351, 596, 1350; medical 
service, 1351—Specialist treatment, 
advice on, 52—Temporary residents, 
misunderstanding of term 789— 
Unemployment insurance, health insur- 


ance and, American report on, 291— | 


Unprofitable patient, 292—-Urgent cals, 
901—-Workmen’s compensation: con- 
tradictory certificates and, 175; health 
insurance and, 596 


Papaverine, intestine and, 1138 
Pappworth, M. H., tuberculous empyema 


(C) 356 


Papworth Village Settlement, 1414, 1470 
Paratlin, liquid—carotene absorption and 


(A) 461 ; see also Intestine 34 
522 ; 
see also Nervous system and Polio- 
myelitis ; 
R. H., placental infarcts 
and toxremia (C) 1348 


Parasitology—air-borne worm infections 


(A) 1167 ; lungworms, swine-influenza 
and (LA) 1217 ; worm infestation in 
Africa (PI) 1409; see also Bilharzial, 
Entomology, Filarial, and Hookworm 


Parathyroid gland—A.T.10 and (A) 709; 


maternal adenoma of, infantile tetany 
and (C. Friderichsen) 85 ; morphology 
of (A) 884 ; see also Bone 


Menta 


Orthopsedics—planning in, South African | PARIS, CORRESPONDENCE FROM.—Air- 


raid precautions, 477, 1000—Alco- 
holism among air-pilots, 1173— 
Appendicitis, serotherapy and, 1059— 
clére, A., death of, 660—Birth-rate, 
226—Blood-transfusion in war-time, 
1172—-Diphtheria immunisation, 227, 
476, 1172—-Food, sophistication of, 
11 72—French Equatorial Africa, health 
of, 55—Functional recuperation, insti- 
tute for, 1227—-Iron lung, 1059— 
Meningitis, meningococcal, 1173— 
hospitals: appointments in, 

226 ; foreigners in, 170 ; unauthorised 
asylum, 779—Mixed immunisation, 
1172—-Neo-hippocratism, 1060—WNoise, 
55—Pachon, Prof., death of, 1060— 
Pasteur Institute, 170, 714—Pasteur 
on nomenclature, 476—Practitioners : 
actions against, 55, 1060, 1227; 
attendance of, at road accidents, 779; 
charitable and insurance associations 
for, 1173 ; motoring, badge for, 170 ; 
postgraduate courses for, 226; retire- 
ment of, old-age pensions and, 714 ; 
visiting, arrangements for, 778—Sero- 
logy, society for, 1060—Spanish refugee 
problem, 1001, epidemiological aspects 


- of, 660—Tropical diseases, campaign 


against, 476—Tuberculosis, Friedmann 
vaccine and, 1059 


Park, W. H., death of, 887, (0) 953 
Parker, R. C., Methods of T 


Ree ssue Culture 


9 
Parker, W.S.,‘‘Hypo-HCl’’ treatment of 


scabies, 987 


Parkes Memorial Prize, 486 
Parkinson, G. S., and Jameson, Sir W., 


Synopsis of Hygiene (R) 764 


Parkinsonism, see Encephalitis 


PARLIAMENTARY INTELLIGENCE 


Abortion report, 1073, 1409—Africa : 
health services in, 667, 1408, 1409; 
locust pest in, 1410; Makerere 
College, 543 ; pulmonary disease on 
Gold Coast, 544—Army: conscien- 
tious objectors and, 1354; Military 
Training Bill, 1013, 1071, 1120, 1180, 
1181, 1183, 1237, 1293, 1412, 1466, 
medica! inspection and, 1121, 1181, 
1237, 1355, 1410, 1411, 1412, 1465; 
recruits, dental treatment and, 787 ; 

. recruits, rejection of, 545; recruits, 
vaccination of, 1124 

Bastardy Bill, 417, 733, 1180—Black- 
burn employment exchange, 609— 
Blind : certification of, 669 ; children, 
statistics of, 610 ; income-tax and, 
1123—Budget: 1013, 1071, 1122, 
1239, 1292, 1412, medical expenses 
and, 1014 

Cancer Act, 417, 419, 545, 608, 609, 
666, 667, 732, 733, 850—China: 
exporting of boys, 1238; mission 
hospital, bombing of, 668—Civil 
defence, 359, 360, 419, 483, 484, 
542, 543, 544, 545, 608, 609, 667, 668, 
731, 787, 849, 850, 899, 900, 956, 
957, 1009, 1012, 1013, 1071, 1072, 
1120, 1122, 1124, 1183, 1184, 1291, 
1292, 1293, 1355, 1411, 1463, 1464, 
1466—Civil servants: retired, sur- 
vival of, 544; vaccination and, 735 
—Cod-liver. oil reserves, 1183— 
Colonies: health services in, 667, 
1408, 1409; veterinary service in, 
481—Coroners, aged, 734—Cost of 
living inquiry, 419 

Dentists Act, offence against, 1467— 
Diphtheria immunisation, 419, 667, 
1355, 1410, tuberculosis death and, 
48i—Drugs: advertisements of, in 
stamp books, 1354; dangerous, 
from Ireland, 1410; for insured 
persons, 360 ; sale of patent medi- 
cines, 1013, 1073, 1238, 1239, 1292, 
1411, 1412, 1467 


-Ex-Service men, disabled, 360, 1184 


Flogging, abolition of, 732, 7841— 
Football players, gland extract and, 
1072— Fracture clinics, 1014, 1072 

General Medical Council, 359, 848 

Hospitals: charitable collections and, 


359, 1123, 1410; Chinese mission 


hospital bombed, 668; finances of, 
1293; fracture clinics and, 1914, 
1072 ; and, 484, 698; 


maternity services and, 484, 785; 
national emergency and, 359, 360, 
419, 483, 542, 544, 608, 668, 731, 
787, 899, 956, 1013, 1072, 1124, 1291, 
1292, 1411, 1464; Nottingham hos- 
pital inquiry, 668; rating relief for, 
359; Tyneside, 360; Welsh, anti- 
tuberculosiy scheme and, 784, 1184, 


Radium : 


School-children : 
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1411—Housing: in Africa, 1408; 
in Wales, 734, 784, 785, 848, 1184; 
removal from insanitary premises, 
485; rural, 668; slum-clearance, 
1123, 1411 


India, primitive tribes in, spirits and, 


1354—Industrial medicine : anthrax, 
foreign hides and, 1467; dust in 
cardrooms, 1239, 1412; factory 
inspectorate, 1072 ; factory lighting 
standards, 545; holidays with pay, 
1354; miners, health and safety of, 
359, 360, 485, 735, 785, 1014, 1124, 
1184, 1355; silicosis, 360, 485, 735, 
1014, 1124, 1184, 1355; workmen’s 
compensation, 418, 485—Insurance, 
National Health: dependants of 
insured workers, 484, 543; doctors’ 
surgeries, 1293; drugs, supply of 
360 ; extension of, 542, dental and 
ophthalmic treatment and, 734; 
juvenile contributors, 610; public- 
assistance and, 787; wages and, 


8 
‘Local authorities: liability of, 1121; 
Local Government Superannuation 
_ 849; London Government Bill, 


Malaria research, 901—Measles conva- 


lescent serum, deaths folowing, 851— 

.O.H.’s and private practice, 610 
—Mental defectives: farm work 
and, 1239; in Kent, 419; medical 
certification of, 1124—Midwifery : 
in Scotland, 360, 610, 785 ; midwives 
and motor licence duty, 1122— 
Milk: attested herds, 360, inocula- 
tion against abortion and, 1123; 
bacteriological analysis of, 1355; 
for mothers and children, 485, 848, 
850; for school-children, 786, 787, 
850, 900, 1014; legislation, 301, 
1073; pasteurisation of, 666, 667, 
786; undesignated, bacteria content 
of, 851—Motoring: accidents, 543, 
1122 ; cases, medical-evidence and, 
1412; midwives and motor licence 
duty, 1122.; noise and, 1466 


Naturalised aliens, health certificates 


for, 360—Navy :- health of, 1410 ; 
medical and dental officers, 667 ; 
men invalided out of, 610—Noise, 
motor vehicles and, 1466—Nurses: 
examination tests for, 734; foreign, 
544, 1014; in Scottish maternity 
homes, 610 ; national emergency and, 
359, 609, 899, 957, 1012, 1124, 1184, 
1464, 1466; probationer, examina- 
tion fees and, 1072 ; shortage of, 957, 
1009—Nutrition : canned food, dat- 
ing of, 1072; cost of living inquiry, 
419; in colonies, 667, 1408, 1409; in 
Fernando Po, 419; in Wales, 784, 
785, 848; of school-children, 544, 
733; provision of milk and meals, 
485, 666, 786, 787, 848, 850, 900, 
1014, 1411.; public health and, 786, 
848, 1071; storage of food, 1183; 
unemployment and, 483, 1353 

On the floor of the House, 542, 607, 
666, 731, 784, 848, 899, 956, 1009, 
1071, 1120, 1180, 1237, 1291, 1353, 
1208, 1463—Opticians in R.A.M.C., 
9 


Peckham health centre, 1239—Pen- 
sions: cost of, 542, 609; for 
spinsters, 1071—Poisons Act, tooth- 


paste and, 1124—Port health author- 
ities: 420, 668, 787; coöperation 
between, 1466; medical inspection 
at Croydon airport, 485—Prisoners : 
corporal punishment of, 1014; cost 
of maintenance of, 610; discharged, 
aftercare of, 735; in Scotland, con- 
dition of police cells and, 900; in 
Scotland, diet of, 1184—Psittacosis, 
African parrots and, 669—Public 
assistance: cost of, 358, 542 ; health 
insurance benefits and, 787 ' 

in cancer, 417, 667, 732 ; 
in Cornwall, 545; Radium Trust 
and Commission Charter, 301— 
Refugees : nurse, 544, 1014; 
Spanish, in France, 545—Rheuma- 
tism: campaign against, 360; in 
mineworkers, 1124; in school-chil- 
dren, 1467—Road accidents, 1122, 
alcohol and, 543—Royal Air Force : 
apprentices, medical examination of, 
418; men invalided out of, 669 

evacuation of, 419, 
484, 543, 544, 787, 849, 957, 1009, 
1120, 1122, 1183, 1291, 1463; mental 


deficiency certification, 1124; milk 
and meals for, 666, 786, 787 
850, 900, 1014, 1411; nutritional 


standards of, 544, 733; rheumatism 
in, 1467—Scotland: coal refuse, 
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667; medical referees, 485; mid- 
wifery, 360, 610, 785; police cells, 
sanitation in, 900 ; prisoners, diet of, 
1184;  school-children, milk and 
meals for, 900; Scottish Board of 
Control, 850—Ships: conditions in, 
420, 787; defective, statistics of, 
668; Lascar seamen, health of, 
1354; medical supplies on, 733— 
Silicosis, 360, 485, 735, 1014, 1124, 
1184, 1355—Social services, 542— 
Strychnine, supplies of, to farmers, 
419—Students, conscription and, 
1120, 1181, 1183, 1293, 1354, 1412, 


14 

Thetis disaster, 1408—-Tuberculosis: 
in Cyprus, 1238; in Wales, 734, 
735, 784, 785, 848, 901, 1184, 1238, 
14113 sanatorium waiting-list, 1467 


Prt te at Nottingham, 1124, 
183 
Unemployment: health and, 483, 


1353; reconditioning centres, 360 ; 
Unemployment Assistance Board, 
1353, medical needs and, 1466— 
University education, war-time, 484 

Vaccination : army recruits and, 1124 ; 
civil servants and, 735; deaths, 851, 
1014; exemptions, magistrates and, 
$50—Veterinary: education, 359; 
service, colonial, 484; service, in 
Wales, 1239—Voluntary-aid detach- 
ments, 1184 

Wales: tuberculosis in, 734, 735, 784, 
785, 848, 901, 1184, 1238, 1411; 
veterinary service in, 1239— 
Water-supplies: gulls and, 1123; 
in evacuation areas, 544, 787, 849, 
957, 1009, 1463 ; protection of, 359 ; 
rural, 1411; Ullswater, pollution of, 
1239—Whooping-cough experiments 
in Germany, 544—Workmen’s com- 
pensation : 418; medical referees in 
Scotland, 485; statistics, 485 


Parsons, F. B., thyroidectomy in thyro- 
toxic myopathy, 1379 : 
Parsons, F. G., on history of St. Thomas’s 
Hospital (A) 520 

Parsons, L. D., on mammalian tumour 
filtrate (LA) 33 

Parsons, L. G., fibrocystic disease of bone 
(C) 479 

Farti 0gs, G. T., on tuberculous joints, 


Pasteurisation, see Milk 

Patella, fracture of (M. M. Mehriz) 91, 
(G. O. Tippett) (C) 182 

Paternity—gestation period, legitimacy 
and (ML) 593; sterility test and (ML) 
891; see also Blood -tests 

sheet ae D. R., death of, 1221, (O) 


Paterson, J. E., on head injury, 573 

Paterson, R., on cancer, 1384 

Paterson, R. S. (O) 902 

Pathology -congredi of, 241; Dental 
Surgery and Pathology (J. F. Colyer 
and E. Sprawson) (R) 1213; Practical 
Pathology (J. er and J. Davidson) 
(R) 214; research in, 961; Surgical 
Pathology (W. Boyd) (R) 96; see also 
Histology and Morphology 

Patients, see Hospitals and Practitioners 

Per teron S. W., high and low enemas, 


Payne, R 
sodium, 816 

Peace—appeal for, by Balkan doctors 

' (M. T. Day) (C) 6063 see also Medical 
eace Campaign and War 

Toar R., Natural History of Population, 

Pearson, E. S., Karl Pearson (A) 280 

Pearson, S. V., on London’s overgrowth, 


1191 

Peckham health centre, 496 

Pectin, see Diarrhea 

Pedersen-Bjergaard, K., on assay of sex 
hormones (LA) 1446 

Pellagra—in Rumania, 1226; nicotinic 
acid in, 92, 170, 592, 1260, 1368 

Pelvimetry, see Childbirth 

Pelvis—air-raid wounds of, 469; see 
also Childbirth, Fractures, and Preg- 
nancy > 

Penrose, L. S., nerve tumours and 
phenylketonuria, 572; on mental 
disease and crime (A) 886; on national 
intelligence, 163 . 

Pensions—cost of (PI) 542, 609, declining 
birth-rate and (PCP) 596; for French 
doctors, 714; for spinsters (LA) 
1445; in Rumania, 842 

Pentothal, see Anesthesia 

People’s League of Health—1188; safe 
milk, 548, (LA) 581 
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Peptic ulcer—877 ; aluminium hydroxide 


in (T. I. Bennett and A. M. Gill) 500; 
cancer and, 553; — hypochlorenia, 
gastric secretion and (B. M. Nicd 


and A. Lyall) 144; 
Kelly) 1; 
Stomach 
Percaine, see Anzesthesia 
Perdrau, J. R., death of, 1273, (0) 1351 
Pereira, Sir C., medical unit in Spain 
(C) 298 
Periarteritis nodosa (A) 833 
Pericarditis—constrictive, surgery o 
(J. B. Hunter and T. East) 255; sup 
purative (A) 1390, pulmonary emils- 
lectomy and, 1037 
Perineum, see Midwifery 
Peritonitis—primary, in children (Lå) 
1330, chemotherapy of (H. S. Banky 
983, (LA) 1330; tuberculous, helio- 
therapy in, 799; see also Ascitic 
Personality, see Psychology 
Peters, R. A., on vitamin-B complex, 2 
Peterson, J. M., miners’ dyspnea, 147 
Peterson, J. N., miners’ dyspnea, 147 
air A. A. W., on mental murine, 
5 
Pharmaceutical Society of Great Britain 
1075, 1357 ; hormones, recent work oa, 
67, 127 
Pharmacology—Concise Pharmacology 
(F. G. Hobart and G. Melton) (R) 3%; 
Essentials of Materia Medica, Pharma- 
cology and Therapeutics (R. H. Micks) 
(R) 95; Poulsson’s Text-book of 
Pharmacology and Therapeutics (š. 
Alstead) (R) 28; see also Dmg, 
Therapeutics, and 
Pharmacopceia— League of Nations 
pharmacopeial commission, 1336; 
Russian, 1470 
Pharmacy, see Drugs 
Phenylketonuria, nerve 
(L. S. Penrose) 572 
Philip, Lady, death of, 464 
Philip, Sir R. (0) 299 
Philosophy, see Psychology 
Phonocardiography, see Heart 
Phosphorus, see Nutrition 
Photography, centenary of, 120 
Physical education—exercise, kidneysatd 
(A) 939, 1022 ; Exercises in the Bath 
(T. R. Togna) 967: gymball exercise, 
1362: holiday courses, 738; i 
Australia, 227, 777; in mental dis 
order, 1267; medical curriculum and 
(A) 942 ; national, 795, 1075 ; oarsmel, 
life-expectation of (LA) 33; reseath 
on, 525; see also Massage 
Physiology— Dental Anatomy and Physio 
logy (T. W. Widdowson) (R) 1; 
of neryous system, psychology and, 
1044, 1192; Physiology of Ane 
thesia (H. K. Beecher) (R) 1335 
Physiology of Nervous System (J. F. 
Fulton) (R) 214; Schafer’s Exper: 
mental Physiology (W. A. Bain) (R) 
28; Synopsis of Physiology (A. R. 
Short and C. L. G. Pratt) (R) 33! 
Textbook of Physiology (W. D 
Zoethout) (R) 29 ; see also Chemistty 
Pickard, R., on neuromyelitis optica, 3° 
Picken, R. M. F., on safe milk, 407 
Pickles, W. N., epidemic jaundice, 8%: _ 
Epidemiology in Country Pracie 
(R) 1326 l 
Pilcher, R., fatal pulmonary embolism, 
1257, (LA) 1271: postoperative throm 
bosis and embolism, 752 : 
Pilkington, F., mental nursing (C) 73 
Pituitary gland—anorexia nervosa and, | 
268, 269, (A) 279; diabetogenic action 
of, 526: lactation and (A) 101, 86: 
new hormone of, metabolism and (4) 
997; Pituitary Gland (W. Timme 
A.M. Frantz, and C. C. Hare) (R) 3%: 
postpartum necrosis of (H. L. Sheeba 
and R. Murdoch) 818; tumonrs 6 
deep X-ray therapy for, 698; sé als) 
Cushing’s syndrome, Hormones, 44 
Sex hormones s 
Placenta—as ductless gland (A) 585, BS 
previa, 576; premature separation 0 
(A) 770: toxæmia and (A) 156, (LA) 
1272, (R. H. Paramore) (0) Bt: 
see also Blood-transfusion aye 
ey chemotherapy of (H. Sehiv 


recurrent (R. E. 
see also Heemorrhage and 


tumotrs and 


Plants—genetics of, human welfare ani 
(R. R. Gates) 1472, (A) 1451; Plazi 
Biology (H. Godwin) (R) 1159: ¥ 
also Agriculture 7 

Plasma, see Blood and Blood-transfuse 

Plaster, see Fractures 

Plastic surgery, see Surgery E 

Platt, H., on congenital dislocation ° 
hip, 393; on orthopædic scht 
(LA) 337 


 Poliomyelitis—artificial 


Supplement to THE LANCET] 


Plimmer, R. H. A., Organic and Bio- 

chemistry (R) 96 
Pneumococcal! infections—chemotherapy 
-of (P. Hanssen) (C) 61, (T. F. Anderson 
and R. - Dowdeswell) 252, (A. L. 
Agranat, A. O. Dreosti, and D. Ordman) 
309, 380, (LA) 335, 431, (T. Anderson) 
(C) 478, 594, (LA) 703, (D. McAlpine 
and G. C. ear 
(R. C. 


(LA) 1107, . W. Ross) 1207, 1222, 
>. Gibson) (C) 1290, 1396, (J. D. 
Aitchison) 1436, (J. H. Dowds) 1436, 
(H. Dunlop and J. Laurie) 1437, 
1441, (J. W. Crofton) (C) 1460, vac- 
cines and (I. H. Maclean, K. B. Rogers, 
and A. Fleming) 562, (F. C. Eve) (C) 
727; primary peritonitis and (LA) 
1330 ; see also— 

Pneumonia—(R. Cruickshank) 1222 ; arti- 
ficial antigens and (LA) 399; blood in, 
specific gravity of (J. J. Elphinstone 
and E. M. Ward) 1097, (A) 1112; 
herpes and (LA) 647, (E. Goodall) 
(C) 906, . A. Montgomery) 1041; 
in Africa (PI) 1409; in Eskimos, 245 ; 
infantile diarrhoea and, 969; in 
Sweden, treatment of, 1396; iron 
lung or oxygen-tent for (U. Blackwell) 
(C) 61; Pneumonias (H. A. Reimann) 
(R), 1444; radiography of, 451; 
statistics, 176, 233, 294, 475; see also 
e Pneumococcal infections, 
an — 

Pneumonitis, suppurative, lung abscess 
aud (A. Garland and F. R. Berridge) 

Pneumothorax—spontaneous, tuberculous 
empyema and (L. Roberts) 134, (C) 414, 
(M. H. Pappworth) (C) 356; see also 
Thoracic and Tuberculosis 

Poisoning—aspirin (A) 1278, (C) 1349; 
lead (S. L. Tompsett and A. B. Ander- 
son) 559, 711, nipple-shields and (A) 
462 ; mercury (J. Barnes) 89; nitrous- 
fume (A) 1449; tri-ortho-cresyl. phos- 
phate (A) 401; see also Legal medicine 

Poisons Rules amendments (LA) 155 

respiration in 

. A. Kerr) 24, 211, 453, 552, (U. 

Blackwell) 1430 ; incidence and spread 

of, 51, 176, (LA) 217,270 ; in Eskimos, 

245; in schools, 51, 270; in Sweden, 

1021: paralysis of masticatory muscles 

and (O. Sittig and J. Urban) 865 
Pollens, B., Sex Criminal, 1082 
Polycythemia (A) 771 


` Polyneuritis, see Nervous system and 


SS oi 


el a . 


Neuritis 
Popliteal aneurysms (C. Flemming) 322, 
ak (C) 478, (D. Robb) (C) 


Population, see Contraception and Vital 
statistics 

Porter, C., retirement of, 662 

Portmann, G., and Viole, P., Treatise on 
Surgical Technique of Otorhinolaryn- 
gology (R) 1326 

Postgraduate courses: Dublin, 671; 
Edinburgh, 961; for insurance prac- 
titioners, 737; French, 226; German, 
241, 1127, 1331 ; in tuberculosis, 1017 ; 
Italian, 405; Zürich, 1016 

Poston, H., compound fractures of long 
bones, 1201 

Postoperative—cases, tilting bed for, 
568, 570; circulatory failure (A) 404 ; 
hremorrhage, jaundice and (A) 220, 
1031, (LA) 1050; pulmonary compli- 
cations (A) 1110: thrombosis and 
embolism (A) 402, prophylaxis of, 
1345, ephedrine, atropine and (R. 
Pilcher) 752 ; see also Embolism and 
Operative infections 

Postpartum, see Childbirth and Puerperal 
infection 

Posture—foot-strain, orthopedics, and 
(W. A. Cochrane) (C) 58, 352, (L. D. 
Bailey) (C) 238, (T. Marlin) (C) 415; 
in thoracic surgery (A) 461; tiltable 
bed (F. C. Eve) 568, (J. R. Blackburne) 
570; see also Artificial respiration, 
Back, and Muscle 

Potassium—familial periodic paralysis 
and (A) 522 ; insulin shock therapy and 
(J. L. Clegg) 871; see also Electro- 
cardiography 

Poulsson’s Text-book of Pharmacology 
and Therapeutics (S. Alstead) (R) 


28 
: Poulton, E. P., case of epilepsy (C) 128 ; 


sterilisation of sodium-bicarbonate solu- 
tion (C) 605; X-ray therapy for toxic 
goitre (C) 235; and Campbell, A., 
iki and Carbon Dioxide Therapy 
( Z 
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Poverty, see Social 

Power, Sir D’Arcy, British Medical 
Societies (A) 885 

Poynton, F. J., “ between friends ” (C) 


Practice, medica]—Dietetics in General 
Practice (L. Cole) (R) 334 ; Epidemio- 
logy in Country Practice (W. N. 
Pickles) (R) 1326; psychotherapy in 
(A) 707; Treatment by Manipulation 
in General and Consulting Practice 
(A. G. T. Fisher) (R) 826; Treatment 
in General Practice (R) 1327; see also 
Medicine: Panel and Contract Practice, 
an —-. 

Practitioners—annual report of Danish 
practitioner, 430; as scientists (Lord 
Stamp) 1337, (A. W. Sheen) (C) 1403; 
called to bar, 303; dentists and 
coöperation between (L. G. Robinson} 
964, (LA) 937, (L. Cole) (C) 1005, 
1234; Doctors in Shirt Sleeves 
(Sir H. Bashford) (R) 1047; “ ear- 
marking ’’ of (A) 464; infectious (C) 
1345; in France, 170, 714, 778; in 
Ireland, Army Medical Service and, 
57, 1397, 1456; Physicians’ Fare (C. 
Learoyd) 1417; single, advertisements 

B. H. Kirman) (C) 1126; war and, 


(PI) 608, 654, 655, (A) 650 
956, 999, 1069, (A) 1221, 
1464; war prevention and, 538, 1127, 
Balkan doctors’ peace appeal and 
(M. T. Day) (C) 606; see also Educa- 
tion, medical, Health services, Jews, 
Legal medicine, and Secrecy, profes- 
sional 

Pratt, C. L. G., iron lung (C) 237 ; Oxford 
inflator, 206; and Short, A. R., 
Synopsis of Physiology (R) 334 

Pregnancy—at five years of age, 1362 ; 
bilateral extra-uterine (E. M. Sewell) 
1325; care of, 491; circulation and 
(A) 275; duration of (ML) 593, (A) 
1220; heart disease and, 878; hydatidi- 
form mole and, 283, (M. Boycott and 
J. M. Smiles) 1428, chorionepithelioma 
and, 283; incapacity certificates and 
(PCP) 351: neurological complica- 
tions of, 209; pelvis in (A) 1332; 
Ppyelitis of, chemotherapy of, 867; 
syphilis and, arsenical treatment of 
(A) 1166; toxsemias of, placenta and 
(A) 156, (LA) 1272, (R. H. Paramore) 
(C) 1348; vitamin E and, 698, (A) 
998; xenopus test for, 453; see also 
Abortion, Childbirth, Foetus, Œstrin, 
and Sex hormones 

Prematurity, sign of (A) 588 

Prentice, J., apinal leptomeningioma, 


8 

Prescribing—costly (LA) 829; see also 
Panel and Contract Practice and 
Pharmacology 

Press—mental hygiene and, 166; 
also Journals, medical 

Preventive medicine—dentistry and, 964, 
(LA) 937, 1005, 1063, 1234, 1288; 
midwifery and (A) 1110; research, 
health education and, 525, (LA) 517, 
1063, (LA) 1161; see also Health 


education and Public health 
a B. O. C., ether in gall-stones, 


1311 

Price, G. B. (O) 670 ; 

Price, N. L., gout following salyrgan 
diuresis, 22, (A) 35 

Prisons—discharged prisoners, aftercare 
of (PI) 735: Scottish, conditions in 
(PI) 900, 1184; see also Crime 

Progesterone, see Sex hormones 

Prolactin, see Lactation 

Prosser, E. M., Manual of Massage and 
Movements, 968 

Prostatic—operations, hæmorrhage and 
(A) 772, 833; see also Sex hormones 
and Urinary 

Protein—amino-acids, inter-related (A) 
1165; amino-acids of cancer cell, 1080, 
(LA) 1049, 1126, (A) 1166; Chemistry 
of Amino-acids and Proteins (C. L. A. 
Schmidt) (R)29; Chemistry of Proteins 
(D. J. Lloyd and A. Shore) (R) 936 ; 
restriction of, in hypertension (I. 
Harris) (C) 118 

ll, W., on economy in health insurance 

(LA) 829 

Pseudomethrwmoglobin (A) 157, 453 

Pel ACDRIS: fulmar petrels and (A) 708, 
7 

Psychiatry—at Guy’s Hospital (A) 996 ; 
in Spain, 68 ; psychology and (A) 102 ; 
Psychopathic States (D. K. Henderson) 
(A) 654; schizophrenia and (A) 887, 
(Analysis of Parergasia) (G. C. Terry 


8ee 
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and T. A. C. Rennie) (R) 1046; 
also Crime, Mental disorder, and— 
Psychology—asthma and (A) 156; Clini- 
cal Studies in Psychopathology (H. V. 
Dicks) (R) 1443; drug-addiction and, 
1156; escape, 740, 990, (A) 1221; 
Factorial Analysis of Human Ability 
(G. Thomson) (A) 832; fear (E. Mira) 
1395, (C) 1462; Human Problem in 
Schools (M. Milner) 551; intellect, 
function of (W. Trotter) 1419; intelli- 
gence, national, 163; lectures, 479; 
mental hygiene conferences, 163, (LA) 
154, (A) 278, 352, 736, 1470; Nature 
of Creative Activity (V. Léwenfeld) 
(A) 1449; neurophysiology and, 1044, 
(Psyche and the Physiologists) (E. G. D. 
Drury) 1192 ; of love (Uber die Liebe) 
(H. von Hattingberg) (R) 1047, (Five 
Phases of Love) (E. S. Chesser) 1361 ; 
Personal Aggressiveness and War 
(E. F. M. Durbin and J. Bowlby) (R) 
1385; Personality Development and 
Social Control (I. S. Wile) (R) 826; 
Play Therapy in Childhood (C. H. 
Rogerson) 1418 ; press, mental health 
and, 166; psychiatry and (A) 102; 
psycho-analysis in Norway, restrictions 
on, 1173; psycho-analysis, twenty-five 
years of (LA) 649; psychosomatic 
medicine, journal of (A) 1113; psycho- 
therapists, lay, 163, (LA) 154, (A. 


see 


Harling) (C) 235, (C. Allen) (C) 1005, ` 


(H. Weber) (C) 1125, (A. M. Spencer) 
(C) 1346; psychotherapy in general 
practice (A) 707; public speaking, 
self-consciousness and (E. N. Snowden) 
124, (Sir F. Fremantle) (C) 236, (C. 
pane on) (C) 355; rheumatism and, 
Behaviour (P. A. Sorokin and C $ 
Berger) 1301 ; tuberculosis and (P. A. 
Galpin) (C) 1068; war, mental effects 
of (M. Wright) 189, (W. A. Troup) 
(C) 297, 496, (E. Mira) 1395, psycho- 
logist and (LA) 1163, (Sir A. Hurst) 
(C) 1232, (W. Brown) (C) 1288; see 
also Crime, Emotions, Mental disorder, 
Nervous disorder, and Psychiatry 

Psychoses, see Mental disorder 

Psychotherapy, see Mental disorder and 
Psychology 

Puberty, see Menstruation | 

Public assistance—cost of (PI) 358, 542 ; 
dietary in casual. wards, 663; health 
insurance and (PI) 787 

Public health—Aids to Public Health 
L. Roberts) (R) 1047; control of 
isease (A) 1167; in Iceland (A) 1333 ; 
Practical Microbiology and blic 
Health (W. B. Sharp) (R) 398; Synop- 
sis of ene (Sir W. Jameson and 
G. S. Parkinson) (R) 764; Syphilis, 
Gonorrhcea and Public Health (N. A. 
Nelson and G. L. Crain) Aa) 455; 
Treatise on Hygiene and Pub 
(B. N. Ghosh) (R) 152; United States 
public-health services, health inquiries 
and (A) 1450; see also Health services, 
prevenuve medicine, Vital statistics, 
and— 


PUBLIO HEALTH.—Casual wards, diet in, 
663 — Diphtheria outbreak, 1462 — 
Emergency, national: ambulances, 
788, stretcher-carrying fitments for, 
898; blood-transfusion service, 1177 ; 
evacuation plans, 121, 788, 1064; 
first-aid posts, 788, 898, 1064—Eyes, 
industrial protection of, 722— Health 
services : domiciliary service for infants, 
844; in Ireland, 844; in Scotland 
1177; L.C.C., 1064; national medical 
service, 1404 ; regional medical] officers, 
897; Woolwich health centre, 234— 
Hospitals : hospital school, 234 ; L.C.C., 
788, 1064, whole-time consultants at, 
663; voluntary, municipal aid for, 
722—Influenza and pneumonia, 176, 
233, 294, 475—Ireland, public health 
in, 844—London County Council: 
hospital school, 234; hospitals, 788, 
1064, whole-time consultants at, 663 ; 
medical services, 1064; mental-health 
services, 662; nursery school, 607 ; 
part-time medical work for, 788; 
schools, continuous towel cabinets in, 
474—-Militiamen with infections, 1462— 
Milk: for mothers and children, 346 ; 
safe, 548—Poliomyelitis: at public 
school, 51; incidence of, 176—Porter, 
C., retirement of, 662—Puerperal 
pyrexia, notification of, 722—Schools: 
continuous towel cabinets in, 474; 
hospital school, 234; milk and meals 
in, 346; nursery school, 607; public 
school, poliomyelitis at, 51—Scotland, 


Time-Budgets of foo 


» 


ic Health» 
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a ed ra SS a iene 
on psychotherapy in Rheumatism—British Red Cross Society’: 


health of, in 1938, 1177—Supple- 
mentary feeding, 346—Typhoid fever: 
anglers and, 898; at Nottingham, 
607, 788—United States, infectious 
diseases in, 663—Vital statistics, 50, 
233—Water-supplies; law of, 960; 
London, 177, 474 


Public-house, alterations in (ML) 345 
Puerperal infection—air-borne (R. Cruick-. 
shank and G. E. Godber) 741 ; chemo- 


therapy of (E. D. Hoare) 76, ©) 238, 
(R. Lightwood) (C) 182, (A) 460, 491, 
593; notification of, 722; strepto- 


cocci and, 452 ; tetanus and (LA) 582, 
(P. Fildes and J. McIntosh) (C) 664, 
(R. Cruickshank) (C) 726, (LA) 881, 
1006: see also Childbirth, Maternal 
mortality, and Urinary 

Pulmonary, see Embolism and Lung 

Pulvertaft, R. J. V., atmospheric sterilisa- 
tion by aerosols, 443, (LA) 457, 1215 

Punishment, see Crime 

Purgatives, see Intestine 

Purpura, see Thrombocytopenic purpura 

Pyelitis, see Urinary 

Pyes Surgical Handicraft (H. Bailey) 

Pyke, M., excretion of aneurin (C) 415, 


Pylorus, see Stomach 
; a ig see Heat therapy and Tempera- 
ure 


Q 


ee Queen Charlotte’s Textbook of Obstetrics 
(R) 272 


Quinine, see Malaria and Muscle 


\ R 


Rabies, pork and, 111 
Radiography—equipment for, brochure 
on, 488; in obstetrics (A) 36; kymo- 
graphy of heart (F. G. Wood) 249, 368, 
(A) 885; mass, miniature radio- 
‘ graphy and (A) 653, (B. A. Dormer and 
K. G. Collender) 1309, (LA) 1330; 
Outline of Roentgen Diagnosis oe G. 
Rigler) (R) 645 ; Positioning in dio- 
graphy (K: C. Clark) (R) 516; radio- 
grams, access to (ML) 593 ; uroselectan, 


thrombosis and (ML) 285; see also 
Bronchography, Intracranial, Radio- 
logy, and— 


. Radiography of—acute respiratory dis- 
eases, 450; bone disease, 1384; duo- 
denum (Le duodénum) (P. Cottenot, 
M. Lévy, and E. Chérigié) (R) 826; 
foreign bodies (A) 651 ; intestine (LA) 
1446 ; pneumonitis and lung abscess, 
375; tuberculosis, 450, 658, 1016, 

1232, mass radiography and 

re (LA) 1330 ; war injuries, 


in, 1357; 
(0) 
ook 


O (PI) 417, 454, 491 
i (PI 677, (PI) 732, (LA) 703, 


of 
myeloid leukæemia (M 
317: of uterine hæmorrhage, 332, 931 ; 
of warts, damages action and, 1227 ; 
wave-length and (A) 280; see also 
Radiology, X rays, and— 

Radiuin— forceps for insertion of, into 
cervix (R. . Morrison) (NI) 1048; 
in Cornwall (PI) 545; radon-seed 
jntroducer (E. S. Lee) (NI) 1106; 
storage of, in war-time (G. F. Stebbing) 
(C) 847; treatment and research in 
Manchester, 114; see also Radiology 
and Radiotherapy 

Radius, see Fractures 

Raman, P. S., pneumococcal meningitis, 
1101, (LA) 1107 

Ramsay Hunt syndrome (C. P. G. 
Wakeley and J. H. Mulvany) 746, 1435 

Rash, see Skin 

Raspall, J. T., 
fractures (C) 847 


closed treatment of 
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Raven, M. O. 
general practice (A) 707; pernicious 
ansemia (C) 905 : 

Raven, R. W., duodenojejunal diverticula, 


Rawdon-Smith, A. F., Theories of Sensa- 
tion (R) 28 

Rayner, H. H., on cancer of breast, 1045 

Rea, L., on curved retrobulbar needle, 988 

Rectum—cancer of, abdominal resection 
for (E. G. Muir) 1094; diathermy 
sigmoidoscope (S. O. Aylett) (NI) 934; 
intraperitoneal rupture of (T. A. 
James) 326; prolapse of Ga 1220 
appliance for (G. F. G. Ba chelor) 
(NI) 1212; ulceration of, uterine 
cancer treatment and (A) 587; see also 
Colon, Enemata, Heemorrhoids, and 
Intestine 


Rees, J. R., on mental hygiene and 
press, 166 
ye P., on recreational therapy, 


1 , 
Refugees—information about (A) 588; 
problem of (Refugee Problem) (Sir 
Hope Simpson) (LA) 274, 614, 
academic refugees and, 280, 3, 
(A) 342, (LA) 274, (G. 


nurses, 183, ) 5443 
France (Sir A. Stanley 
Ebbisham) (C) 541, (C) 541, (PI) 545, 
611, 796, 1001, 1297, infectious diseases 
and, 60; unregistered foreign 
specialists (E. Sutherland-Rawlings) 
(C) 1461; see also China 

Re strar-General, see Vital statistics 

Rehabilitation—economy in health insur- 
ance and (LA) 829; institute of, in 
France, 1227: of injured workman 
(D. Stewart) 129; of tuberculous (LA) 
31, (A) 831; see also Industrial medi- 
cine and Orthopeedics 


Reid, R. (O) 64 
ae H. A., The Pneumonias (R) 


Reitmann, F., cardiazol in schizophrenia, 
439, (LA) 457 

Relaxation in Everyday Life E J. 
Boome and M. A. Richardson) (R) 456 

Relton, B. (O) 903 | 

Renal—function, gastro-intestinal heemor- 
rhage and (D. A. K. Black) 323, (A) 339, 
brain lesions and (E. N. Allott) 1035, 
(F. Murgatroyd) (C) 1125, diabetic 
coma and (A) 1054; cedema, sulphon- 
amide in (A. W. D. Leishmann) 207, 
(I. A. Sayed) (C) 665 ; see also Kidney, 
Nephritis, and Urinary 

Hennes A. T., M. & B. 693 in malaria, 


Rennie, T. A. C., and Terry, G. O., 
Analysis of Parergasia (R) 1046 

Renshaw, A., Addison’s disease, 392 

aay Cat eke on psychology and psychiatry 


REPORTS AND ANALYSES.—V.P. Amber 
Point British Sherry: V.P. Green 
Point Ginger Wine: V.P. Red Point 
Rich Ruby Wine: V.P. White 
Point White Sweet Wine (Vine Pro- 
ducts) 30 


Reproduction—seasonal changes in (A) 
338: sec also Sex, Sterility, and Vital 
statistics 

Research—cause and cure (L. S. Michaélis) 
856; discoveries, social implications of, 
1063, 1297; fellowships, 736, 1133; 
histology and (L. S. Michaélis) 186 ; in 
cancer, 856, 1133, 1415, State and (PI) 
667, 732, (LA) 703; in encephalitis 
1075; in Sweden, 1467 ; intellect and 
(W. Trotter) 1419 ; Lady Tata memorial 
grants and scholarships, 1413; patho- 
logical, 961; Statistical Methods for 
Research Workers (R. A. Fisher) (R) 
151: twin, 1382; Wilkie Surgical 
Research Laboratory, 526, 1117; see 
also Literature, medical, Medical Re- 
search Council, Science, and Statistics 

Research Defence Society, 1278 

Respiration—spontaneous hyperventila- 
tion (A) 222 ; see also Artificial respira- 
tion, Inhalation therapy, Lung, ‘and— 

Respiratory infections—colds, 245, 396; 
lymphocytic choriomeningitis and 


(F. O. MacCallum and G. M. Findlay) 


1370, 
450 ; 


(LA) 1388; radiography of, 
f see also Lung, Operative infec- 
tions, Streptococcal infections, and 
Throat l 


Resuscitation, see Artificial respiration, 
Circulation, and Inhalation therapy 
Reticulo-endotheliosis, see Dermatomyo- 


sitis 
Retina, see Eyes 


Rheumatism, juvenile 


66 
Rickets—A.T.10 in 


Riddell, W. J. 


Riley, I. 
Riley, W. A. 


Rio-Hortega, 


Roantree, W. B., 
Robb, D., 
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Charterhouse Rheuma- 
tism Clinic, 854, 1074; gold in, 213; 
Handbook of Vaccine Treatment of 
Chronic Rheumatic Diseases (H. W. 
Crowe) (R) 1158; local anesthesia in 

38: menopausal arthralgia (A) 
462; wmicro-organism and (L.A) 938; 
nail fixation of osteo-arthritic hip 
(B. H. Burns) 978, (Œ. T. Bailey ani 


clinic for, 737 ; 


H. J. Burrows) 980; osteo- itis, 
hypertension, obesity and, 18; 
physiological aspects of, 208; psycho- 
logical factors in, 802, 965 research 
in (L. S. Michaélis) 556 Rheumatism 
(H. W. Crowe) (R) 1158 ; Rheumatism 


(B. S. Nissé) (R) 992. ; 
of (Les rhumatismes, maladies social) 
(R.-J. Weissenbach and F. Françon) 
(R) 1327 ; streptococcal infection and, 
452 : venous blood in (V. Hetherington: 
(C) 783; see also Gout and— 

(J. A. Glover 
465, (PI) 1467 ; ansemia and (A) 133; 
chemotherapy of (A) 460, 465; micro- 


social problems 


organism and (LA) 938 ; streptococcal 
infection and, 452, 465 : tonsillectomy 
and (LA) 458; see also Erythers 


nodosum 


Ribs, displaced (W. A. Ball) 1102, (Sir ÈB. 


Stanton Woods) (C) 1179 
ice, T. B., Textbook of Bacteriolvey 
(R) 880 


Richardson, G. (O) 362 
Richardson, M. A., 


and Boome, E. J. 


Pelaration in Everyday Life R?) 
Riehen, E. W., on hydronephros;, 


(A) 709 5 


Vitamin D 


Rickettsia, staining of (A) 102 


J., medical foresight and 
on 


diseases, 987 


G., Outline 
Diagnosis (R) 645 

D., metabolic eczema, in idic 
pathic steatorrhea, 262 

h , and 
Medical Entomology (R) 646 

P. del, microglia, 1023 


of 


(LA) 1051 


Road accidents—798. (PI) 11223 alcub4 


and, 188, 215, (A) 278, 527, (PI) 543: 

in France, 779; in Ireland, 1035: 

see also Fractures, Medicine and te 

Law, and Motorists 

7 stricture of sma! 

intestine, 689 

aneurysm of popliteal artery 
(C) 1068 

Robert Rede lecture, 1063 

Roberts, J. E. H., purgatives (C) 478 

Roberts, Lawrence, tuberculous empyem. 

STIA- (C) 414 

Hobert, Llywelyn, Aids to Publie Heal? 
(R) 1047 


Robertson, E. M., estimation of lutea 
activity, 1324 

Robertson, J. D., anginal syndrome ari 
hypothyroidism, 682, (A) 10523 o 

oon ae nutrition, 429 
obinson, . G., doctor 4 ist, 
964, (LA) 937 Saa ceni 


Robson, K., fibrocytic disease of bor, 


Robson, W. D., on silicosis (LA) 882 
Rockefeller medical RY eed len 913 
Rocking stretcher, see Artificial respir 
tion 
TOPE EUO; E. H., on ureteric calc. 
í 
Poenigen, see Radiography 
ogers, K. B.M. & B. 693a unt 
cocci, 562 s'ana pne 
Rogerson, C. H., Play Therapy in Chil: 


_ hood, 1418 

Rohny, B., insulin anada cardiazol it 
schizophrenia, 1139 

Rolleston, Sir H., British Eneydopeés 


i ʻ Hodien Eractiag (R) 333 
tolleston, J. D., on folk-lore a icin. 
160. 1082 ore and medicir 
Rollier, A., on heliotherapy, 799 
Rosenthal, E., activation of malaria tf 
N vaccines (C) 1403 

oss, A. O. F., M. & B. 693 in granule 

venereum, 26 in ee : 


Ross, J. C., hemorrhoids. 90 


Rose, 7 ae (O) 547 

Oss ‘ . tolerance o à ons 
to M. & B. 693, 1207 ecm TON: 
Ross, af A., damages for nervous shot 


(C) 


see als | 


hereditary eè | 
Riddoch, G., on intraventricular tumour, | 
Rigler, L. Roentgen | 


Johannsen, O. 4, 
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Roux, G., Petite chirurgie et technique 
médicale courante (R) 334 

Rowing, see Oarsmen 

Royal Academy (A) 1053 l 

Royal Air Force—apprentices, medical 
examination of (PI) 418; medical 
aspects of flying, committee on, 672, 
(LA) 767; see also Air transport 

Royal Army Medical Corps, 1188 

Royal Australasian College of Physicians, 


111 
Royal Australasian College of Surgeons— 
Syme oration (A) 706 
Royal College of Obstetricians and 
yneecologists — appointments, 303; 
Blair-Be]) lecture, 103, 283; chorion- 
epithelioma, 285; diplomas, 795; 
elections, $07 s fellows, 671, 907; 
hydatidiform mole, 283 ; members, 303, 


907 
Royal College of Physicians of Edinburgh 
—appointment, 420; fellows, 420, 
1132: Frederick Price lecture, 961, 
(A) 1167; lectures, 1132; licences, 
362, 1074; pass list, 362 
Royal College of Physicians of London— 
appointment, 1074; Croonian lectures, 
1113; diplomas, 183, 302, 420, 671, 
853, 961, 1074, 1187, 1413; elections, 
302; 835, 853, 1074; fellows, 1056, 
1073; lectures, 362; licences, 302, 
1073; members, 302, 1073; presenta- 
tion to Dr. R. Hutchison (A) 461, 595; 
presidential election, 835, 853; safe 
milk, 406, (LA) 581; scholarships, 66 
Royal College of Surgeons in Ireland— 
dinner, 477 , 
Royal College of Surgeons of Edinburgh 
—diplomas, 1187; fellows, 1187; 
licences, 362, 1074; pass list, 362 
Royal College of Surgeons of England— 
appointments, 183, 671, 961, 1187, 
1413; Bradshaw lecture, 1; Cancer 
Bill, deputation on, 242; diplomas, 
183, 302, 420, 671, 853, 961, 1074, 
1187, 1413; elections, 671, 1187; 
fellows, 420, 961, 1187; fellowship 
examinations, 961, 1469; hospitals 
recognised, 183, 961, 1413; Hunterian 
festival, 424; Hunterian lectures, 66, 
677, 1296; Hunterian oration, 342, 
369; lectures and demonstrations, 547, 
1296; licences, 671, 1073; Lister 
lecture, 420, 716, 803; pass lists, 183, 
1469; prizes, 183, 671, 961, 1413; 
safe milk, 406, (LA) 581 
Royal Faculty of Physicians and Surgeons 
of Glasgow—fellows, 120, 671, 1075; 
licences, 362, 1074; pass list, 362 
Royal Institute of Public Health and 
Hygiene, 420, 1242, 1282 _ 

Royal Institution of Great Britain, 241 
Royal Medical Benevolent Fund (Sir T. 
Barlow) (C) 119, 907, 1062, (A) 1332 

Royal Microscopical Society, 121, 1132 

Royal Navy Medical Club, 611 

Royal Sanitary Institute, 120, 242, 671, 
1132, 1188, 1357, (A) 1447 

Royal Society—elections, 736, (A) 709, 
1167; exhibition (A) 1276; twin 
research, 1382 

Royal Society of Arts, 121, 368, 1075 

Royal Statistical Society, 421 

Rozin, S., uterine hemorrhage and 
pregneninonol, 504, (LA) 519 

Rudolf, G. de M., on chronic uncertified, 
143 


7 
Rumania—B.C.G. in (A) 524; 
Bucharest, correspondence from 
Ru nay; H. St. J., speech defects (C) 


5 
Tor oni M., present position of dentistry 
(C) 1288 , 
Russell, A., on starvation in Spain (A) 
160 
Russel, B., sex-incidence of cancer (C) 
1233, 1461 , , 
Russell, D. S., Histological Technique 
for Intracranial Tumours (R) 763 
Russell, J. I., on mental nursing, 533 
Russell, J. S. R., death of, 710, (O) 790 
Russell, W. R., on head injuries, 574; 
on neurological complications of preg- 
nancy, 2 C, 
Russell, Ww. T., on appendicitis (LA) 994 
Russia—lysozyme, work on, 963; Pavlov 
prize, 183; pharmacopeia, 1470; 
transfusion of stored blood, 1280; 
vital statistics, 363, 922, (A) 1392; 
women in, 710 ; 
Rytel, J. H., Aids to Forensic Medicine 
and Toxicology (R) 992 ; 
Ryle, J. A., clinical sense and clinical 
science, 1083; on anorexia nervosa 
(A) 279; on Medical Peace Campaign, 
538: on practitioners and prevention 
of war, 1127; on subjective phenomena 
of disease (LA) 1273 


see also 


Sacrococcygeal sinuses, primary suture 


of (A) 707 
Saegesser, M., Schilddrüse, Jod und 
Kropf: Klinische und experimentelle 


Untersuchungen (R) 1213 

Safe period, 128 ; 

St. John Clinic and Institute of Physical 
Medicine, 802, 907, 968 

St. Johnstone, Sir R., Who has a Dog ? 68 

Sakmann, M., Unemployment and Health 
Insurance in Great Britain (PCP) 291 

Saline, see Intravenous and Sodium 
chloride 

Saliva, uric acid in, 1226, 1476 

Salpingitis, B. cholere-suis and (R. 
Herring and W. F. Nicholson) 1154 ` 

Salt, see Sodium chloride 

Salter, Sir A., on nutrition, 1057 

Salyrgan, see Heart disease 

Samman, C. T. (O) 1237 

Sandford, A. W. (O) 1186 

pan aison, A., on escape into activities, 

Sanitation, see Infectious diseases and 
Public health 

Sarcoma, see Cancer 

Sargant, W. E. (O) 954 

Savage, Sir W., on safe milk, 407 . 

Saxt 5 blood-transfusion in 


in Spain (A) 223 

Sayed, I. A., prontosil in renal æœædema 
(C) 665 

Scabies, see Skin 

Scandinavia, see Denmark, Finland, and 
Sweden 

Scarlet fever—327, 452; chemotherapy 
of, 328, 879, 983, (LA) 1330; mik 
and (A) 1053; peritonitis and, chemo- 
therapy of (H. S. Banks) 983, (LA) 1330 ; 
Scarlet Fever (G. F. Dick and G. H. 
Dick) (R) 879; see also Streptococcal 
infections 

Schafer’s Experimental Physiology (W. A. 
Bain) (R) 28 

Schizophrenia, see Convulsion and insulin 
therapy, and Psychiatry 

Schlesinger, B., epilepsy (C) 61 

Schlesinger, E. R., on sulphanilamide 
eruption, 430 

Schlotter, H., Curtius, F., and Scholtz, 
E., Tabes Dorsalis (R) 516 

Schmidt, C. L. A., Chemistry of Amino- 
acids and Proteins (R) 29 

Scholarships for girls, Sprigge fund for 
(A) 1218, 1241 

Scholtz, E., Curtius, F., and Schlotter, H., 
Tabes Dorsalis (R) 516 

School-children—continuous towel cabi- 
nets for, 474; deaf, 1439; evacuation 
of, war-time, 121, (LA) 98, 517, 1064 
PI) 1292, 1463, Camps Bill and (PI) 
19, (A) 404, (PI) 543, 849, 957, 1009, 
1120, 1122, 1182; health of, Board of 
Education report on (LA) 32; L.C.C. 
health services and (LA) 704, 725; 
mental deficiency certification and 


607 ; 
poliomyelitis in, 51, 270: Problems 
in Modern Education (E. D. Laborde) 
1191; sight-saving (A) 939; Welsh 
tuberculosis and, 658, (LA) 648, (PI) 
785, 1411 ; see also School-children 

Schuster, N. H., oxalate or citrate for 
sedimentation test? 872 

Schütze, H., chemotherapy in plague 
infection, 266 

Science—Australian congress of, 111, 
777, 1350 ; British Association meeting, 
(A) 997, 1297: Dictionary of Scientific 
Terms (I. F. Henderson, W. D. Hender- 
son, and J. H. Kenneth) 1418; Official 
Year-Book of the Scientific and Learned 


Societies, 248; Science in ica 
(E. B. Worthington) (R) 880; Social 
Function of .Science (J. D. Bernal) 


(R) 701, (LA) 765: see also Clinical 


science and Research 


on, R. M 
Spain (A) 405, (C) 905; on war surgery . 


Scorpion bite, 472 
Scotland—cancer, advisory committee 
on, 363; Department of Health, 
annual report (PCP) 351, 596, 1056, 
1177, (PCP) 1350 ; maternity services 
in PD 785; national emergency and 
899, (A) 943, 1056, 1133, 1184; 
Police cells, sanitation of (PI) 900; 
prison diets in (PI) 1184; school- 
children in, milk and meals for (PI) 

900 ; see also— 


tion of, 1 o npu 
Infirmary, 169—Edinburgh University, 
surgical chair at, 407—Gastroscopy, 
1117—-Heart, metabolism of, 1396— 
Muscles, action of, 169—Royai Medical 
Society, 528—Sharpey Schafer lecture, 
1 396—Simpson Memorial Hospital, fare- 
well to, 598—University medical depart- 
ment, function of, -169—Wilkie, Sir D., 
bequests of, 1117 


Scott, J. B., first-aid posts (C) 1288 
Scott, W. C., on chronic uncertified, 


1438 
owen Association for Mental Hygiene, 


Sondder. 0: L., Treatment of Fractures 

Seager, K. G., placental blood-trans- 
fusion, 200, (C) 356 

Seamen, see Ships 

Seaside, see Climate 

Seaver, G., and Cantlie, N., Sir James 
Cantlie (A) 341 

Seborrhea, see Skin 

Secrecy, professional, abortion and (ML) 
345, 1360, (LA) 1387 

Sedimentation, see Blood 

Self-consciousness, see Psychology 

Sellors, T. on thoracic surgical 
implements, 247 

Sensation—Theories of Sensation (A. F. 
Rawdon-Smith) (R) 28; see also 
Nervous system 

Septiceemia, see Staphylococcal infections 
and Streptococcal infections 

Serology, see Bacteriology 

Service prizes, 1470 

Seventh nerve, see Herpes 

Sewage, see Water-supplies 

Sewell, E. M., bilateral extra-uterine 
pregnancy, 1325 

Sex—Attaining Manhood (G. W. Corner) 
676; intersexuality (A) 224; lectures: 
on, 303, 421 ; Sex Criminal (B. Pollens). 
1082 ; see also Psychology, Repro- 

duction, and— 

Sex hormones—androgens, administra- 
tion of (G. L. Foss) 502; androgens,. 
metabolism of, 948; assay of (LA) 
1446; chorionic gonadotrophin, 
standard for, 1117; hydatidiform 
mole and (M. Boycott and J. M. 
Smiles) 1428; pelvic relaxation and 
(A) 1332; placenta and (A) 585; 
pregnanedio] excretion, pregnancy diag- 
nosis and . M. Hain and E. M. 
Robertson) 1324; progesterone, adrenal 
and (A) 99, (A. Fischer and M. Engel) 
(C) 354; progesterone, pregneninonol, 
uterine heemorrhage and (B. Zondek 
and S. Rozin) 504, (LA) 519; prostate 
and (A) 159, (E. P. Sharpey-Schafer 
and R. Shackman) 1254, 1339 ; vitamin 

A) 998; xenopus preg- 

see also Hor- 

Œstrin, and 


F. R. (O) 1406 i 

Shaby, J. A., convulsion and insulin 
therapy (C) 782, 846 

Shackman, R., testosterone propionate, 


125 

Shapiro, H. L., and Hulse, F. S., Migra-- 
tion and Environment, 1418 

Sharp, W. . Practical Microbiology 
and Public Health (R) 398 

Sharpey-Schafer, E. P., 
propionate, 1254 

Shattock. C. E., diverticula of duodeno- 
jejunal flexure (C) 355 

Sheehan, H. L., on neurological complica- 
tions of pregnancy, 209; postpartum 
necrosis of pituitary, 818 

Sheehan, J. E., Manual of Reparative 
Plastic Surgery (R) 215 bas 

Sheen, A. W., practitioner as scientist 
(C) 1403 , 

Sheldon, J. H., dermatomyositis, 82, 

` (LA) 98; on anorexia nervosa (A) 279 


testosterone 
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Snipa Copa tions tt (PI) 420, 787, (A) 1391 

Shirlaw, ‘ casualty organisation 
in air-raids, 835, (A) 650" (C) 1289 
Shock—air-raid injuries ‘and, 41, 228, 
719; burns and (ML) 891, 966, 1383 ; 
see also Circulation, Intravenous injec- 
tions, Nervous disorder, and Wounds 
Shope, R.E , on swine -influenza (LA)1217 
Shore, A., Pe Lloyd, D. J., Chemistry 
anon Proteins (R) 936 
A. R.—and Pratt, C. L. G., Synopsis 
et f Baysiolosy (R) 334 ; and Tidy, H. L., 
Medical Annual (R) 9 
Sapuldor Jony, E A of (C. H. 
Gray) 926 
Siggers, C. J. C., 
(NI) 29 
Sight, see Eyes 
Signy, A. G., on streptococcal infections, 
Silicosis (A) 35, (PI) 485, 735, (LA) 882, 
(PI) 1014, 1124, 1132, 1184, 1355; 
allied conditions and, 525 
Simmons, H. T., on megacolon 638 
Simpson, C. K., on coronary thrombosis, 


6 
Simpson, G. S. (O) 481, 547 
Simpson, pi J. Hope, Refugee Problem 


intravenous cannula 


(LA) 27 4, 614 

Simpson, avi Major Endocrine Dis- 
orders hae 14 

Sinclair, A. H. H., on T neona- 


torum, 580. 
Sinclair, H. M., on vitamin B, 
Sinclair, M., clips for eee PNT) 91 
Sittig, Ó., poliomyelitis, 865 
Skin—chemotherapy and, 430, (E. Davis) 
1042 ; Common Diseases of the Skin 
(R. C. Low) (R) 1444 ; cee Stoater: 


rhea and (I. D. Riley) 2 eugenic 
problems and, 110; tane. lore and, 
1082 : itching (A) 992 : pigmentation 


of, fibrocystic bone disease and (K 
Robson and J. W. Todd) 377, 479: 


scabies, ‘Hypo-HCl’’ treatment of 
(W. . Parker) 987; seborrheic 
dermatitis (A) 101; staphylococcal 


infection of, operative infection and, 
1088, (LA) 1215; sympathectomy 
and (A) 158 ; urticaria, histamine and 
H. N. Hornibrook) (C) 960 ; Yearbook 
of Dermatology and Syphilol ogy r 
Wise and M. B. Sulzberger) (R) 992 
see also Carbuncle, Depmatomyoaltis, 
and Pellagra 

Skis, accidents on, 615 

Skottowe, I., on convulsion and fasala 
therapy (LA) 457 

Skull—fracture of, patient’s discharge 
from hospital and (ML) 1342 ; see also 
Injured and Intracranial 

Slome, D., surgical revascularisation of 
heart, 617, (A) 653 

Slot, G. M. -J., erythema nodosum, 
chorea, and tuberculous meningitis, 
571; on road accidents, 798 

Smalipox—chemotherapy in, 740, 1418, 
1442 : contacts, illness in LE: 
Conybeare) 813, (C) 1125, (C. Box) 
(C) 906, (M. Gordon) (Gy 959 ; 
see also Vaccination i 

Smart, J., adhesion-cutting in artificial 
pneumothorax, 812 

Smellie, J. M., infantile diarrhæœa, 969, 
1026, 1082 

Smiles, J. M., hydatidiform mole, 1428 

Smith, G., Introduction to Industrial 
Mycology (m ai 


Smith, H. oR ) 118 
S., heart- taline; 1168 

Smith, R E., on poliomyelitis, 270 

Smith, S., and Glaister, J., Recent 
Advances in Forensic Medicine (R) 936 

Smith-Peterson nails—insertion of, direc- 
tor for (C. E. Kindersley) (NT) 990 ; 
see also Rheumatism 

Smithells, A. (0) 423 

Smoke, see Atmospheric 

Smoking, see Tobacco 

Snowden, E. N., self-consciousness and 
public speaking, 124 

Social—factors in disease (A) 100, 223; 
implications of scientific discoveries, 
1063, 1297; medicine congress, 1356 ; 
problem of rheumatism (Les rhuma- 
tismes, maladies sociales) (R. J. 
Weissenbach and F. Françon) (R) 1327 ; 
Social Function of Science (J. D. 
Bernal) (R) 701, (LA) 765; survey of 
Bristol, 307; see also Industrial 
medicine, Nutrition, Unemployment, 
Wages, and— 

Social services—codrdination of (PI) 
542 ; see also Health services, Pensions, 
and Public assistance 

Societies, medical—British Medical 
Societies (Sir D’Arcy Power) (A) 885; 
see also— 


t 
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SOCIETIES, MEDICAL 


ABERDEEN MEDICO-CHIRURGICAL 
Se TETY ene ee oe cel by-ways, 

ASSOCIATION OF CLINICAL PATHO- 
LOGISTS.—Metheemalbumin (pseudo- 
methemoglobin) 453 ; streptococcal 
and pneumococcal infections, 451; 
xenopus pregnancy test, 453 

ASSOCIATION OF INDUSTRIAL MEDICAL 
OFFICERS -—Factory construction and 
health, 795; meeting at Cocoa 
Works, York, 1297 

AUSTRALASIAN OPHTHALMOLOGICAL 
SOCIETY.—681 

BRITISH ASSOCIATION OF RADIOLOGISTS. 
—Amalgamation, 464; lecture, 342 

BRITISH ORTHOPAEDIC ASSOCIATION.— 
Bed frame and splint, 1269; bone 
surgery, 1268; Colles’s fracture, 
1269; muscles "of lower limb, 1268 ; 
radius, fractures of head and neck 
of, 1268 ; tuberculous joints, 1268 

BRITISH PSYCHO-ANALYTICAL SOCIETY. 
—Silver jubilee (LA) 649 

BRITISH PSYCHOLOGICAL SOCIETY.— 
Mental nursing, 532, 603 

DEVON AND EXETER MEDICO-CHIRUR- 
GICAL SOCIETY.— Neuromyelitis 
optica, 332 ; osteomalacia with coeliac 
disease, 552 

EDINBURGH MEDICO-CHIRURGICAL 
SocreTy.—aArterial disease, peri- 
Pheral, 226; blood-chemistry in 
bams, 1383; head injury, late effects 
ol, 

FACULTY OF RADIOLOGISTS.—464, 1297; 
ansemia and leukæmia, bony changes 
in, 1384; bone, diseases of, 1384; 
cancer, 1384; circulation, adult and 
foetal, 1384 

HARVEIAN SOCIETY oF LONDON.— 
Appointments, 183; Buckston 
Browne banquet, 1414; dinner, 
853; president, 183 

HEBERDEN Socrery. —Medal, 611, 961 ; 

osteo-arthritis, 1 

HUNTERIAN SOCIETY.—Dinner, 241, 
421; Hunterian lecture, 120, 90 
Hunterian oration, 405, 491; medal, 
Ane ; misleading leading symptoms, 


INTERNATIONAL ASSOCIATION FOR 
PREVENTION OF BLINDNESS.—737 ; 
ophthalmia neonatorum, 989, 1127 

INTERNATIONAL ORGANISATION 
AGAINST TRACHOMA.—989 

KENSINGTON MEDICAL SOCIETY.—1075 

LISTERIAN SOCIETY.—183 

LIVERPOOL MEDICAL INSTITUTION.— 
Blood-tests in cancer, 93; cardio- 
vascular disease, post- mortem find- 
ings in, 638; heart disease, hyper- 
tensive and *ischeemic, 877; mega- 
colon, congenital, 638 ; pancreatic 
extract in  Graves’s disease, 94; 
peptic ulcer, 877 

LONDON JEWISH HOSPITAL MEDICAL 
SOcIETY.—1132 

MANCHESTER MEDICAL SOOIETY. — 
Breast, cancer of, 1045; breathing 
machines, 453, 552; cardiovascular 
disease, post- mortem findings in, 
638 ; gold therapy, 213; megacolon, 
congenital, 

MANCHESTER SURGICAL SOCIETY. — 
Bacterial infection during intra- 
cranial operations, 1193, (LA) 1215 

MEDICAL SOCIETY FOR THE STUDY 
OF RADIESTHESIA.—1075 

MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY. — Delinquency and 
psychology, 551 ; cnr 121, 241; 
escape, 740, 990, (A) 122 

MEDICAL SOCIETY OF LONDON. —62; 
annual oration, 1083, 1180, 1234; 
coronary thrombosis, 634, 740; 
dinner, 672 ; fractures in extremities, 
512 ; ocular manifestations of disease, 
761, (F. P. Weber) (C) 845; polio- 
myelitis and artificial respiration, 
211, 552; purgatives, 394 

MEDICO-CHIRURGICAL SOCIETY OF 
EDINBURGH.—Gastroscopy, 1117 

MEDIcO-LEGAL SOCIETY.—Genera] Medi- 
cal Council, 510; insanity defence 
(A) 1275; road accidents, 798; 
workmen’s compensation, 1043 

NATIONAL ASSOCIATION FOR THE 
PREVENTION OF ‘'TUBERCULOSIS.— 
Appointment, 40 

NORTH OF ENGLAND OBSTETRICAL 
AND GYNECOLOGICAL SOcIETY.— 
A.R.P. and maternity work, 824; 
radium in uterine heemorrhage, 332 ; 
spinal analgesia in labour, 825, 1192 ; 

~split pelvis in labour, 332 
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NORTH WESTERN TUBERCULOSIS 
SocIETY.— Artificial pneumothorax, 
514 

OPHTHALMOLOGICAL SOCIETY OF 
UNITED KINGDOM.—Accommodation, 
convergence, lenses and, 988 ; an- 
terior capsule, 987; cataract, 987, 
988; congress, 853, 987, 1016: 
diathermy in ophthalmic practice, 
988; dinner, 1016; disk, pallor of, 
987; enucleation of one eye, 938: 
glaucoma, 988; hereditary eye 
diseases, 987: one-eyed worker, 
988; optic nerve and retina, blood- 

' supply of, 988; prize, 1016 ; refrac- 
tion, problems of, 988 ; retina, 
detachment of, 988; retrobulbar 
needle, curved, 988; sclero-corneal 


trephining, 987 ; tobacco amblyopia, 
988 
PADDINGTON MEDICAL SOCIETY.—67 
ROYAL ACADEMY OF MEDICINE IN 
IRELAND.—Buccal cancer, 454 ; dipb- 


theria bacillus, organism simulating, 
94; heemoglobin, diurnal variations 
in, 1440; hæmoglobin estimations, 


1211, (LA) 1388 ; 
878; Krukenberg 


heartin pregnancy, 
tumour, 877; 


mental treatment, 800: placenta 
prævia, 576 
ROYAL MEDICAL SOCIETY.—— Dinner, 528 
ROYAL MEDICO-CHIRURGICAL SOCIETY 
OF GLAascow.—Head injury, late 


effects of, 573 
ROYAL MEDICO-PSYCHOLOGICAL AS80- 


CIATION.—Mental nursing, 532, 603; 
recreational therapy, 1267 

ROYAL SOCIETY OF MEDICINE.—Sec- 
tions of: Anesthetics, 32 Disease 
in children, 760—Epidemiology and 
state medicine, 270, 509, 759— 
Laryngology, 1103— Medicine (A) 
279, 329, 822—Neurology, 209, 697, 
875—Orthopmrdies, 393, 875—Oto- 
logy, 1439—Physical medicine, 208 
—Proctology, 636, 1094——Psychiatry 
CAN 102. (EGAY. 457, (A) S87, 1136, 
1437—Radiology, 450, 8 5—Sureery, 
329, 575 1210-—Therapeutica an 
pharmacology, 92, 188, (A) 405, 
698—Urology, 1265 

Subjects of discussion: Anorexia 

nervosa (A) 279; diabetes, surgery 


and, 329; 
ear disease, 


drug-addiction., 
1 139 = ip. 


1156: 
congenital 


dislocation of, 393: hydronephrosis, 
1266 ; intervertebral disks, pro- 
lapsed, S75; intranasal surge ry, 
1103; intraventricular tumours, 697: 
jaundice, epidemiology of, 759; 
jaundice, familial he patitis and, 
760 : megacolon, 636 ; mental dis- 
order (A) 887, 1437, convulsion and 
insulin therapy in (LA) 457; old 
age, surgery in, 1210: pituitary 
tumours, X-ray therapy for, 698: 


pneumonia, 822; poliomyelitis in 
schools, 270; pregnancy, neurolo- 
gical complications of, 209 - psycho- 
genesis of schizophrenia (A) 887; 


rectal cancer, 1094 ; re spiratory 
diseases, acute, radiography of, 450; 
rheumatism, physiological aspects of, 
208; State medicine, 509: stored 
blood for transfusion (A) 405: 
ureteric calculi, 575; urology, radilo- 
therapy in, 1265: vitamin B, 92 
188; vitamin E, 698 , 
Lecture and reception, 853: medi- 
cal week, 737; presentation to Dr. 
R. Hutchison (A) 461, 595: veto 
on press reports of meetings (LA) 
217, (F. J. Poynton) (C) 295 
ROYAL SOCIETY OF TROPICAL MEDICINE 
AND HYGIENF.— Medal, 1117, 1356: 
president, 1356 : sulphon: amides in 
tropical medicine, 1441 


St. JOHN’s HOSPITAL DERMATOLOGICAL 
SOcIETY.—1470 ; folk-lore a nd derma- 
tology, 1082 

SOCIETY FOR THE STUDY OF INERRIETY. 
—611 ; alcoholism, Salvation Army’s 
campaign acainst, 187 


SOCIETY OF MEDICAL OFFICERS OF 


HEALTH.—New headquarters (A) 654: 
presidential election, 1221 ; safe milk, 
408, (LA) 581: se arlet fever, 327 
SocreTY oF RADIOTHERAP ISTS OF 
GREAT BRITAIN AND IRELAND — 
Amalgamation, 464 ; meeting 183 
TAVISTOCK CLINIC.—66, 189: annual 
meeting and lunch,1171.1346 : neuro- 
physiology and psychology, 1044 


TUBERCULOSIS ASSOCIATION —— 
611 ; tuberculous patie ae ( rca + ie 
WEST LONDON ME DICO-C HIRURGICAL 
SOcIETY.—1132; dinner, 14] i: folk- 
lore and medicine, 160 
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Society for Relief of Widows and Orphans 
of Medical Men, 120, 1015, 1357 
Society for the Protection of Science and 
Learning, 224, 280, 303, 343, (A) 342 
Society of Apothecaries of London— 
dinner, 486; diplomas, 241, 547, 794, 
1073, 1296; lecture, 362; pass lists, 
241, 547, 794, 1073, 1240, 1296 
Society cot Chemical Industry, 429, 892, 
Society of Public Analysts, 242, 420, 429 
Söderman, H., and O’Connell, J. J., 
Modern Criminal Investigation, 248 | 
Sodium bicarbonate, see Diabetes 
Sodium chloride—infantilo diarrhoea and, 
1026 ; see also Intravenous and Renal 
Soil, see Africa and Agriculture ‘ 
Solomons, B., on placenta previa, 577 
Somerford, A. R., on gold therapy, 213 
Somers, R. B. U., M. & B. 693 in cerebro- 
spinal fever, 921, (LA) 937 
Soothill, V. F., daylighting standards in 
workshops (C) 1347 
Sorokin, P. A., and Berger, C. Q., Time- 
Budgets of Human Behaviour, 1301 
Southwell, T., and Kirshner, A., Guide 
to Veterinary Parasitology and Entomo- 
logy (R) 580 
Spain—army water-supplies, sterilisation 
of (A) 523; blood-transfusion in, 200, 
(A) 223, 231, (A) 405, 740, (F. D. 
orda) 773, (A) 768, (R. S. Saxton) (C) 
905, (A) 1394; cod-liver oil for, 183; 
fear reactions and war (E. Mira) 1395; 
medical aid for (A) 160, (Sir C. Pereira) 
(C) 298, (A) 341; psychiatry in, 68 ; 
starvation in (A) 160, 341, foodships 
and, 183, (A) 341 ; war surgery in, 104, 
120, (A) 223, 229, 291, 409, (A) 461 
534, 722, 740, 763, (J. T. Raspail} 
(C) 847, (A. D. Wall) (C) 1403, (J. 
Tructa) 1452 ; see also Refugees 
Spas, see British Health Resorts 
Speaking, public (E. N. Snowden) 124, 
(Sir F. Fremantle) (C) 236, (C. Lilling- 
ston) (C) 355 
Special areas, see Depressed areas 
Specialists, see Practitioners and Refugees 
Speech—defect (Principles and Practice 
of Speech Correction) (J. F. Bender 
and V. M. Kleinfeld) 489, (Thought 
and Speech) (T. C. Norris) 489, (H. St. J. 
Rumsey) (C) 541, (C. MacMahon) 
(C) 605; see also Deaf and Speaking 
SD eh J. M., on recreational therapy, 


Spence, A. W., 
(A) 279 

Spencer, A. M., future of psychotherapy 
(C) 1346 ; mental nursing (C) 782 

Spencer, W. G., Celsus De Medicina 
(A) 158 

Spermatozoa count, see Sterility 

Spinal—tractures (Le traitement non- 
sanglant des fractures du rachis) 
(P. Mallet-Guy) (R) 580 ; injuries, air- 
raid, 172, 639, 719; leptomeningioma 
R. M. Hill and J. Prentice) 87; 
osteomalacia (J. M. Holmes) 264; 
see also Nervous system and— 

Spine—prolapsed intervertebral disks, 875, 
sacrococcygeal sinus (A) 707 ; vertebral 
body, ossification of (T. J. B. ; 
MacGowan) 258; see also Back and 
Spinal 

Bet aeieks undue influence and (ML) 
6 


on anorexia nervosa 


Sprawson, E., and Colyer, J. F., Dental 
Surgery and Pathology (R) 1213 
Sprigge, Sir Squire, fund in memory of 
(A) 1218, 1241 ` 
Sprue, see Gastro-intestinal 


A) 457 

tallard, H. B., Boeck’s sarcoidosis, 440 
Stammering, see Speech 
Stamp, Lord, practitioner as scientist, 


1337 
Sranley, Sir A., refugees in France (C) 
Stanley, D. A., insulin shock therapy, 


Stansfield, T. E. K. (O) 852 

Staphylococcal infections—chemotherapy 
of (LA) 703, (H. J. Wade) 756, 1442 ; 
osteomyelitis (LA) 336, bactcrssmia and 
(H. A. T. Fairbank) (C) 416, (R. 
Miller) (C) 479, (E. C. O. Valentine and 
E.C.B. Butler) 973; see also Operative 
infections 

Startup, C. W., miners’ dyspnea, 147 

Statistics—Principles of Medical Statistics 
(A. B. Hill) (R) 1105, (A) 1112; 
Research and Statistical Methodology 
(O. K. Buros) 552 ; Statistical Methods 
for Research Workers (R. A. Fisher) 
(R) 151; see also Vital statistics 

Stavely, D. C., on ureteric calculi, 575 


Steatorrhea, see Gastro-intestinal 

Stebbing, G. F., storage of radium in 
war-time (C) 847 

Stephens, G. (0) 63 

2tepaengon, G. E., Cushing’s syndrome, 


86 
Sterilisation, see Air-borne infections, 
Dressings, and Water-supplies 
Sterilisation, voluntary, 496 
Sterility—494; Childiess Family, its 
Cause and Cure (E. F. Griffith) 1246; 
spermatozoa tests and (ML) 891 
1285; see also Reproduction and Vital 
statistics 
Sternal puncture—(M. Hynes) 1373; in 
kala-azar (A) 37, (L. E. Napier) (C) 959 
Stewart, P., on blood-chemistry in 
equipment of industrial 
1178; rehabilitation of 


Stibbe, E. 


properties of 

. Bishop, M. Boycott, and S. 

uckerman) 5, (LA) 97, (J. Varangot) 

(C) 296, (P. M. F. Bishop) (C) 354 

(W. R. Winterton) (C) 416, 526, (LA) 
581, (A. Palmer and S. Zuckerman) 933 

Stillbirth, see Vital statistics 

Stirrups, see Fractures 

Stomach—cancer of (Sir A. Hurst) 553, 
(C) 1345, (B. Russell) (C) 1233, 1461, 
achlorhydria and (D. Jennings) (C) 
727; cancer of, ovarian tumours and 
877: gastroscope, flexible (D. Jennings) 
1153 ; gastroscopy, 1117 ; hunger pain 
(LA) 1273; primary suppurative 
gastritis (F. Hawking) 1434; pyloric 
stenosis, beriberi and, 92; pyloric 
stenosis, eumydrin in (R. H. Dobbs) 
12; secretion of, hypochlormmia and 
(B. M. Nicol and A. Lyall) 144 ; see also 
Abdomen, Gastro-intestinal, Hesemor- 
rhage, and Peptic ulcer 

Stomatitis, see Mouth 

Stopford, J. S. B., on voluntary hospitals 
(A) 772 

Streptococcal infections—451; aerial 
spread of (R. Cruickshank and G. E. 
Godber) 741; chemotherapy of, 76, 
182, 238, 328, 431, 452, (A) 460, 465, 
491, (A) 584, 586, 593, (LA) 703, 740, 
879, 983, 1037, (LA) 1330, 1349, 
serotherapy and (H. Loewenthal) 197, 
(LA) 335; sore-throat epidemic in 
New York, 1297; typing of strepto- 
cocci, 451; seealso Operative infections 
Rheumatism, Scarlet fever, and Throat 

Stronghold, The (R. Church) 429 

Stuart-Harris, C. H., neurotropic strain 
of influenza virus, 197 

Students—military service and, 1079, 
(LA) 1051, (PI) 1120, 1181, 1183, 
1238, (A) 1278, (PI) 1293, 1354, 1412, 
1466 ; see also— 

Students, medical—conference, 1415; 
national emergency and, 219; see also 
Education, medical, and Universities 

Stuff We’re Made Of (W. O. Kermack 
and P. Eggleton) 128 

Stump, see Amputation 

Sturrock, J., on pain of Jabour, 888 

Submarine disasters—(LA) 400 ; Squalus 

A) 1277; Thetis (A) 1336, (PI) 1408 

Subtentorial, see Intracranial 

Sudan, cerebrospinal fever in (N. L. 
Corkill) 1203, (D. Hubble) (C) 1347 
chemotherapy of . B. U. Somers) 
921, (J. Bryant and H. D. Fairman) 923, 
(LA) 937 

Sugar—consumption of, 1331; 
Diabetes 

Sulphanilamide, see Chemotherapy 

Sulzberger, M. B., and Wise, F., Year- 
book of Dermatology and Syphilology 
(R) 992 . 

Sun, see Climate and Heliotherapy 

Suprarenal, see Adrenal 

Surgery—Dental Surgery and Pathology 
(J. F. Colyer and E. Sprawson) (R) 
1213; diabetes and, 329; in old age, 
1210; Manual of Reparative Plastic 
Surgery (J. E. Sheeban) (R) 215; 
minor, and modern medical technique 
(Petite chirurgie et technique médicale 
courante) (G. Roux) (R) 334: Modern 
Surgical Technique (M. Thorek) (R) 
1214; of subtentorial angle, anatomy 
and (B. P. Stibbe) 859, 918 ; operating 
chair (A. K. Henry and D. K. Milne- 
Henry) (NI) 878; Plastic Surgery 
(A.J. Barsky) (R) 95; Pye’s Surgical 
Handicraft (H. Bailey) (R) 398; 
surgeon’s finger, value of (ML) 594; 
Surgery of Pain (R. Leriche and A. 


see also 


Young) (R) 935; Surgery of t 
Ear (S. J. Kopetzky) (R) 1270; 
Surgical Pathology (W. Boyd) (R) 96 ; 
thoracic, implements for, 247 ; thoracic, 
Se in (A) 461; Treatise on 
urgical Technique of Otorhinolaryngo- 

logy (G. Portmann and P. Viole) (R) 
1326; Treves’s Handbook of Surgical 
Operations (O. P. G. Wakeley) (R) 456 ; 
tropical (Clinique chirurgicale des pays 
chauds) (Botreau-Roussel) (R) 646; 
Yearbook of General Surgery (E. A. 
Graham) (R) 645; see also Air-Raid, 
History, medical, Operations, Ortho- 
peedics, and Research 

Sutherland, D. W. (O) 1468 

Sutherland, H., tuberculin test, 820 

Sutherland, M. E. agranulocytosis follow- 
ing M. & B. 693, 1208 , 

Sutherland-Rawlings, E., unregistered 
specialist (C) 1461 

Swab-counting (ML) 242, (LA) 399, 
(ML) 949 

Sweden—B.C.G. vaccination in (A) 39, 
Grancher system or, 676; cleft palate 
and hare-lip in, 911; inheritance law 
in (ML) 53; poliomyelitis in, 1021; 
research in, 1467; tuberculin tests in, 
67; see also— 


SWEDEN, CORRESPONDENCE FROM.— 
Health insurance, 1396— Hospital: 
diets, vitamin content of, 110 ; Mediter- 
ranean, for Scandinavians, 110—Pneu- 
monia, treatment of, 1396—Smal]pox 
vaccination, 1396—Tuberculosis, noti- 
fication of, 1396 


Sweepstakes, Irish hospitals, 716, 779, 
844, 1227 
Swine, see Animals 


SWITZERLAND, CORRESPONDENCE FROM. 
—Bircher-Benner, M., death of, 301— 
Chiropractors, recognition of, 490 

Swyer, R., sulphanilamide in typhoid 
fever, 1321 

Sykes, W. S., and Claye, A. M., Evolution 
of Obstetric Analgesia (R) 215 

Syme oration (A) 706 

Symonds, C. P., on poliomyelitis, 212 ; 
on prolapsed intervertebral disks, 876 

Sympathectomy — for hydronephrosis, 
1 ; for megacolon, 636, 638; 
for skin disease (A) 158; for vascular 
disease, 226, (A) 340, 941; muscle 
blood-flow and (A) 941; vasodilator 
fibres and (A) 340; see also Pain 

Sympathetic—infiltration (A) 709, 807; 
see also Sympathectomy 

Symptoms, see Diagnosis 

Syphilis—pregnancy and, arsenical treat- 
ment and (A) 1166; Yearbook of 
Dermatology and Syphilology (F. Wise 
and M. B. Sulzberger) (R) 9923 see 
also Neurosyphilis and Venereal disease 


T 


Tabes dorsalis, see Neurosypbilis 

Tait, C. B. Y., Boeck’s sarcoidosis, 440 

Ae mhian, K. H., nephritis in childhood, 
55 


Tavistock Clinic, see Societies, medical 

Taylor, W. O. G., on enucleation of onc 
eye, 988 

Teaching, see Education, medical 

Teall, C. G., on bony changes in antemia 
and leukæmia, 1384 

Teeth—Practical Microscopy of Teeth 
and Associated Parts (A. W. Wellings) 
(R) 29; Toothbrush: Its Use and 
Abuse (I. Hirschfeld) 488; sce also 
Dental 

Telford, E. D., on megacolon, 636; on 
ey mpathectoy. for skin disease (A) 
15 

Temperature—raised, in cardiac failure 
(A) 1219; see also Heat therapy and 
Tropics 

Temple, A., blood and vulcanite (C) 1234 

Temporal] bones, see Ear 

Tentorial pressure cone (A) 340 

Pere Ueno N. N., Grains and Scruples 
(C) 60 

Terracol, J., and Margarot, J., Tuber- 
culose et tuberculides nasales (R) 152 

Terry, G. C., and Rennie, T. A. C., 
Analysis of Parergasia (R) 1046 

Testis—appendix of, torsion of C D. F. 
McFadden) 320, (A) 339, (J. Hosford) 
(C) 413 ; see also Sex hormones 
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Tetanus—air-raid injuries and, 43, 172, 
287, 409, 601, 721, 763, 847, 1403, 
1452; antitoxin for war emergency 
(LA) 517, 839; antitoxin, horse-serum 
neuritis and (A) 771 ; chemotherapy of, 
1442 ; mixed inoculation and, 1172; 
see also Dressings 

Tetany—hyperventilation (A) 222; in 
suckling (C. Friderichsen) 85 

Therapeutics—Treatment in General 
Practice (R) 1327 ; Whitla’s Dictionary 
of Treatment (R. S. Allison and C. A. 
Calvert) (R) 151; Yearbook of General 
Therapeutics (B. Fantus and A. L. 
GOl bore) (R) 1214; see also Pharma- 
cology 

Thetis, loss of (A) 1336, (PI) 1408 

Thomas, G. C., M. & B. 693 in pneumo- 
coccal meningitis, 754 

Thomas, R. J. F. D. (O) 1187 

Thompson, J. Sa 1296 , 

Thompson, N., sulphanilamide in typhoid 
fever, 1321 

Thompson, S., on tuberculous joints, 1268 

Thomsen, V., Studies of Trauma and 
Carbohydrate Metabolism (R) 1444 

Thomson, G., Factorial Analysis of 
Human Ability (A) 832 

Thomson, W. A. R., potassium and 
T wave of electrocardiogram, 808 

Thoracic—structure (Your Chest Should 
be Flat) (S. A. Weisman) (a) 1334; 
suppuration, tilting bed for, 570; 
surgery, implements for, 247 ; surgery, 
posture in (A) 461; wounds, air-raid, 
171, 534, 719; see also Embolism, 
Empyema, Heart, and Lung 

eer rs Modern Surgical Technique 

Thorotrast, carcinogenesis by, 128 

Throat—Diseases of Nose, Throat and 
Ear (W. W. Morrison) (R) 516; Nose, 
Ear and Throat (M. Vlasto) (R) 96; 
Treatise on Surgical Technique of 
Otorhinolaryngology (G. Portmann and 
P. Viole) (R) 1326; Yearbook of Eye, 
Ear, Nose and Throat (E. V. L. Brown, 
L. Bothman, and S. J. Crowe) (R) 334 ; 
sce also Respiratory infections, Strepto- 
coccal infections, and Tonsils 

Thrombocytopenic purpura—(G. H. Jen- 
nings and L. I. M. Castleden) 931; 
clot-retraction in, 1199 

Thrombosis—and embolism, ephedrine 
and atropine prophylaxis in (R. 
Pilcher) 752 ; herniotomy and (A) 402 ; 
of prolapsed hæmorrhoids (J. C. Ross) 
90 ; pentothal sodium injection and 
(R. T. Payne) 816; uroselectan injec- 
tion and (ML) 285; see also Embolism 
and Heart disease 

Thyroid gland—examination of, 490; 
goitre in Austria, 1061; goitre in 
Ireland (A) 1391; hypothyroidism, 
heart and (G. E. Beaumont and J. D. 
Robertson) 682, (A) 1052 ; Iodine and 
Incidence of Goiter (J. F. McClendon) 
R) 1213; Iodine Metabolism and 

hyroid Function (A. W. Elmer) (R) 
272; iodine, goitre, and (Schilddrüse, 
Jod und Kropf) (M. Saegesser) (R) 
1213; see also Hormones and— 

Thyrotoxicosis—(H. Cookson) 1363; 
dermatomyositis and (G. B. Dowling 
and W. J. Griffiths) 1424; eyes in, 
761; iodine, surgery and (A) 1447; 
myopathy and, thyroidectomy for 
(F. B. Parsons and R. J. Twort) 1379 ; 
pancreatic extract in, 94; X rays in 
(E. P. Poulton and W. L. Watt) (C) 235, 

W. Collins) (C) 296 

idy, H. L., Synopsis of Medicine (R) 

; Short, A. R., Medical 

Annual (R) 991 

Tilting stretcher, sce Artificial respiration 

Time-Budgets of Human Behaviour 
(P. A. Sorokin and C. Q. Berger) 1301 

Timme, W., Frantz, A. M., and Hare, 
O. C., Pituitary Gland (R) 397 

Sindan, W. J., herpes occipito-colaris, 


Tippett, G. O., fracture of patella (C) 182 

Tisclius apparatus, 911 

Tissue culture—Culture of Organs (A. 
Carre] and C. A. Lindbergh) (R) 272 ; 
Methods of Tissue Culture (R. C. 
Parker) (R) 515 

Tobacco—amblyopia, 988; cigarette- 
smoking (A) 156; gastric cancer and, 
553; therapy, 968 

Tod, H., apparatus 
injection (NI) 1160 

Todd, J. W., fibrocystic disease of bone, 
377 

Todd, T. F., on spinal analgesia in labour, 
&25; origin of fibroids (O) 1402 

Todd, T. W. (O) 115, 179, 344 

Togna, T. R., Exercises in the Bath, 967 


for intravenous 
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Tompsett, S. L., lead-poisoning, 559 

Tongue, see Mouth 

Tonsils—tonsillectomy (LA) 458; 
also Rheumatism, juvenile 

Topping, A., on State medicine, 509 

Tours, medical, 242, 670 

Tom, H., on standard of living in Bristol, 


Tracheobronchial, see Bronchography 

Trachoma, 989, chemotherapy of, 1442 

Trall, R. R., on artificial pneumothorax, 

Trans-diaphragmatic, see Diaphragmatic 

Transfusion, see Blood-trangfusion and 
Intravenous 

Trauma, see Injuries and Wounds 

Treasure trove, 910 , 

Treatment, see Therapeutics 

Treves’s Handbook of Surgical Operations 
(C. P. G. Wakeley) (R) 456 

Triazol, see Convulsion and 
therapy ; 

Trigeminal nerve—recent work on (W. 
Harris) 1114; surgical anatomy of 
(E. P. Stibbe) 859, 918; see also 
Herpes 

Tropics—air-conditioned cubicle for, 1244; 
insulin shock and convulsion therapy 
in, 506, (H. Hoff and J. A. Shaby) 
(C) 846, (M. V. Govindaswamy) (C) 
1232 ; medicine and industry in, 1188 ; 
surgery in (Clinique chirurgicale des 
pays chauds) (Botreau-Roussel) (R) 
646; tropical medical research, 525, 
1132; tropical medicine, sulphon- 
amides in, 1441; see also Malaria 

Trotter, W., function of intellect, 1419 

Troup, W. A., war and civilian popula- 
tions (C) 297 

Trueta, J., closed treatment of war 
fractures, 1452 

Tubal, see Pregnancy and Salpingitis 

Tuberculosis—B.C.G. in Rumania (A) 
524; B.C.G. in Sweden (A) 39, 
Grancher system or, 676; chemo- 
therapy of, 1081; conferences, 506, 
1357; contracted by nurse eni 
1000 ; demonstration, 1016; iph- 
theria immunisation and, 405, (PI) 
484, (ML) 530; erythema nodosum 
and (G. M. J. Slot and D. Morris) 571, 
(A. S. Hall) 572, (J. A. Brocklebank) 
(C) 665 ; Friedmann vaccine and, 1059 ; 
in Africa (PI) 1409; in Cyprus (PI) 


see 


insulin 


1238; in Finland, 1245; in India 
(LA) 219; in Newfoundland, 246; 
inoculation against (A) 1392; in 


Sweden (A) 39, 67, 676, 1396; Inter- 
national Union against Tuberculosis, 
506, 1240; intestinal stricture and, 
689, megalocytic anwmia and (J. F. 
Brock) 72 ; in Tunisia, 127 ; in Wales, 
658, (LA) 648, (PI) 734, 735, 784, 785, 
848, 901, 1184, 1188, (PI) 1238, 1411 ; 
of joints, 1268; of nose, tuberculides 
and (Tuberculose et  tuberculides 
nasales) (J. Margarot and J. Terracol) 
(R) 152; of peritoneum and bowel, 
heliotherapy in, 799; psychology of 
(P. A. Galpin) (C) 1068; tuberculin 
tests, 67, 843, (A) 1275, rapid (H. 
Sutherland) 826 s Tuberculosis Among 
Children and Young Adults (J. A. 
Myers) (R) 397; typhus fever and, 
4890; war and, 548, 796; see also 
Addison’s disease, Animals, Joint 
Tuberculosis Council, and— 

Tuberculosis, pulmonary—aftercare and 
(LA) 31, (A) 831, prevention and (H. 
Joules) (C) 119; convulsion therapy 
and, 435, (LA) 457, (L. M. Curtiss) 
(C) 604; gold in, 213; industry and 
(LA) 31, (A) 831, 1016, (D. Stewart) 
(C) 1178, (P. Elfman) (C) 1232; in 
militiamen, 1462 ; miliary, 450; radio- 
graphy of, 450, (A) 653, 658, 1016, 
1178, 1232, 1309, (LA) 1330; sputum 
tests and (B. R. Clarke and D. W 
Wallace) 688; see also— 

Tuberculosis, pulmonary, eurpery. of— 
adhesion-cutting in artificial pneumo- 
thorax (J. Smart) 812 ; empyema and 
(L. Roberts) 134, (C) 414, (M. H. 
Pappworth) (C) 356; limitations of, 
514, (A) 831 ; sputum tests and (B. R. 
Clarke and D. W. Wallace) 688 , 

Tularæmia in United States, 551 

reer in the Hay (O. St. J. Gogarty) 

Tumours—in twins (M. T. Macklin) (C) 
847; see also Cancer, Fibroids, and 
Intracranial 

Tunisia, tuberculosis in, 127 

Turner, A. L., death of, 1336, (O) 1405 

Turner, G. G., Lotheissen’s operation 
(C) 968 

Turner, P. D. (O) 669 

Twining, E. W., death of, 1113, (O) 1185 
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Twins—research on, 1382 ; tumours in 
(M. T. Macklin) (C) 847; uniovular, 
of different sex (A) 1111 | — 

Twort, R. J., thyroidectomy in thyrotoxic 
myopathy, 1379 3 

Typhoid fever—anglers and, 898; anti- 
gens of (A) 770; Croydon outbreak, 
decisions following, 224, (A) 998; milk 
and, 548; Nottingham outbreak, 607, 
788, (PI) 1124, 1183 ; sulphonamides in 
(E. H. R. Harries, R. Swyer, and N. 
Thompson) 1321, (A. H. Douthwaite) 
(C) 1401, 1442 

Typhus fever, tuberculosis and, 489 


U 


Uleron—neryous complications and (å) 
38; see also Chemotherapy 

Ulnar, see Hand 

Ultraviolet irradiation—air sterilisation 
by (LA) 458, 745, 804, 1093, (LA) 1215; 
of zoster (A) 771 ; see also Climate and 
Light therapy 

Undulant fever—brucellosis, campaign 
against, in Denmark, 1455; brucellosis 
congress, 362 ; chemotherapy of, 1442; 
milk and, 406, damages action and 
(ML) 777 

Unemployment—health, nutrition, and 
(PI) 483, 1353; reconditioning centres 
(PI) 360; unemployment insurance in 
Britain, American report on (PCP) 
291; Unemployment Assistance Board 
report (PI) 1353; see also Depressed 
areas and Social 

Ungley, C. C., on vitamin B, 93, 188 

United States—air-borne worm infections 
(A) 1167; health inquiries, pwablic- 
health services and (A) 1450; health 
services, 663, 798, (A) 1450, film on 
(A) 220; infectious diseases in, 663; 
lymphocytic choriomeningitis in, 1370, 
(LA) 1388; M. & B. 693 in (LA) 518, 
703, 1107; medical pioneers in, 248; 
mortality, climate, socio-economic fac- 


tors and (A) 100; New York Fair, 
854, 887; rural midwifery, 1475; 
submarine disaster (A) 1277: e 
mmia, 551; Unemployment and 
Health Insurance in Great, Britain 
(M. Sakmann) (PCP) 291; vital 


statistics (A) 100, 169, 221, 843, 1362; 
see also— 


UNITED STATES, CORRESPONDENCE FROM. 
-Air transport, mosquitoes and, 1227 
American Physicians’ Art Associa- 
tion, 594— Appendicitis, 1285——Chorio- 
meningitis, mice and, 1285— Drugs: 
advertisements of, 1227; sulfapyridine, 
344, restricted sale of, 594—Fertility: 
parental age, stillbirth-rate and, 843; 
tests, artificial insemination and, 1285 

Food, advertisements of, 1227— 
Medical care, 169, extension of, 34 
t77, 715, 1060, 1226, American Medical 
\ssociation and, 56, 1060, 1226, 1285— 
Pellagra and nicotinic acid, 170—Still- 
births and neonatal deaths: hourly 
distribution of, 169; parental age and. 
843—Sulfapyridine, 344, restricted sale 
of, 594—Todd, T. W., death of, 344— 
Tuberculosis, tuberculin tests and. 843 

Venereal disease control, 1227— 
Yellow fever, vaccination against, 1227 


Universities—medical departments, func- 


tion of, 169; yearbook of, 1056; se 
also Education, medical, Students, 
and— 


UNIVERSITIES.— Aberdeen : degree, 853; 
mieus, Soa: fellowships 1016; 
inaugural addresses, 169 Birmi cham 

ę s - hd < n ry 
lectures, 485, 969, 1026, 1082——Bristol 
Carey Coombs Memorial Fund 854— 


Cambridge : appointments, 853 1240 
LEES degrees, 241, 362. 120 547. 
736, 1073, 1187, 1296; fellow, 490: 
lectures, 547, 853, 1073, 1132 1393: 
pass lists, 420, 1469; prize, 611: 


scholarship, L1132:% st udent ships 118): 
universities and medical] schools recog: 


nised, 853— Cape Town, appointment. 
1221— Dublin : appointment 794: 
degrees, 736; lectures, 11392 -” ioence 
736; pass list. 90 7— Edinburgh: 
appointment, 407; Garena ia 


winner (A) 584; lectures, 1132. 1163: 


Wilkie Surgical Research laboratory 
526, Mf 17- AREON : address, 183: 
appointments, 1414, 1469 - "de ’ 
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907, 1016 ; lectures, 485, 1414 ; medals, 
.1016—Grenoble, 1187-—Leeds: ap- 
pointment, 485: degree, 1296; pass 
list, 795—-Liverpool : appointments, 
362, 1469; pass list, 795—London : 
appointments, 303, 420, 548, 794, 853, 
1240, 1296; degrees, 794, 1240 : ; 
dental surgery, new chair of, 611; 
elections, 999, 1132 ; fellowship, 303; 

lectures, 120, 303, "907, 1240 ; new 
buildings (A) 1165: pass lists, 66, 120, 
853, 1073, 1355; professorships, 548, 
1240; scholarships medical, 649; 

teachers wooo ised. 90 7—Manchester : 

appointments, 420, 671, 1187; prize, 
6713 scholarships, 1016—Na ional 
University of Ireland : appointments, 
1240; degree, 671—Newcastle, new 
medical school (A) 522—Oxtord : 

appointment, 1296 ; degrees 241, 485, 
1355 ; donation, 302 ; election, 241 ; 

fellowship, 1469 ; resignation, 302 ; 

studentship, 12 40-—Queen’ 8 University, 
Belfast : appointment, 671; student- 
ships, 1073—Queen’s University, King- 
ston, 1413—St. Andrews, rectorial 
address (A) 943—Sheffield : appoint- 
ments, 420, 1413; degree, 736 ; pass 
list, 795—Wales, pass lists, 66, 241, 
1073, 1413 


Unregistered practitioners—bogus doctor 
ME 167; chiropractic in Trinidad 
ML) 1342 ; chiropractors, recognition 
of, in Zürich, 490; healer, undue 
influence and (ML) 475; medical 
certificates and (ML) 1395; osteopath 
described as doctor (ML) 1170 ; physio- 
medical practioner, electronic method 
and (ML) 1 

Urban, J., M AE 865 

Urea, see Heart disease and Renal 

Urete culus in, 575; zs ureterocele 
(A) 834; see also Kidne 

Uroethral—calculi (A. Miller) 1263; 
also Prostatic 

Uric acid—in saliva, 1226, 1476; 
also Urine 

Urinary—cancer, radiotherapy in, a oo 

infections, chemotherapy of, 207, 
(G. Melton and A. Beck) 867 ; : pee 
tions, in old age, 1211; operations, 
tilting bed and, 570 $ see also Kidney, 
Ureter, Urethral, Urology, and— 

Urine—retention of, air-raid injuries and, 
644; Smal quantities of, examination 
of (0. E. Dukes) 24; uric acid estima- 
tion, 1226: < gee also Phenylketonuria, 
Renal, Sex “hormones, and Vitamins 

Urology-— Yearbook of Urology (J. H. 
Cunningham) (R) 580; see also Urinary 

Urticaria, see Skin 

Uterus—cancer of cervix (A) 402, 430, 
491, (A) 587, (A. Goodwin) 1142 : 
dilators, improved (V. Bonney. and 
A.C. Barker) (NI) 827; drainage from, 
tilting bed and, 570; ’ fibroids, cestrin 
and (A. Lipschiitz and L. Vargas) 1313, 
(LA) 1329, (T. F. Todd) (C) 1402, 
(J. F. Brailsford) Oe Ho forceps 
for radium insertion Morrison) 
(NI) 1048; hæmorrhage oar radium 
in, 332; heemorrhage from, thrombo- 
cytopenic purpura and, 931; sce also 
Childbirth, Menstruation, Pregnancy, 
and Sex hormones 


see 


see 
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Vacancies, weekly lists of, 65, 123, 184, 
244, 304, 365, 426, 486, 549, 613, 674, 
739, 796, 855, 909, 962 1017, "1078, 
1134, 1189, 1243, 1298, 1358, 1416, 1471 

Vaccination—-chick-membrane vaccine for 

) 402; compulsory, problem of 
(C. K. Millard) (C) 59; deaths (PI) 851, 
1014; exemptions, magistrates and 
(PI) 850; in Sweden, 1396; vaccinia, 
cowpox and (A) 1219 ; see also Smallpox 

Vaccine bottle, new, 9 

Vaginal poe enee applicator (K. Duff) 
(NI) 1328 

Vaginitis, see Stilboestro] 

Vaillant, C., night-blindness, 149 

Valentine, F. C. O., staphylococcal 
osteomyelitis, 973 


varengot, J., stilbæstrol (C) 296 

Vargas, L., experimental tumorigenesis, 
1313" EA) 1329 

Varicella, herpes zoster and (D. G. 


Ferriman) 930 
Vascular, see Arteries and Circulation 
Vaughan, J. M., stored blood in trans- 
fusion, 384, (A) 405 


you Dey M., test for vitamin-C deficiency, 


Veins—air-raid wounds of, 347 ; user 
mittent venous occlusion, 226, (W. 
Kolff) 1381; venous hum in Cheeni 
cirrhosis (M. R. Kenawy) 821; see 
also Circulation and Intravenous 

Venereal disease—contro] of, 110, 493, 
in United oe 1227; granuloma 
venereum . & b. 693 in (A. O. F. 
Ross) Apa in militiamen, 1462; 
lymphogranuloma pence 246, sul- 
phonstuldes in, 246, (S. Laird) (C) 
355, (K. V. Earle) 985, 1443 ; National 
Society for Prevention of Venereal 
Disease, 1240; Syphilis, Gonorrhea 
and Public Health (N. A. Nelson and 
G. L. Crain) (R) 455; see also 
Gonorrhea and Syphilis 

poaren, see Intracranial 

Veritol, 67 

Vertebral, see Spine 

Vertigo, see Auditory and Ear 

Veterinary—education. (PI) 359; Guide 
to Veterinary Parasitology and Ento- 
mology (T. Southwell and A. Kirshner) 
(R) 580; see also Animals 

VIENNA, CORRESPONDENCE FROM.—Fin- 

ger, E., death of, 1061—Goitre, 1061 


ioe P., and Portmann, G., Treatise on 
Surgical Teo sae of Otorhinolaryngo- 
logy (R) 1 

Virtanen, A. f 2b ttle Fodder and Human 
Nutrition (R) 579 

Viruses—cancer (LA) 33, 591, 1080, (LA) 
1049; cowpox (A) 1219: encephalitis 
(A) 1451; herpes, 629, (LA) 647, 726, 
906, 930, 958; inclusion bodies and 
(A) 1333: influenza (C. . Stuart- 
Harris) 497, 589, 591, (LA) 1217; 
lymphocytic’ choriomeningitis (A) 706, 


(F. O. MacCallum and G. M. Findl ay) 
1370, (LA) 1388; nature of (Sir P. 
Laidlaw) (C) 416, 1350; psittacosis 


A) 708; research’ on, 591, (Handbuch 
er Virusforschung) (R. Doerr and C. 
Hallauer) (R) 1270; yellow fever, 1262 

Nae ter Entorione Factor in Visceral 
Disease (H. G. McGregor) (R) 150 

Vision, see Eyes 

Viswanathan, R. bronchography (C) 1349 

Vital sstatistics abridged life tables 
(A. B. Hill and M. G. we 

B Benjamin) (C) 782, (A. 

C) 846; Toni: causes of a 1166 ; 
in France, 495; in Germany, 
495, (A) 943; uP Ireland, 779, 844; 
in Russia, 363, 922, (A) 1392 ; in 
United States (A) 100, 169, 221, 843, 
1362 ; maternal] mortality, 1056, "1079, 
(A) 1110; mortality, climate,’ econ- 
omic factors and (A) 100 ; population, 
insured, ageing of (PCP) 596; popula- 
tion problem (A) 221, 495, (A) 651, 
886, (Lord Dawson) 1279, in Germany, 
spinster motherhood and (A) 943; 
Registrar-General’s reports, 50, 233; 
stillbirths and neonatal deaths, hourly 
distribution of, 169; stillbirths and 
neonatal deaths, parental age and, 843 ; 
see also Contraception, Health services, 
Public health, and Reproduction 

Vitamin A—carotene absorption, liquid 
paraffin and (A) 461; epidemic menin- 
gitis and, 1203; night-blindness and 
(C. Vaillant and L. Gillis) 149, Bitot’s 
spots and (L. Nicholls and A. Nimala- 
suriya) 1432 : research on, 592 

Vitamin B—92 188, 592; aneurin, 
excretion of (J. Marrack and H. F. 
Höllering) 325, (M. Pyke) (C) 415, 606, 
(H. G. K. Westenbrink and J. Goud- 
smit) (C) 540 ; anorexia nervosa and 
(H. A. Palmer) 269, (A) 279; hook- 
worm anemia and (A. McKenzic) 1143; 
international standard for, 344; mar- 
mite and, 552; neuritis "and, "92, in 
pregnancy, 209 : Wernicke’ s encephalo- 
pathy and (LA) 1107; see also 
Nicotinic acid and Pellagra 

Vitamin C—breast-feeding, orange juice 
and (A) 1274: deficiency, test for (M. 
Vauthey) 695 

Vitamin D—A.T.10 and (A) 709; 
research on, 592: see also Bone 

Vitamin E, 698, 892, (A) 998 

Vitamin K, see "Heemorrhage 

Vitamin P, hemoptysis, lung infiltration, 
and (T. Jersild) 632 

Vitamins—in hospital diets, 110; sebor- 
rheic dermatitis and (A) 101; sprue 
and (A) 100, 264, (A) 460 ; Vitaminsand 
Vitamin Deficiencies (L. J. Harris) 
saa 825; see also Anorexia and Nutri- 
on 

Viasto, M., Nose, Ear and Throat (R) 96 


Vomiting during chemotherapy (L. A. P. 
Anderson and U. C. Datta) (C) 1349 

ena ry Ciena H., Uber die Liebe 
( 

von Verschuer, F., on twin research, 1382 

manlea mi hese see Dentistry 


W 


Wade, H. J., M. & B. 693 in staphylo- 
coccal septicemia, ie 
Wages—nutrition and, 1058, (PI) 1071; 
sick pay and (PI) 668, (LA) 648, (A) 
1111; see also Social 
Waggegett, E. B. (O) 115 
Wagner, G., death of, 772 
Wakeley, C. P. G., ada 


ting limb to 
stump (C) 62 ; Ramsay 


unt syndrome 

46; Treves’s Handbook of Surgical 
Operations (R) 456 

Wales—provision of milk for children in 
(PI) 786, 787; tuberculosis in, 658, 

x (PI) 734, 735, 784, 785, 

848, 901, 1184, 1188, (PI) 1238, 1411 ; 
see also Silicosis 

Walker, B., gas gangrene, 150 

Walker, D. G., prosthetic restoration of 
maxilla, 1209 

walker, G. F., on injury and disease (A) 


277 
Walker, J., on lead nipple-shields (A) 462 
Walker, J. W., atmospheric sterilisation 
by aerosols,’ 443, (LA) 457, 1215 
Walker, K., Grains and Scruples (C) 60 
WART Sir N ., presidential address to 


ak A. b., closed treatment of fractures 
SAS $. W., pulmonary tuberculosis, 


6 
Waller, H., Clinical Studies in Lactation 
(R AN 


) 

Walters B., clip forceps (NI) 878 

eA E A E and, 
(A) 223, 230, 350, (A) 405, 534, 719, 
773, (A) 768 796, 905, 1172 "1177, 
(A) 1394 ; ; children : and (H. D. Watson) 
(C) 413; dependants of men called up, 
medical care of (PCP) 953; fear of, 
diminished fertility and, 496 ; operating 
in respirator (A) 105 56 ; a dae 
Aggressiveness and War (E. F. 
Durbin and J. Bowlby) (R) 1385; 
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